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Abstract
Purpose Depression literacy refers to the ability to recognize depression and make informed decisions about its treatment. 
To date, relatively little research has been done to examine depression literacy in the Western Pacific region. Given the 
pervasiveness of depression and the need to enhance mental health care in this region, it is important to gain a better under-
standing of depression literacy and health-seeking behaviors in this part of the world.
Methods This mixed-methods study utilized a convergent parallel design to examine depression literacy and the associated 
health-seeking attitudes among urban adults from three countries—Cambodia, Philippines, and Fiji. A total of 455 adults 
completed a quantitative survey on depression knowledge, attitudes, and professional help seeking. Separately, 56 inter-
viewees from 6 focus groups provided qualitative data on their impression and knowledge of depression and mental illness 
within the context of their local communities.
Results Overall, results showed that depression knowledge was comparatively lower in this region. Controlling for differ-
ences across countries, higher knowledge was significantly associated with more positive attitudes towards mental illness 
(B = − 0.28, p = 0.025) and professional help seeking (B = 0.20, p < 0.001). Financial stability, such as employment, was 
also a salient factor for help seeking.
Conclusions This study was the first to provide a baseline understanding on depression literacy and highlights the need 
to increase public knowledge on depression in the Western Pacific. Culturally congruent recommendations on enhancing 
depression literacy in this region, such as anti-stigma campaigns, use of financial incentives, and family-based approach in 
health education, are discussed.

Introduction

Depression affects 350 million people worldwide, and is 
one of the most under-reported and under-treated mental 
disorders [1, 2]. Depression significantly contributes to the 
global disease burden as it impairs individual’s ability to 
function or cope with daily life [3, 4]. Comparatively, little 
research has examined this mental health problem in the 
WHO Western Pacific region, but available statistics show 
that depression is a major public health issue in this part of 
the world. For example, a review of existing epidemiologi-
cal studies showed that 26.3% of patients seen in primary 
care settings in South Asia exhibited signs of depression 
[3]. Another national household survey conducted in China 
estimated 4.08% of adults suffered from depression, and 
more than 1 in 3 adults frequently experience depressive 
symptoms [5]. In fact, depression was estimated to affect 
over 66 million people in the Western Pacific in 2015 [6]. 
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Further, approximately 200,000 people die by suicide each 
year in the region, accounting for 25% of the global burden 
on suicide [7].

Less than 1 in 4 people with mental disorders living in 
low- and middle-income countries receive the mental health 
services and treatment that they need [4]. It is possible that 
many people in these countries have a low propensity to seek 
professional help given little public awareness or knowledge 
about mental health. Indeed, it is widely recognized that the 
public often fail to identify mental disorders and have little 
knowledge about their signs and prevention [8]. Negative 
attitudes towards mental illness, especially social stigma, is 
also a major barrier to the timely diagnosis and treatment of 
mental health problems [9]. Additionally, negative expecta-
tions of recovery or fear of discrimination or social exclu-
sion can strongly influence professional help seeking among 
people with mental health problems [10].

Mental health literacy is broadly defined as the knowl-
edge and beliefs about mental disorders that may influence 
how these disorders are recognized, treated, and prevented 
in different communities [8]. Currently, most mental health 
literacy research was conducted in European countries 
[11–15], and those conducted in the Western Pacific pri-
marily focused on higher income countries, such as Australia 
[16–18], China and Hong Kong SAR [19–21], Singapore 
[22], and Japan [23]. However, mental health knowledge, 
beliefs, and attitudes are culture and context specific, and 
are affected by the sociopolitical environment, such as dif-
ficulties accessing care, inadequate protection of human 
rights, inadequate financial and human resources, and wor-
ries about privacy and confidentiality [24, 25]. Thus, a large 
gap exists in understanding how best to target and improve 
mental health services and uptake for many countries within 
the Western Pacific region.

In 2015, WHO Member States in the Western Pacific have 
identified the management of depression as a key strategy to 
advance the public mental health agenda in this region; they 
also recognized that raising awareness and providing essen-
tial information (e.g. risk factors, early signs and symptoms, 
availability of interventions) was key to facilitating health-
seeking behavior and early detection of depression [26]. As 
a response to this regional assessment, this study focused on 
depression literacy, a type of mental health literacy defined 
as the ability to recognize depression and make informed 
decisions about its treatment [27]. Specifically, the present 
study used a mixed-methods approach to examine depression 
literacy and the associated health-seeking attitudes among 
urban adults from three countries in the region that vastly 
differ in ethnic, religious, and socioeconomic composition—
Cambodia, Philippines, and Fiji. The study objectives were: 
(1) to examine the levels of depression knowledge in the 
three countries; (2) to examine the attitudes towards mental 
disorders and seeking professional mental health care; (3) 

to identify predictors for positive attitudes towards mental 
illness and professional help seeking behaviors; and (4) to 
explore country-specific views on depression and its associ-
ated health-seeking beliefs and behaviors.

Methods

This cross-sectional, convergent parallel mixed-methods 
study examined depression literacy in Cambodia, Philip-
pines, and Fiji. Depression knowledge, attitudes, and health-
seeking behaviors towards mental disorders were quantita-
tively measured in a convenient sample of 455 respondents. 
Six focus group discussions were held to generate a more 
in-depth understanding of depression literacy and health-
seeking behaviors within the context of participants’ culture 
and their local communities. Quantitative and qualitative 
results were analyzed separately, then merged to identify 
convergence and divergence across data sources.

Subjects and settings

Data were collected in collaboration with local implement-
ing partners between November 2016 and May 2017. These 
partners included local ministry of health and/or university 
research teams in each country. All implementing partners 
participated in a face-to-face research skills training program 
on research recruitment, consent, quantitative and qualita-
tive data collection, and data management before study 
commencement.

Study participants were recruited from different regions 
in each country to obtain a more diverse sample of partici-
pants from different ages, genders, and social backgrounds. 
All urban adults over 18 years old and were able to pro-
vide consent to participate were eligible to participate. 
Target recruitment sites were determined based on discus-
sion between project team members and local implement-
ing partners to ensure greatest likelihood of successfully 
reaching sampling goals within recruitment timeframe. In 
Cambodia, participants were recruited from one major city 
(Phnom Penh) and one semi-urban area (Kandal Province). 
In the Philippines, participants were recruited from three 
most highly populated cities (Quezon, Manila, and Caloocan 
City). In Fiji, Suva was the target city for data collection.

Quantitative survey and qualitative focus groups were 
conducted concurrently. All participants were recruited 
from villages, marketplaces, restaurants, shopping centers, 
parks, local community clubs, and churches by convenience 
sampling. Study participants were only recruited from com-
munity-based settings; no participants were recruited from 
healthcare or medical settings. Recruitment for survey and 
focus group participants were conducted separately due to 
different nature of study involvement. A minimum sample 
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of 146 survey participants was proposed for each country 
to conduct multiple regression analyses with 12 predictors 
according to Green’s rule of thumb [28]. Two focus group 
interviews were conducted in each country, with group size 
restricted between 6 and 12 interviewees to maximize dis-
cussion [29]. Focus group interviews were completed at 
times and locations agreeable to participants and implement-
ing partners.

Implied consent by way of survey completion was 
obtained from all survey respondents; focus group partici-
pants provided written consent. This research study received 
ethical approval internally by the funding agency (WHO), 
the Ministry of Health in each participating country, and the 
first author’s university ethical review board. No incentives 
were offered for study participation.

Quantitative measures

Each survey packet consisted of (1) demographic data, (2) 
depression knowledge, (3) attitudes towards mental dis-
orders, and (4) attitudes towards seeking help for mental 
disorders. Participants’ demographic data included sex, 
age, employment status (i.e., working/not working), high-
est academic qualification obtained (i.e., college or above/
below college level), marital status (married/other), and 
prior contact with someone with a mental illness (i.e., yes/
no). Depression knowledge, attitudes, and professional help-
seeking behaviors were measured using the following psy-
chometric instruments. Where appropriate, implementing 
partners translated and back-translated the instruments to 
their local language following the WHO guidelines [30].

Depression Literacy Scale (D-Lit) [31, 32] measures 
knowledge specific to depression, and includes 22 state-
ments with three response options—true, false, and do not 
know. Respondents’ depression knowledge is measured 
based on their number of correct responses, ranging from 0 
to 22; higher score indicates greater depression knowledge. 
In this study, the internal consistency of this instrument was 
α = 0.53 for the full sample, and ranged from 0.56 to 0.60 
across the three countries.

Attitudes and Understanding Towards Mental Disorders 
(AUM) [33] consists of 15 statements related to stigma and 
discrimination associated with mental illnesses. Responses 
are captured on a 5-point Likert scale ranging from “Strongly 
Agree” to “Strongly Disagree.” A total score can be calcu-
lated, where higher scores indicate more negative attitudes 
towards mental illnesses. The internal consistency ranged 
from α = 0.66–0.75 across the three countries; α for the full 
sample was 0.74.

Attitudes Toward Seeking Professional Psychological 
Help-Short Form (ATSPPH-SF) [34] is a ten-item instru-
ment that measures propensity for seeking help for men-
tal disorders. Item responses are based on a 4-point Likert 

scale ranging from “disagree” to “agree,” with total score 
ranging from 0 to 30; higher scores indicate higher propen-
sity to seek help. In this study, the internal consistency of 
the instrument was α = 0.56 for the full sample, and ranged 
between 0.49 and 0.64 across the three countries. For the 
two subscales—openness to seeking treatment and need in 
seeking treatment—alphas ranged from 0.62 to 0.75 and 
0.40–0.55, respectively.

Qualitative interviews

Focus group discussions were used to promote participant 
interaction and sharing of ideas among local participants 
[29]. Two focus groups, consisting a total of 17–20 par-
ticipants, were conducted in each country. Two facilitators 
selected by local implementing partners facilitated each 
focus group. Based on a semi-structured interview guide, 
participants were initially asked to describe and discuss their 
overall impression and understanding of mental health and 
mental disorders within the context of the local communi-
ties. Then, participants were presented with a case vignette 
that describes a person exhibiting signs and symptoms of 
depression. The case vignette was originally developed to 
help focus participants’ discussions on a central topic, and 
to enhance interaction and sharing of individual views; local 
implementing partners modified on the vignette script to 
enhance its cultural and contextual relevance. After present-
ing the vignette, group facilitators used open-ended ques-
tions to engage discussion among group participants [35] 
to help elicit their knowledge, attitudes, and views on help 
seeking for depression. All focus groups lasted between 45 
and 60 min; participants filled out a background form to 
provide their demographic data at the end of the discussion.

Data management and analysis

Quantitative survey data were entered and managed in 
Microsoft Excel. Focus group interviews were audio 
recorded and transcribed verbatim in Cambodia and the 
Philippines. Local implementing partners in Cambodia and 
the Philippines also translated the interviews from their local 
language to English for linguistic equivalence. Interviews 
conducted in Fiji were recorded and the local facilitators 
made detailed notes of the contents of each group.

Survey data from each country were first analyzed inde-
pendently then compared using STATA SE14. Less than 
5% of random missing data was observed and handled by 
mean/mode substitution. Frequency distributions and sum-
mary statistics described respondent demographics and 
primary variables on depression literacy (i.e. knowledge, 
attitudes, and help seeking behaviors). Bivariate associa-
tions between the three primary variables and their associa-
tions with respondents’ demographic characteristics were 
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examined using Pearson’s correlation, t tests, ANOVA, and 
Chi-square tests. Finally, multiple linear regression mod-
els adjusting for clustering by country were used to explore 
depression knowledge and demographic characteristics as 
predictors for attitudes and help-seeking behaviors towards 
mental disorders in the Western Pacific region. A step-
wise backward-selection process was used with predictors 
retained at p ≤ 0.20; the best model was chosen based on 
highest variance explained (i.e., adjusted R2). Statistical sig-
nificance was set at p < 0.05.

Focus group data were analyzed by country using a the-
matic analysis process [36]. Three research team members 
(GH, DB, and CL) independently coded the data in Nvivo. 
Coding was conducted using a deductive approach, with a 
focus on understanding participants’ knowledge, attitudes, 
and help-seeking behaviors towards mental illnesses. Coding 
from different team members was combined and compared, 
with discrepancies resolved via consensus. Codes were then 
collapsed into themes, and these themes were reviewed 
within the context of other codes and the full data set. The 
themes were continually refined using a constant comparison 
process until a thematic map emerged with clear thematic 
labels and definitions. Themes uncovered across countries 
were compared and contrasted to identify converging and 
diverging patterns in views, attitudes, and health-seeking 
behaviors for mental disorders in the Western Pacific region.

Finally, results from quantitative and qualitative sources 
were merged to mutually inform and enrich overall find-
ings, and to identify areas of agreement and disagreement 
in survey versus interview data [37]. Parallels and contradic-
tions found between quantitative and qualitative results were 

interpreted and discussed to generate a fuller understanding 
of depression literacy and its associated health-seeking atti-
tudes and behaviors in the Western Pacific region.

Results

A total of 455 adults participated in the quantitative survey 
(Cambodia: n = 150; Philippines: n = 156; Fiji: n = 149); 
another 56 urban adults participated in the focus group 
discussions (Cambodia: n = 20; Philippines: n = 19; Fiji: 
n = 17). Participant characteristics for the full sample and 
by country for survey and focus group participants are pro-
vided in Table 1.

Quantitative findings

The full sample of survey participants consists of 41.32% 
male, with a mean age of 33.64 years (SD = 14.25). Over 
half were working (56.92%) or received a college education 
or above (55.16%); less than half were married (38.02%) 
or had prior contact with someone with a mental illness 
(37.14%). Participants from Cambodia were more likely to 
be female, older, and married, and less likely to have a col-
lege or above education or had prior contact with someone 
with a mental illness compared with participants in the Phil-
ippines or Fiji.

Bivariate analyses showed that depression knowledge 
was negatively associated with AUM scores (r = − 0.13, 
p = 0.004), indicating that a higher level of depression 

Table 1  Characteristics of survey and focus group participants in full sample and by country

**p < 0.001 comparisons across countries

Variables Survey participants Focus group participants

Full sample 
(n = 455)

Cambodia 
(n = 150)

Philippines 
(n = 156)

Fiji (n = 149) Cambodia 
(n = 20)

Philippines 
(n = 19)

Fiji (n = 17)

Male (n, %) 188 (41.32)** 36 (24.00) 85 (54.49) 67 (44.97) 5 (25.00) 10 (52.60) 9 (52.90)
Age (mean, sd) 33.64 (14.25)** 42.43 (16.94) 27.65 (9.87) 31.07 (10.46) 49.95 (15.39) 53.79 (8.26) 35.06 (10.65)
Currently work-

ing (n, %)
259 (56.92)** 81 (54.00) 71 (45.51) 107 (71.81) 11 (55.00) 11 (57.89) 14 (82.35)

Married (n, %) 173 (38.02)** 99 (66.00) 25 (16.03) 49 (32.89) 12 (60.00) 14 (73.68) 9 (52.90)
College or above 

(n, %)
251 (55.16)** 25 (16.67) 113 (72.44) 113 (75.84) 0 (0.00) 5 (26.31) 13 (76.40)

Contact with MI 
(n, %)

169 (37.14)** 32 (21.33) 67 (42.95) 70 (46.98) 1 (5.00) 2 (10.53) 12 (70.59)

Depression 
knowledge

8.60 (2.76) 8.25 (2.38) 8.83 (3.21) 8.73 (2.57) – – –

Attitudes towards 
MI

41.08 (7.79)** 45.03 (7.09) 39.41 (7.29) 38.86 (7.49) – – –

Help seeking 
towards MI

17.98 (4.23)** 18.69 (3.47) 16.83 (4.13) 18.47 (7.76) – – –
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knowledge is associated with more positive attitudes 
towards mental disorders. Depression knowledge was also 
weakly associated with attitudes towards professional help-
seeking behaviors (r = 0.12, p = 0.01). The mean scores for 
depression knowledge (D-Lit), attitudes towards mental 
illness (AUM), and tendency to seek help for mental ill-
nesses (ATSPPH-SF) across the three countries were 8.60 
(SD = 2.76), 41.08 (SD = 7.79), and 17.98 (SD = 4.23), 
respectively (see Table 1). Participants from Cambodia 
expressed significantly more negative attitudes towards 
mental disorders, while participants from the Philippines 
scored lower in professional help seeking; no differences in 
depression knowledge were observed across the three coun-
tries (p > 0.05).

Results of multiple linear regression models are presented 
in Table 2; only the strongest prediction models from step-
wise regression analyses are reported here. After control-
ling for country as a covariate, higher depression knowl-
edge and female sex significantly predicted more positive 
attitudes towards mental disorders (adjusted R2 = 0.14, F(5, 
449) = 6.37, p ≤ 0.001). For help-seeking behaviors, depres-
sion knowledge was the only significant predictor of par-
ticipants’ propensity to seek professional help for mental 
illnesses (adjusted R2 = 0.06, F(4, 450) = 7.68, p ≤ 0.001).

Qualitative findings

Fifty-six adults participated in six focus group interviews 
in the three countries. Characteristics of participants across 
countries are available in Table 1. Overall, Cambodia had 
less male participants (25 vs. 53% in Philippines and Fiji), 
had the lowest percentage of participants who has had prior 
contact with someone with a mental illness (5%), and had 
no participant with a college or above education. The Philip-
pines had the highest percentage of participants who were 

married (74%). Fiji had the highest proportion of partici-
pants who were working (82%), had a college or above edu-
cation (76%), and had previous contact with someone with 
a mental illness (71%).

The qualitative results were organized into four themes: 
(1) knowledge about depression, (2) attitudes towards people 
with depression, (3) helping people with depression, and (4) 
seeking help for depression. The following section presents 
findings by theme and comparisons of findings across coun-
tries. Table 3 consolidates main findings by country with the 
additional supporting quotes.

Knowledge about depression Across countries, partici-
pants ascribed mental illness, and specifically, depression, to 
stressors or problems arising from daily life, which resulted 
in the person “thinking too much,” as the following partici-
pant noted:

There are different factors [for depression], but ‘prob-
lem’ is the main reason (Philippines).

Further, most of the stressors or problems raised by the 
participants were financial, social, or relational in nature, 
including money, employment, family, and love. In Cam-
bodia, a comparatively lower income country among the 
three participants mentioned low employment and unsta-
ble income as a reason for depression at a much higher 
frequency. In the Philippines, where the government is 
currently engaged in a highly publicized campaign against 
illegal drugs, participants also raised drug use as a common 
cause for depression.

Participants from the Philippines and Fiji also described 
possibilities of physiological illnesses that lead to signs and 
symptoms of depression. For example, one participant from 
the Philippines noted that a person may exhibit low mood, 
loss of appetite, and loss of interest due to “lung problem, 
like when he has TB.” Another participant in Fiji also noted, 
“…maybe feeling sick of non-communicable disease and 

Table 2  Multiple linear 
regression models assessing 
predictors for attitudes and 
professional help seeking 
towards mental disorders

Outcome Predictors B (SE) 95% CI t p value Adjusted R2

Attitude 
towards men-
tal disorders

Constant 52.21 (2.00) 48.28, 56.14 26.10 < 0.001 0.14
Depression knowledge − 0.28 (0.12) − 0.52, − 0.03 − 2.24 0.025
Sex (ref: male) − 1.58 (0.71) − 2.98, − 0.18 − 2.23 0.027
Age − 0.05 (0.03) − 0.10, 0.002 − 1.89 0.06
Country (ref: Cambodia)
 Philippines − 6.68 (0.94) − 8.52, − 4.83 − 7.11 < 0.001

Fiji − 6.93 (0.90) − 8.70, − 5.17 − 7.71 < 0.001
Professional 

help seeking 
for mental 
disorder

Constant 16.63 (0.70) 15.26, 18.00 23.80 < 0.001 0.06
Depression knowledge 0.20 (0.70) 0.06, 0.34 2.89 0.004
Working (ref: no) 0.71 (0.40) − 0.07, 1.49 1.78 0.08
Country (ref: Cambodia)
 Philippines − 1.92 (0.47) − 2.85, − 0.99 − 4.07 < 0.001

Fiji − 0.45 (0.48) − 1.39, 0.50 − 0.93 0.35
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is in self-denial.” Conversely, participants from Cambodia 
remained focused on psychosocial explanations for depres-
sion, and did not suggest biological plausibility for its signs 
and symptoms.

Attitudes towards people with depression Participants 
across countries were generally empathetic, sympathetic, 
and understanding towards people with depression. Over-
all, all participants were willing to engage with someone 
with depression to provide support, whether to “just be there 
with him” (Fiji), to “give him strength with good words” 
(Cambodia), or even to “chip in money… to let them know 
that they are important to us” (Philippines).

However, some differences in attitudes across countries 
were noted. Participants in the Philippines and Fiji discussed 
how people with depression are typically marginalized, 
stigmatized, and mistreated in their societies; those people 
were described as “lost in society,” and “they will wander 
around”. On the other hand, many participants in Cambodia 
viewed that depression is common in their communities, as 
one participant said, “[depression is] the mental problem 
everybody always has!” and another noted, “For mental 
problems, everybody never not have, whether less or much”.

Additionally, participants from Cambodia more fre-
quently ascribed depression to someone not being to “con-
trol his feelings” or that he or she must have done some-
thing wrong, thus regretting or feeling sad. Issues related 
to income and employment were also perceived to be an 
important contributor to depression, thus some Cambodian 
participants noted the importance of “getting over” the 
depression and get back to making a living.

Helping people with depression Offering companionship 
was the primary form of support that participants from all 
countries discussed as an important means of helping people 
with depression. In general, keeping the person company, 
talking with the person, allowing the person to share their 
thoughts and feelings, and providing guidance and coun-
sel to help problem solve were key ways of helping people 
with depression. However, how this is practically executed 
appeared to differ by culture. For example, participants in 
the Philippines suggested hosting “happy activities” so that 
the depressed person may raise their mood. Providing prayer 
and nutritious foods (e.g., “meat three meals a day”) were 
also mentioned.

In Cambodia, participants frequently suggested talking 
with depressed people to convince them to stop thinking 
about whatever issues that are causing their sadness, and 
“guiding” them out of their low mood. Further, giving 
depressed people opportunities for employment and gener-
ate an income were often discussed as viable solutions, as 
described by the following participants,

“If he doesn’t have a job like this, we should help him 
to find a job to work.” (Cambodia).

“Find who has a job and call to work with, just getting 
some money can go forward.” (Cambodia).

“Trying to earn money with his family… so the health 
is good.” (Cambodia).

Finally, some participants from Fiji raised the idea of 
using alcohol, such as the local alcoholic beverage, Kava, as 
a means of helping people with depression. Participants sug-
gested that this may help create a therapeutic environment to 
generate conversation, as the following participants noted,

“Creating atmosphere, one jug or bowl of grog-kava.” 
(Fiji).

Seeking help for depression Family, including parents 
and siblings, were viewed as the most trusted and reliable 
source of help, and most participants agreed that they would 
immediately seek help from family before approaching other 
sources. In particular, participants from the Philippines 
highlighted the importance of love and understanding from 
within the family environment that can help someone with 
depression. Additionally, participants from Cambodia also 
noted the importance of neighbors.

In general, participants viewed it is acceptable to seek 
help from healthcare providers. In fact, health professionals 
were considered to be the most trusted source of help among 
Fijian participants. However, participants from Cambodia 
and Philippines viewed going to government agencies or 
Ministry of Health as the last resort. Of note, participants 
from Fiji raised a unique concern with involving select 
authorities in helping people with depression, namely law 
enforcement and religious figures due to their concerns of 
potential abuse and mistreatment.

Across the three countries, the general consensus was that 
the participants would primarily resort to people within their 
close personal network or immediate communities to seek 
help for depression, and would only reach out to profes-
sional sources if their family, friends, or neighbors could not 
adequately manage the problem.

Merging quantitative and qualitative 
findings

Results from different data sources were merged and inter-
preted as a whole to generate a fuller understanding of 
depression literacy and associated health-seeking behaviors 
among urban adults residing in the Western Pacific region. 
In summary, financial factors strongly related with atti-
tudes and professional help seeking for depression. Regres-
sion analyses demonstrated that employment was the only 
demographic characteristics that predicted higher propensity 
towards professional help seeking. Similarly, qualitative data 
from Cambodia showed that low employment and unstable 
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income were widely recognized as a source of depression, 
and that finding a job and making meaningful financial 
contribution were perceived to be effective in alleviating or 
reversing the symptoms of depression.

Higher depression knowledge was quantitatively associ-
ated with more positive attitudes towards mental disorders 
and the propensity to seek professional care; comparisons of 
focus group data across countries generated some evidence 
to support this finding. That is, participants from the Philip-
pines and Fiji were able to describe biological causes for 
depression, thus indicating higher depression knowledge, 
and these participants also exhibited more empathy and like-
lihood to seek professional help towards depression. Con-
versely, participants from Cambodia, who attributed depres-
sion to psychosocial and spiritual factors (e.g., “problems” 
with money/relationships and Karma), were more likely to 
ascribe blame to people with depression, and would only 
seek professional help as a last resort.

Quantitative findings showed that individuals with more 
knowledge in depression were more likely to seek help 
from professional mental health care, while qualitative find-
ings showed that family was the key source of support to 
depressed individuals. Converging these findings indicate 
that depression knowledge could be built up through family 
members. Education about depression should target families, 
rather than individuals. Using a family approach may be a 
viable option in promoting mental health and depression 
literacy in the region.

Discussion

This study sought to establish a better understanding of men-
tal health literacy and health-seeking attitudes in the Western 
Pacific; it was the first to assess depression knowledge and 
professional help seeking in three low- and middle-income 
countries in the region. The mean depression literacy (D-Lit) 
scores obtained from Cambodia, Philippines, and Fiji sug-
gest depression knowledge was lower compared with other 
high-income countries in the region. For example, prior 
studies with young adults in Australia reported average 
scores of 12–15 [38, 39]. However, our results are compa-
rable with those found among Saudi Arabian adolescents 
(mean of 8.6) [40] and non-English speaking Greek and 
Italian immigrants in Australia (mean range of 8.17–10.61) 
[41]. The focus group data showed that participants across 
the three countries were able to identify most of the common 
signs and symptoms of depression, but they were largely 
unable to describe how best to help someone with depression 
beyond offering companionship, a listening ear, prayers, or 
support.

We also examined attitudes towards mental disorders and 
seeking professional mental health care, especially as they 

relate to depression. Our regression analysis showed that 
higher levels of depression knowledge predicted more posi-
tive attitudes towards mental disorders. This suggests that 
improved public knowledge will have an overall positive 
impact on reducing stigma associated with mental health 
problems. On the other hand, respondents’ attitudes towards 
seeking professional psychological help was comparatively 
low in this region; previous studies on help-seeking attitudes 
across different populations within the USA have reported 
mean ATTSPH scores ranging between 20.45 and 26.27 
[42–44]. In addition, unlike findings from a previous meta-
analysis [45], we did not observe any association between 
gender and attitudes towards seeking professional help. 
However, we found that higher depression knowledge pre-
dicted more positive attitudes towards seeking help, which 
corroborates with results from studies conducted in Swit-
zerland [46] and rural China [47]. In general, an enhanced 
understanding of depression can positively influence inten-
tions to seek professional help. Indeed, a better understand-
ing of depression can reduce the associated stigma, which 
has been shown to have a small-moderate effect on increas-
ing professional help-seeking behaviors [48].

Enhancing public understanding of depression can help 
facilitate a community-based approach to the management 
of depression in the Western Pacific. Our qualitative find-
ings indicate that communication interventions designed to 
improve depression literacy in the participating countries 
must be culture- and context-specific. For example, we 
uncovered some important differences in depression con-
ceptualization and response across cultures, and the fears, 
misconceptions, and preferences for help that vary across 
these communities. Our results also underscore the salience 
in building trust and promoting a positive image towards 
helping professionals to enhance mental health help seeking 
in these countries. Further, we uncovered some unhealthy 
community practices, such as the use of alcohol to help 
people with depression that need to be addressed as well. 
Therefore, the specific contents of health communication 
programs need to be planned in consideration of the local 
issues that challenge mental health care, and the factors 
that will facilitate and impede the dissemination of relevant 
information in each country. As studies have shown that hav-
ing exposure to people who have recovered from mental ill-
ness can help to improve attitudes and understanding, at least 
over the short-term [49], it would be useful to involve peo-
ple living with mental illness (especially well-known pub-
lic figures) in communication campaigns. Equipping people 
with specific knowledge and skills to promote mental health 
(i.e., mental health first aid and self-help resources) may also 
capitalize on the willingness of people in the region to help 
one another informally, especially within the family setting, 
as this may improve the early recognition and prevention of 
depression [50, 51].
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Finally, financial concerns and the stigmatization/social 
exclusion of people with mental illness are recurring themes 
in the study findings. It is possible that these issues are more 
prominent in lower income countries as job and income insta-
bility can be both a common cause and consequence of social 
tension and mental health problems. Therefore, mental health 
promotion efforts at the systems or policy levels could target 
social inclusion through innovations in protected or supported 
local employment schemes for people recovering from mental 
health issues [52, 53]. This is especially imperative for people 
living in this region as we found an independent association 
between employment and propensity to seek help. Therefore, 
providing employment support may create opportunities to 
promote social cohesion, help generate regular sources of 
income, and promote recovery for people with depression [54, 
55]. Importantly, these efforts will also demonstrate to local 
community members that people who experience mental ill-
nesses are not dangerous and can continue to make meaningful 
contributions to society.

Study limitations and strengths

Several study limitations are acknowledged. First, the trans-
lation and back-translation of the survey tools followed the 
WHO guidelines, but we did not implement a formal content 
validity assessment. This may be a possible explanation for 
the low scale reliability, and suggest a need to further test 
and validate these translated measures. Second, the conven-
ience sampling strategy precluded full generalizability of 
results within and across countries. Third, only self-report 
measures were used, which may not accurately reflect actual 
respondent behaviors (e.g., attitudes towards help-seeking 
versus actual help-seeking behaviors). Finally, the qualita-
tive data may not fully capture all views on the topic because 
only two focus groups were held in each country. Interview 
transcripts were also translated back into English (as neces-
sary) for linguistic equivalence, and it is possible that some 
meaning were lost in this process. Despite these limitations, 
the study findings provide novel and useful information on 
the current levels of depression literacy in three low- and 
middle-income countries within the Western Pacific region. 
We were also able to highlight some important areas of 
educational needs to inform future health communication 
interventions and mental health policies and programs for 
this region.

Conclusions

The misconceptions about mental illness and levels of 
stigma observed in this study likely present barriers towards 
seeking help. Our results suggest a need for more informa-
tion on a population level about people’s understanding of 

the signs, symptoms, and effective treatment of depression in 
all participating countries. Health communication interven-
tions (e.g., anti-stigma campaigns) in the region should aim 
to enhance understanding of depression, correct common 
misconceptions that perpetuate stigma, promote available 
services, and generally improve the social acceptance of 
people with mental illnesses.
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