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A B S T R A C T 
 

 
Introduction:  Mental health literacy assists patients to recognize, manage and prevent emotional disorders such as depression. 
Depression literacy is a specific type that varies among populations; however, there is a paucity of research on the depression literacy 
of rural Americans. The purposes of this study were to evaluate the depression literacy of a rural American sample, and to examine 

the relationship of depression literacy with perceived need for and utilization of different types of services for those with emotional 

problems. 

Methods:  Participants were recruited outside grocery stores in rural towns by consenting to be contacted and providing contact 
information. They were contacted via telephone to complete a survey of 15 min duration. Depression literacy was measured by 
assessing participants’ ability to correctly label a vignette that depicted depressive symptoms. Demographic data, psychiatric 

symptoms, perceived need for seeking services (primary care, counselor and religious leader), and lifetime utilization of services 

(medical, specialty mental health and religious leader) for emotional problems were also assessed in the survey. 
Results:  High depression literacy (ie able to correctly label the vignette) was found in 53% of the sample. Men had lower 

depression literacy than women (35% vs 68%) and this effect remained after controlling for demographic and symptom 
variables. Multivariable regression analyses revealed that, after including demographic and symptoms variables in the regression 

equation, depression literacy did not significantly predict perceived need for a doctor, counselor, or religious leader, but depression 

literacy did significantly predicted utilization of a religious leader (but not a doctor or counselor). 
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Conclusions:  The rate of depression literacy in this sample was lower than the rates in other samples, especially among men. The 
disparity in depression literacy among men in this sample is consistent with the literature. Differences in utilization of a religious 

leader among those with high depression literacy may be due to differing cultural understandings of depression. Further research is 

needed to better understand this, and to examine larger and more urban samples. Future directions in rural depression literacy may 

focus on the knowledge, attitudes, and beliefs that rural men have about depression and how this affects help-seeking; and how to 
design interventions to improve depression literacy in this population. 

 

Key words: depression literacy, mental health utilization, perceived need, rural, rural mental health. 

 
 

 

Introduction 

Mental health literacy has been defined as 'knowledge and 

beliefs about mental disorders, which aid in their recognition, 
management, and prevention' (p396)1. Depression literacy is 
a specific type of mental health literacy and is defined as the 

ability to recognize depression and make informed decisions 

about treatments for depression2. Jorm et al proposed that 

like health literacy, people with high mental health literacy 
would have similar knowledge and beliefs about mental 
disorders and treatment for mental health and medical 

professionals (eg use similar names to describe symptoms and 

see medical and mental health professionals as appropriate 
treatment providers)3. 

The prevalence and impact of mental health and depression 

literacy has been studied extensively in Australia3-10 and also 

in Canada, India, and among African-American clergy2,6,7,11-14. 
The study of mental health literacy began in 1995 when 

Jorm et al3 explored the mental health literacy of a 

representative sample of Australians, using vignettes 

depicting a person experiencing the symptoms of a major 
depressive disorder and schizophrenia. That study revealed 
that only 39% of Australians could correctly label the 

depression vignette, and that doctors, counselors and a close 

friend and family were most frequently cited as sources of 

help for the symptoms described in the vignette. Partly due 
to these findings, the Australian government launched a 
national depression initiative aimed at improving mental 

health literacy8,9,15. A follow-up study of mental health 

literacy revealed that the ability to correctly label a vignette 

describing depressive symptoms had increased from 39% to 

67% when the depression initiative was in its third year7. 

Studies have also shown that rates of depression literacy vary 

among populations2,6,7,11 and there is evidence that men have 

lower mental health literacy compared with 
women2,16. There is a paucity of research on the depression 
literacy of rural Americans. This gap in research is 

particularly problematic given that people living in rural areas 

have lower rates of specialty mental health service utilization, 

despite experiencing equivalent prevalence of mental 
disorders to those in more urban areas17-19. The research on 
mental health literacy in rural populations has primarily been 

conducted in Australia, where researchers have not found a 

rural–urban difference in the ability to identify depression; 

however, it was found that those living outside major cities 
regarded counselors or psychologists as less helpful than those 

who lived in major metropolitan cities4. 

Research has demonstrated that due to a shortage of mental 
health specialists in rural areas, primary care and informal 
networks such as the religious community have become the 

'de facto' mental health system20,21. Additionally, rural 

populations have been found to have lower perceived need 
for and utilization of specialty mental health providers 
(eg counselors) than urban populations4,21,22. Due to these 

unique factors in rural help-seeking, this study also examined 

how depression literacy is related to perceived need for and 

utilization of a doctor, counselor, or religious leader.  

Perceived need is the belief that treatment is needed23. 

Because perceived need is a personal, subjective judgment it 
does necessarily correspond with the evaluation and diagnosis 
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of a health professional24. A person does not decide to seek 
treatment until they perceive the need to do so (unless they 

are persuaded by someone else). Research on the rural 

population supports the idea that perceived need is important 

in the decision to seek mental health treatment. For example, 
outreach activities targeted to rural populations are not 

successful unless they can convince individuals that treatment 

is needed21,25. 

In addition to perceived need, this study explores the 
relationship of depression literacy with utilization of a 

medical provider, mental health specialist, and religious 

leader for emotional problems. Knowledge about symptoms 
and illness processes can potentially impact on when and 
whether people seek help. In the health literacy literature, 

low health literacy has been associated with delayed help-

seeking for prostate cancer, while improved health literacy 

has been associated with increased utilization of 
mammography services26-28. Similarly, lack of mental health 
literacy has been associated with delays in seeking treatment 

for mental health issues16. The choice of a medical, specialty 

mental health, and religious leader or alternative as variables 

in this study stemmed from previous research that rural 
populations often rely on medical and alternative healer 

providers and utilize specialty mental health services less than 

their urban counterparts4,20-22. Exploring these relationships 

may increase understanding of how knowledge and labeling 

of symptoms influences utilization decisions for rural 
populations. 

The primary purpose of this study was to determine rates of 
depression literacy and variables related to depression literacy 
in a rural, mid-southern US sample. In addition, a person’s 

ability to label depressive symptoms accurately was assessed 

as related to perceptions of need and utilization of treatment 

from a: (i) primary care provider; (ii) counselor or therapist; 
and (iii) preacher or pastor. Because depression literacy has 
been hypothesized in the literature to increase concordance of 

professional and public opinions about need for mental health 

treatment3, it was hypothesized that: 

1. Those with higher depression literacy will have a 

higher perceived need for a doctor or counselor than 

a religious leader.  

2. Those with high depression literacy will be more 
likely to have sought help from a doctor or 

counselor than a religious leader. 

Method 

Defining rurality 

The present study incorporated a definition of ‘rural’ posed 
by Crumartie and Bucholts29, along with consideration of 
population size, adjacency to urban areas, and economic 

influence to distinguish rural participants. Specifically, ‘rural’ 
was defined as living in a town of less than 5500 people that is 

situated outside the major commuting and economic patterns 

of the metropolitan area (ie living at least 30 min outside 
major cities with populations ≥30 000). Participants were 

recruited at local rural grocery stores to increase the 

likelihood that their economic activity was centered in the 
rural community. Further information about the definition of 
the sample is available elsewhere30. 

Recruitment and sample 

Participants were recruited inside and outside local grocery 
stores in two towns with populations less than 5500. These 

towns were located 45 min and 2 hours from major 

metropolitan areas. Research assistants sat at a table 
containing posters, flyers, and information about the 
study. People passing by who showed an interest in the study 

were asked if they would like to help with a survey from the 

University of Arkansas. The research protocol was explained 
and people who were interested signed up for the study by 

providing their name, telephone number, and the best time 
to be called. Each person completing the survey was mailed a 

US$15 gift certificate to the local grocery store. Only people 

who showed interest in the study were asked to participate.  

The recruitment materials and study methods were approved 
by the University of Arkansas Institutional Review Board 

(IRB) and steps were taken to ensure the confidentiality of 
participants (eg participants were not required to provide 
their family name and were given the choice to call to sign up 

rather than leave their contact information with the 

recruiters). 
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This recruitment strategy was used to gain access to a rural 
community sample that conducts its business within the local 

community, and is similar to the Rost et al approach to 

recruitment25. Unlike in urban areas, most rural areas only 

have one grocery store, and according to the Center for Rural 
Affairs (a non-profit Nebraska-based organization), 

commerce through the local grocery stores consists mostly of 

people who live and work within these communities. Those 

who work outside the community, or commute, are more 

likely shop in the areas where they work31. 

A total of 268 participants were recruited (34.8% male, 64.8% 

female), and of 39% (n = 105) were successfully contacted by 
telephone and agreed to participate (35% of the women and 46% 

of the men who were initially recruited: χ2 = 2.9, df = 1, 

p = 0.09). Due to difficulty recruiting men for the study and in 
order to have a representative sample, there was increased effort 
made to have recruited men complete the survey. Most of the 

participants lived in the counties that contained the grocery store 

they visited (87.3%); the remainder indicated they lived in 

neighboring counties. Some of those recruited were not contacted 
due to completion of data collection (n = 40). Three attempts 
were made to reach each participant by telephone and messages 

were left when possible. No further contact attempts were made 

for those who were not reached after 3 attempts (n = 89), for 

those recruited but declined to participate (n = 3), or for 
participants whose telephone number was incorrect or the 
number was disconnected (n = 31). Of the 105 people contacted 

who completed the interview (44% male); six were excluded 

from the sample because their reported zip (postal) code was for a 

city with a population more than 5500. Therefore, the total 
number of participants included in the final sample was 99, of 

which 43% were male (Fig1). 

Procedures 
 

Participants who were contacted and gave verbal informed 

consent over the telephone before beginning the survey. The 

survey took approximately 15 min to complete.  
 

Measures 
 
Sociodemographic information:  A variety of 

sociodemographic variables were assessed during the 

interview including age, sex, ethnicity, and educational 
attainment (Table 2). 

 

Depression literacy:  Depression literacy was assessed 

with a vignette created by Rost et al25 that describes a person 
experiencing symptoms consistent with a major depressive 

episode (Fig2). The vignette was modified to direct address 

style but otherwise retained all essential elements of the 

story. The vignette was created to be used in both rural and 

urban samples and therefore was not modified to reflect a 
rural lifestyle. After the vignette was read to participants they 

were asked whether they thought the situation described in 

the vignette was a problem for them, and those who 

answered ‘yes’ were asked what they would call the 
problem.  

 
Participants were considered to have high depression literacy 

if they: 

 
1. Reported that the situation described in the vignette 

was a problem.  
2. Accurately labeled the problem 'depression' (or used 

some form of the word). 
 

Participants were considered to have low depression literacy if 

they: 
 

1. Did not consider the situation a problem.  
2. Provided any other label for the vignette (eg stress). 

 

Coding for the high and low depression literacy variables was 
conducted by the first author (TD) and was also coded 
independently by a contributor to the manuscript. All 

answers that included 'depression', 'depressed', 'depressive' 

were coded as high depression literacy. Any discrepancies 

were discussed and resolved. All answers coded 'not a 
problem' and any other label that did not include a form of 
the word 'depression' were coded as low depression literacy. 

If a participant provided more than one label, their response 

was coded as high depression literacy if any of those labels 

met the criteria; otherwise the response was coded as low 
depression literacy. 
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Figure 1:  Consort diagram. 
 
 
 
 

Let’s imagine that for the last 3 months, you have not been able to shake the feeling of being down in the dumps.  You have lost your appetite and 
have been waking up every night a couple of hours earlier than usual without being able to go back to sleep.  You are tired all the time.  Last 
week, you almost caused a serious accident because you were having trouble concentrating.  Would this be a problem for you?  
 
If “Yes”: Do you have a name for this problem?   
If ”Yes”: What name would you give this problem? 

 
 

Figure 2:  Vignette used to determine depression literacy (adapted from Rost et al24). 
 

 Recruited 
n = 268 

 Not contacted after 3 attempts 
n = 89 

 Wrong number or disconnected 
n = 31 

Not contacted due to completion of study 
 n = 40 

 
Refused n = 3 

 Sample n = 99 

  Lives in city with population > 5000 
 n = 6 
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Depression symptoms:  Self-reported symptoms of 

mental illness in the past year were assessed using a modified 

version of the Brief Symptom Inventory-18 (BSI-18)32.  The 
BSI-18 has been demonstrated to have good internal 

consistency, with Cronbach’s α = 0.89 and item-to-item 

correlations of 0.37-0.7033. For the current study, only 17 of 
the 18 questions were used because the question related to 

suicidal ideation was excluded (due to IRB concerns about 

non-clinician students asking participants about suicidal 

ideation over the telephone). To expand the time period for 

measured symptomology, the BSI-18 instructions were also 
modified by asking people to endorse whether they had 

experienced symptoms in the past year, rather than the past 

week. For the purposes of this study, the Depression Index 

score was computed according to the BSI-18 instructions, 
adjusting for the omission of one item32. Despite the 
modifications made to the measure, the scoring allows for the 

omission of one item per scale and the internal reliability of 

the Depression Index score was good (α = 0.84)30. 

Perceived need for services:  To measure perceived need 
for services, participants were asked to imagine they were 

experiencing the symptoms in the vignette. A question then 
assessed if the participants believed they should seek help 

from: (i) a doctor; (ii) a counselor or therapist; and (iii) a 

religious leader. Each response was recorded on a 4 point 
scale from 'definitely yes' to 'definitely no'. Higher scores 

indicated greater perceived need for that service30. 

Service utilization:  Lifetime use of medical professionals, 
specialty mental providers, and religious or alternative 

healers for emotional, mental health or substance abuse 
problems was measured using a series of questions from the 

National Survey of American Life34. Mental health service 
utilization was defined as seeking the help of a psychiatrist, 

psychologist, social worker, or counselor for an emotional or 

substance abuse problem at some point in the past. Medical 
service utilization was defined as seeking the help of a 

primary care physician or specialty physician (eg obstetrician, 

cardiologist) for an emotional or substance abuse problem at 
some point in the past. Utilization of a religious leader was 
defined as seeking the help of a religious leader or alternative 

healer for an emotional or substance abuse problem at some 

point in the past30. 

Statistical analyses 

The relationship between high depression literacy and various 
demographic, psychiatric, utilization, and perceived need 

variables was explored by conducting bivariate 

analyses. Bivariate analyses (Χ2, Fisher’s exact tests, and t-
tests) were conducted to examine the relationships among the 
variables measured. Multivariable logistic regression analyses 
were conducted to better understand how variables related to 

depression literacy and to test hypotheses 1 and 2 examining 

how demographic and depression literacy related to 
perceived need for and utilization of services for emotional 

problems. The regression analyses predicting depression 
literacy and perceived need were conducted with the entire 

sample (n = 99), while the analysis predicting service 

utilization was limited to participants who endorsed lifetime 
help-seeking for an emotional problem (n = 45).  Statistical 

significance was set at an α level of 0.05; however, due to the 
exploratory nature of this study, only predictors with odds 
ratios above 1.5 or below 0.5 were considered relevant to the 

findings of this study.   

 

Results 

The final sample (N = 99) was 43% male and 92% self-
identified as White. Due to the low number of racial and 

ethnic minorities in this sample, race was not included in the 

regression analyses. The average age was 45.4 years 

(SD = 15.3); 57% reported an annual household income of 
less than US$25,000 and 18% had less than a high school 

education. Detailed demographic information is provided in 
Table 1 and elsewhere30.   
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Table 1:  Sample demographic information (N = 99)32 

 

 
 

 

 
 
First, the prevalence of high depression literacy was 

determined the (eg the percentage calculated of those who 
both stated that the vignette would be a problem for them 
and accurately labeled the vignette) and the bivariate and 

multivariable relationships were explored among depression 

literacy, sex, age, income and education. Results revealed 

that only 53% of the total sample had high depression 
literacy. A large sex difference in depression literacy 
emerged, with 68% of women accurately identifying the 

symptoms as depression compared with only 35% of men 

(Χ2 = 12.15, p = 0.01). Education, age, and income 
(calculated as less than US$25,000 in annual income) did not 

have significant bivariate relationships with depression 

literacy. Additionally, depression symptoms on the BSI-18 
(high depression literacy M = 4.74, SD = 6.66, n = 51; low 

depression literacy M = 3.02, SD = 5.34, n = 47) did not 
have a significant bivariate relationship with depression 

literacy (Table 2).  

To better understand the relationship among these variables, 
a logistic regression analysis was conducted with age, sex, 

education (< high school) and income (< US$25,000/ year) 

as the independent variables and depression literacy as the 
dichotomous dependent variable. Results revealed sex 
(OR = 4.28, 95% CI = 1.68-11.60, p = 0.003), continued 

to have a significant relationship with depression 

literacy. Additionally, education had a significant relationship 

with depression literacy (OR = 0.25, 95% CI = 0.07-0.84, 

p = 0.03; Table 2) with those with less than a high school 
education being more likely to have low depression literacy. 

Next, the bivariate associations were explored between 

depression literacy and perceived need for and utilization of 

services for emotional problems (Table 3). There was not a 
statistically significant difference in the relationship of 
depression literacy and perceived need for a doctor or a 

counselor. There was a statistically significant relationship 

between depression literacy and perceived need for a 

religious leader with those with higher depression literacy 
being more likely to perceive a need for a religious leader and 

than those with low depression (Χ2 = 4.10, 0.04; Table 3). 

Results for utilization of services for emotional problems 
revealed that there was not a statistically significant 

relationship between depression literacy and utilization of a 

doctor or a mental health specialist for emotional 

problems. However, there was a statistically significant 
relationship among depression literacy and the utilization of a 

religious leader for an emotional problem (Χ2 = 4.68, 

0.03). Those with high depression literacy were more likely 
to have sought help from a religious leader than those with 
low depression literacy (Table 3). 
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Table 2:  Bivariate and mulitvariable analyses by depression literacy status32 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 
† Modified Brief Symptom Inventory-18 [32]. 
*P < 0.05; odds ratio ≤0.5 or  ≥1.5 

 
 

Table 3:  Differences in perceived need and past utilization of mental health services for those with high and low 
depression literacy 

 
 
 
 
 
 
 
 
 
 

*P < 0.05. 

 
 

To test the first hypothesis that having higher depression 

literacy would be significantly associated with perceived need 

for a doctor and counselor but not a religious leader, a three 
logistic regression model was conducted predicting perceived 

need for a doctor, counselor, and religious leader with 

common predictors of perceived need (age, sex, income, and 

education) and depression literacy as predictor variables 

(Table 4). Contrary to the first hypothesis, results of the first 

and second regression equations revealed that none of the 

predictor variables in the equation were significant predictors 
of perceived need for a doctor or a counselor. After 

controlling for demographic and symptom variables, 

depression literacy was not a significant predictor of 

perceived need for a religious leader (Table 4). 

Variable Depression literacy Analysis 
High  
n=52 

Low  
n=47 

Bivariate Logistic regression 
Odds Ratio (95% CI),  

p-value 
 Sex*  Χ2 = 12.15, <0.01* 4.28  (1.68-11.60), 0.003* 

Male 33% 67%   
Female 70% 30%   

 Age (years) 47.3 (15.1) 43.3 (15.5) t = -1.28, df = 97, 0.20 1.02  (0.99-1.05), 0.29 
 Education   Χ2 = 3.61, 0.06 0.25 (0.07-0.84), 0.03* 

< High school 33% 67%   
≥High school  58% 42%   

 Income   Χ2 = 0.97, 0.32 0.39 (0.13-1.03), 0.07 
<US$25,000 year 47% 53%   
≥US$25,00 year 57% 43%   

 Depression symptoms (BSI 
depression index score†) 

4.74 ( 6.66)  
n = 51 

3.02 (5.34)  
n =47 

t = -1.41, df = 96, 0.16 1.09 (1.01-1.22), 0.05 

 Variable Overall  
n=99 
% 

Depression literacy 
% 

Bivariate analysis,  
p-value 

High  
n=52 

Low  
n=47 

 Perceived need for:     
Doctor 91 85 74 Χ2 = 1.84, 0.17 
Counselor or therapist 71 76 63 Χ2 = 1.80, 0.17 
Religious leader* 61 68 48 Χ2 = 4.10, 0.04* 

 Utilized a:     
Primary care provider 73 76 67 Χ2 = 0.27, 0.61 
Mental health specialist 61 66 69 Χ2 = 0.05, 0.83 
Religious leader* 48 59 25 Χ2 = 4.68, 0.03* 
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Table 4:  Logistic regression models predicting perceived need for a doctor, counselor and religious leader 

 
 

 
 

 

 

 

 

 
 

  

                    †P < 0.05; odds ratio ≤0.5 or ≥1.5 
 
 

To test the second hypothesis that having higher depression 

literacy would predict utilization of a medical provider and 
specialty mental health provider but not a religious leader or 

alternative healer, a three logistic regression model was 

conducted predicting past utilization of a medical provider, 
specialty mental health provider and religious leader or 

alternative healer with common predictors of utilization (age, 
sex, income, depression symptoms and education) and 

depression literacy as predictor variables; Table 5). Results of 
the first regression equation revealed that participants with 

more education were more likely to utilize a medical 

professional for an emotional problem (OR = 21.98, 
CI = 2.01-674.45, p = 0.03). Contrary to the second 

hypothesis, depression literacy was not significantly 
associated with utilization of a medical provider. The results 

of the second regression equation revealed that none of the 

independent variables was a significant predictor of utilization 
of a specialty mental health provider for emotional 

problems (Table 5). Results of the third regression equation 
revealed that depression literacy (OR = 10.08, 95% 

CI = 1.74-92.79, p = 0.02) was a significant predictor of 

utilization of a religious leader or alternative healer for 

emotional problems (Table 5). 

Discussion 

The present study revealed that, while the vast majority of 
participants described the situation in the vignette as a 

problem, only 53% of respondents were able to accurately 
label symptoms described in the vignette as 'depression' or 

use some form of the word to describe it. This percentage is 

higher than the 39% and 48% reported in rural and urban 
Australian samples in 1995 and 20011,10. However, the 
percentage found in this sample is lower than 76% reported 

for a Canadian sample in 20062, 68% in an Australian sample 

and 81% in a rural Australian sample in 20046,7. This suggests 

that depression literacy has improved with time in some areas 
of the world but that some rural Americans may have lower 
depression literacy than rural residents in other parts of the 

world. Consistent with previous research, men in this study 

had lower rates of depression literacy than women2 and this 

effect remained after controlling for the age, education, 
income, and depression symptoms of the sample. Also 
consistent with previous literature6 was that participants who 

personally experienced symptoms of depression in the past 

year had higher depression literacy than those who did not 

experience depression. This is consistent with previous 
findings that a greater familiarity with depression, either from 

personal experience or knowing others who have suffered 

from depression, is associated with higher depression 

literacy5. Higher education levels were also associated with 
higher depression literacy in the present sample. 

 

 

Variable Logistic regression models: Perceived need  
Odds ratio (95% CI), p-value† 

1 
For doctor 
n = 99 

2 
For counselor 
n = 99 

3 
For religious leader 

n = 99 
Age 1.02  (0.98-1.05), 0.26 0.99 (0.99-1.02), 0.74 0.96 (0.93-0.99), 0.03 
Sex: female 1.13  (0.35-3.56), 0.82 2.53 (0.91-7.29), 0.07 1.92 (0.72-5.21), 0.19 
Education < high school 1.58 (0.41-7.86), 0.52 0.82 (0.01-1.59), 0.74 2.44 (0.74-2.19), 0.16 
Income <US$25,000 0.98 (0.31-2.99), 0.97 0.43 (0.15-1.25), 0.13 0.67 (0.26-1.74), 0.42 
High depression literacy 2.09 (0.67-6.91), 0.20 1.98 (1.87-5.79), 0.20 2.44 (0.91-6.85), 0.08 
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Table 5:  Logistic regression models predicting utilization of a medical professional , mental health professional, 
and a religious leader or alternative healer among participants that endorsed lifetime help seeking for emotional 

problems32 

 

*†P < 0.05; odds ratio ≤0.5 or  1.5; §sample of participants who endorsed lifetime  elp-seeking for an emotional problem; ¶modified Brief 
Symptom Inventory-18 [32]. 

 

 

In contrast to the stated hypothesis of this study, higher 

depression literacy was not significantly associated with 
perceived need for and utilization of a medical professional or 

mental health professional. In fact, both perceived need for 

and past utilization of a religious leader for emotional 

problems had strong bivariate associations with depression 

literacy, and depression literacy continued to have a 
significant relationship with utilization of a religious leader in 

multivariable analyses controlling for age, sex, education, 

income, and depressive symptoms. This association has not 

been reported in previous research. 

These interesting findings may be related to several cultural 

and environmental factors in the rural area studied. First, it 

may be that cultural beliefs about depression include a 
spiritual component, prompting the perceived need for a 
religious leader, and that other explanations (eg following 

stress or due to fatigue) do not. It may also be that religious 

leaders in rural areas of the USA see counseling as an 

important part of their role and provide psycho-education 
and counseling for those in the community, prompting 

people in these communities to perceive a need to talk to 

religious leaders when they encounter depression specifically. 

This idea is supported by a study that found rural African 

American clergy have high depression literacy35. In contrast, 
research on services provided by rural and urban churches 

found that predominately African-American churches provide 

more mental health and social services than predominately 

White churches36; this, however, does not preclude a rural, 

predominately White sample from seeking mental health 
services from a religious leader. 

Because of the preliminary nature of these findings, further 
research should be conducted to look at the specific 
relationship of depression literacy and the use of religious 

leaders for emotional problems in rural areas. Specifically, 

the relationship between being able to recognize symptoms of 

depression and choice of help-seeking providers should be 
explored in a larger sample. Also, qualitative studies of 
knowledge about and attitudes to mental health and religion 

should be explored to better understand this path of help-

seeking. If rural Americans’ beliefs about depression involve 

spirituality and religion in such a way that they are more 
likely to seek a religious leader when they recognize 

depression it will be important to: (i) include information 

about religion and spirituality in treatments for depression in 

Variable Logistic regression models: Utilization 
Odds ratio (95% CI), p-value† 

1. 
Of a medical professional 

n = 45§ 

2. 
Of a mental health 

professional 
n = 45§ 

3. 
Of a religious leader or 

alternative healer 
n = 45§ 

Age 1.07  (1.01-1.16), 0.03 0.92 (0.84-0.99), 0.04 0.92 (0.85-0.98), 0.02 
Sex: female 3.35  (0.57-25.27), 0.19 0.73 (0.09-4.84), 0.74 0.37 (0.05-1.82), 0.24 
Education < high school 21.98 (2.01-674.45), 0.03* 0.18 (0.01-1.59), 0.14 2.07 (0.33-16.32), 0.45 
Income <US$25,000 0.21 (0.02-1.25), 0.12 3.71 (0.61-29.62), 0.17 0.57 (0.10-2.85), 0.50 
Depression symptoms (BSI 
depression index score¶) 

1.07 (0.97-1.22), 0.24 1.31 (1.07-1.83), 0.05 1.02 (0.93-1.13), 0.65 

High depression literacy 1.85 (0.27-12.45), 0.52 0.43 (0.04-3.66), 0.45 10.08 (1.74-92.79), 0.02* 
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this population; and (ii) provide education and assistance to 
rural religious leaders to improve the likelihood that they will 

link patients to appropriate services or provide services that 

will lead to improvement. 

Limitations 

This study has some important limitations. First, mental 
health service use was measured as past lifetime utilization 

and causal directions of mental health literacy to service use 

cannot be determined from the analysis. It is possible that a 
previous encounter with a helping professional, such as a 

religious leader who provided psycho-education about 
depression, may have increased depression literacy rates in 

participants, rather than depression literacy predicting 

willingness to seek help for emotional problems. Prospective 
studies can help address this limitation.  

Second, although all of the participants in the study resided in 
towns with populations less than 5500, the sample was from a 

mid-southern US state with a predominately White 

population and may not be representative of the many rural 
or frontier areas in the USA; therefore, generalizations from 

this study to other rural populations should be made with 
caution. Also, recruiting outside grocery stores may lead to 

limited the generalizability of the sample due to selection bias 
(those who shop at the local grocery store and sign up for 

studies may be different from those who do not)31. However, 

as discussed, local grocery stores are considered social centers 
in rural areas and the study was attempting to recruit the type 

of people who would do their grocery shopping in a local 
grocery store and not commuters who do not have such ties 

to the local community.  

Third, the survey did not employ a comparison group of 
urban American residents. Without this comparison group, it 

is impossible to determine to what extent the relations 
observed among the variables are unique to rural 

residents. Future studies should expand the study population 

to identify mental health literacy in other American 
populations. Finally, although the methods of this study are 

consistent with other measures of depression literacy, and 
studies have shown that this type of measurement can be used 

to measure changes in depression literacy1,4,5,10, the use of a 
hypothetical situation to simulate preferences and choices for 

treatment may not mirror the actual perceptions and choices 
people make when they are experiencing similar symptoms.  

Conclusions 

This study contributes to the current literature by 
investigating mental health literacy in a community sample of 
rural Americans. The results confirm previous findings that 

men have lower depression literacy compared with 

women. As such, campaigns to educate the public about 
mental illness, such as those launched in Australia, may do 
well to target men in particular8,9,15. The results of this study 

also suggest that rural Americans have lower depression 

literacy than populations in other developed 

countries. Finally, the connection of depression literacy and 
utilization of religious leaders should be further examined 
because these findings could have implications for addressing 

disparities in service utilization in rural populations through 

the religious community. 
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