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ABSTRACT 

DISSERTATION: Psychological help-seeking in the United Kingdom: A health-belief model 

approach 

STUDENT: Rebecca M. Stone 

DEGREE: Doctor of Philosophy 

COLLEGE: College of Health  

DATE: July 2021 

PAGES: 123 

Much research exists pertaining to psychological help-seeking behaviors and intentions in 

the United States (U.S.; Levinson & Ifrah, 2010; Vogel & Wester, 2003; Wendt & Shafer, 2015; 

Ægisdóttir & Gerstein, 2009), yet little research considers comprehensive models of 

psychological help-seeking behaviors and intentions in the United Kingdom (U.K.). Whereas the 

U.S. and U.K share many cultural similarities, one may anticipate different factors influencing 

help-seeking tendencies between these two countries due to dissimilar health care systems.  As a 

result, British university students were surveyed, and data were analyzed using path analysis. In 

the initial analysis, neither the hypothesized, partially mediated alternative, or unmediated 

alternative models were good fits to the data; however, several significant paths were observed. 

First, there was a direct, positive relationship between perceived benefits and psychological help-

seeking intentions. A direct, positive relationship between prior psychological help-seeking and 

psychological help-seeking intention was observed. There was a direct, negative relationship 

between perceived internal barriers (i.e., stigma) and psychological help-seeking intention. 

Finally, there was a small, yet significant, positive relationship between perceived severity and 

psychological help-seeking intentions. In post-hoc analysis, an additional model was tested 
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which indicated good model-fit for psychological help-seeking intentions in the current British 

university sample. Implications, limitations, and future directions for research are discussed.  
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Psychological Help-Seeking in the United Kingdom: A Health Belief Model Approach 

 Much research exists pertaining to psychological help-seeking behaviors and intentions in 

the United States (U.S.; Levinson & Ifrah, 2010; Vogel & Wester, 2003; Wendt & Shafer, 2015; 

Ægisdóttir & Gerstein, 2009), yet little research considers comprehensive models of 

psychological help-seeking behaviors and intentions in the United Kingdom (U.K.). Whereas the 

U.S. and U.K share many cultural similarities, one may anticipate different factors influencing 

help seeking tendencies between these two countries due to dissimilar health care systems.  

Therefore, the plentiful research on psychological help-seeking in the U.S. has limited 

generalizability to the U.K., suggesting that much research is needed on the British population. 

In this study, therefore, and relying on the Health Belief Model (Henshaw & Freedman-Doan, 

2009), we examined the impact social support, prior counseling, self-efficacy, perceived severity, 

barriers to seeking help and perceived benefits of seeking help have on British persons intent to 

seek psychological help.   

Healthcare in the United Kingdom 

The British National Health Service is a government-funded organization tasked with 

providing a wide array of health services to British individuals (The NHS Constitution, 2013). It 

was established in 1948 with the guiding principle that healthcare should be available to 

everyone, without consideration of their ability to pay for services. The majority of NHS services 

belong to either an NHS Trust, or an NHS Foundation Trust (NHS Constitution, 2016). The NHS 

is funded through income taxes and healthcare services are available to all, at no cost. This 

includes mental health services, even though such services are often underfunded (Thorley, 

2017). According to the Office of National Statistics (ONS), in 2016 the U.K. spent 

approximately £179 billion on healthcare. This equates to approximately 9.9 percent of the Gross 
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Domestic Product (GDP). For comparison, in the U.S., healthcare cost amounts to 17.7 percent 

of GDP per year (NHEA, 2019). It has been suggested that in the U.K., mental health concerns 

account for 23 percent of total NHS services, whereas at the same time only £11.4 billion was 

funded via the government for such resources in 2015/16. This suggests there is an 

underinvestment in mental health services in the U.K., even though an increasing need for such 

resources exists (Thorley, 2017). British individuals have access to private insurance, yet, 

according to the Commonwealth Fund, only around 10 percent of individuals have private health 

insurance. 

British mental health services have traditionally focused on long-term hospitalization; 

however, since 1999 an increased focus was placed on community-based treatments rather than 

long-term hospitalization (Royal College of Psychiatrists, 2011). The NHS Pathway dictates that 

individuals must first seek primary mental health care through a General Practitioner (GP). Their 

GP can opt to either treat the mental health concern, refer the individual for psychiatric services, 

or make a referral to secondary care from a Community Mental Health Team (CMHT). Primary 

and secondary mental health care employees, including psychologists and psychiatrists, are 

typically employed by the state. GP’s are typically housed in outpatient clinics or hospitals, 

whereas psychologists are typically employed in hospitals or working remotely on mental health 

care teams. Thus, mental health services are typically segregated. All NHS Mental Health 

services are free; however, according to Docherty and Thornicroft (2015), there has been a 

substantial reduction in access to mental health care primarily due to the recession of 2007 and 

less financial investment in the NHS. The waitlists for secondary care mental health services are 

often long, with individuals waiting up to one-year for NHS covered mental health care outside 
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of the scope of their GP. The structure of the NHS, and the way in which it functions, likely 

impacts the way in which British individuals seek psychological services.  

Adult Mental Healthcare in the United Kingdom 

 According to McManus and colleagues (2016), one in six adults in the U.K. experience a 

common mental health (CMH) concern.  CMH Concerns are defined as varying types of anxiety 

and depression that cause marked emotional distress, and interfere with daily function; however, 

they do not affect one’s insight or cognition. There has been a progressive increase in the number 

of working-age adults (18-64-years-old) in England who experience symptoms consistent with 

CMH concerns (Stansfeld, et al., 2016). In 1993, the rate of working-age adults in the U.K. 

experiencing a CMD was 14.1 percent. In 2014, this rate rose to between 17 and 18 percent of 

working-age adults.  Across the U.K., the rate of CMH concerns is increasing across all age 

groups.  

 Although mental health concerns appear to be rising across all age groups in the U.K., 

individuals between the ages of eighteen and twenty-five have greater likelihood of developing 

severe, chronic mental illnesses compared to other age groups (RCPsych, 2011), highlighting the 

need to consider mental health needs of young adults. Additionally, McManus and colleagues 

(2016) found that when comparing more recent generations of 16-24-year-olds to previous 

generations of 16-24-year-olds, the more recent generations were experiencing mental health 

concerns at a higher rate than prior generations. This suggests that mental health problems are 

either increasing, or the mental health needs of young adults are being insufficiently met. Again, 

this provides some justification for the consideration of mental health needs of young adults.  

British University Student Mental Healthcare 
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According to Thorley (2017), between the years 2006 and 2016 there was a fivefold 

increase in number of students across the UK disclosing mental health conditions to university 

officials.  This rise in mental health disclosure across universities could be due to a host of anti-

stigma campaigns across the U.K., which have been designed to reduce stigma surrounding 

mental health concerns and mental health treatments. In a study of 1129 university students 

across the U.K., Bewick and colleagues (2008) reported that approximately 29 percent of 

students met the CORE-10’s clinical criteria for psychological distress, with 8 percent meeting 

the criteria for moderate-to-severe levels of distress. The CORE-10 is a brief psychological 

assessment of global distress, which is widely used in the U.K., particularly in the NHS. When 

asked to whom students disclosed their experiences of mental health distress, 58% reported 

telling friends about their concerns, whereas only 10% disclosed their concerns to counseling 

professionals at their academic institution. Although no conclusive reasons can be derived from 

this data, it provides compelling evidence to suggest there is a disconnect between experiencing 

mental health distress and disclosure to available psychological service providers.  

There is also evidence suggesting that overall levels of well-being are declining amongst 

British university students (Barr, Kinderman, & Whitehead, 2015; Cooke et al., 2006; Neves and 

Hillman 2017). Neves and Hillman (2017), surveyed 14,057 students across British universities 

and reported that, in comparison to data from 2015 and 2016, students’ scores on life 

satisfaction, feelings of life being worthwhile, happiness, and calmness had decreased, with a 

decrease of approximately 2-3 percent between 2015 and 2016. Additionally, Neves and Hillman 

compared their 2017 student sample to the Office of National Statistic’s (2016) sample of the 

general U.K. population and found that students reported significantly lower scores on all four 

constructs compared to the general British sample. Looking at the well-being of first-year 



HELP-SEEKING IN THE UNITED 
KINGDOM   

13 

university students in England, Cooke et al. (2006) reported that they experienced a significant 

decrease in well-being across the first semester. Although overall levels of well-being continued 

to increase during the second semester, students’ levels of well-being never returned to the same 

levels reported prior to starting university. This suggests that adjustment to university, and the 

stressors that come with university studies, detrimentally impact students’ overall levels of well-

being. Additionally, Cooke and colleagues found that those who were experiencing lower levels 

of well-being were less likely to engage in psychological help-seeking than those experiencing 

higher levels of well-being.  

The implementation of psychological help-seeking research in British university students 

is incredibly important. Mental health concerns in universities lead to detrimental effects and 

potentially harmful consequences for students (Thorley, 2017). First, students experiencing 

mental health concerns are more likely to experience academic failure than students who are not 

experiencing mental health concerns. Next, individuals struggling with mental health concerns 

may be at a higher risk of dropping out of university compared to the general population of 

university students. One final consequence related to mental health concerns is suicidality and 

death by suicide. In 2018, there were 6,507 deaths by suicide across the U.K. (ONS, 2019). This 

is a rate of 11.2 deaths per 100,000, with males accounting for 75% of completed suicides. 

Scotland has the highest suicide rate in the U.K., with 16.1 deaths by suicide per 100,000. While 

young people under the age of 25 typically have lower rates of suicide compared to other age 

ranges, the rate has increased significantly.  In 2015, there were 134 deaths by suicide reported 

across higher educations in England and Wales. This rose from 75 deaths by suicide reported in 

2007 (ONS, 2016b). This is a 79% increase, with approximately 4.7 out of every 100,000 

students dying by suicide in 2017. Many institutions have been affected by student death; 
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however, one notable institution is the University of Bristol. From 2016-2018, during an 18-

month period, the University of Bristol incurred 10 student deaths by suicide. Research suggests 

that an increase in mental health services is associated with a reduction in suicide (While et al., 

2012), so it is important to consider mental health services, particularly as they relate to the 

increasing problem of suicidality across universities. Several recommendations were given to aid 

in the prevention of suicide amongst students ages 18 to 21 in a report conducted by NCISH 

(2018). These recommendations include the promotion of mental health services across campus, 

and the availability of mental health services during times of risk, including exam times. As 

such, it is important to consider what factors contribute to the help-seeking intentions of British 

university students when considering how best to promote services, and in what ways to increase 

the availability of, and access to, mental health services.  

Health Belief Model 

 Although there has been a plethora of psychological help-seeking research conducted in the 

U.S., much of the research is atheoretical. Research not grounded in theory can provide useful 

information, but it does not allow for a model to be built regarding psychological help-seeking, 

and atheoretical models often lack true scientific rationales (Whitley & Kite, 2013). Several 

models for psychological help-seeking have been posed, two of which are the Theory of Planned 

Behavior (TPB) and the Health Belief Model (HBM). The Theory of Planned Behavior has 

historically been one of the most widely used approaches to studying health-related behaviors. It 

posits that behavioral intentions are predicted by attitudes, perceived subjective norms, and 

perceived behavioral control (Ajzen, 1985).  

The Health Belief Model (HBM) was created in the 1950s to understand the help-seeking 

behaviors of individuals as they relate to disease prevention strategies (Henshaw & Freedman-
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Doan, 2009). It is a dual-process, socio-cognitive approach to studying help-seeking behaviors 

that is grounded in learning theories. The HBM has been expanded over time. Initially, there 

were five variables hypothesized to be of importance to predicting health behaviors, with four 

main variables: perceived susceptibility to a given health condition, perceived severity to a given 

health condition, perceived benefits of engaging in help-seeking behaviors,  and perceived 

barriers to seeking-help (Rosenstock, 1974). Rosenstock (1984) then extended this to include a 

fifth variable, perceived self-efficacy. According to Henshaw and Freedman-Doan (2000), 

perceived susceptibility refers to the degree to which individuals sees themselves as susceptible 

to a certain health condition, perceived severity refers to the degree to which an individual infers 

serious consequences for certain health conditions, perceived benefits refers to the degree to 

which an individual believes that health-related behaviors will be beneficial to symptom 

reduction, perceived barriers refers to the degree to which individuals perceive barriers to taking 

health-related actions and perceived self-efficacy refers to the extent to which persons view 

themselves as capable of enacting health-related behaviors. The final variable in HBM is cues to 

action, though it has rarely been studied in combination with the other HBM variables. Cues to 

action are “reminders” of the potential severity or threat of certain health conditions. No known 

studies assessing psychological help-seeking have included cues to action as a variable. This is 

consistent with the general research using the HBM, which trends toward omitting cues to action 

(Henshaw & Freedman-Doan, 2000).  

In addition to the original five variables, Rosenstock (1974) also considered how 

demographic variables influence health-related help-seeking behaviors. For example, race, age, 

and socioeconomic status were all hypothesized to influence the four main variables. These 

demographic variables are by no means exhaustive, and other potential demographic variables 
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could be of importance within the U.K. For example, there are gender differences in 

psychological help-seeking behaviors in the U.K (Thorley, 2017). Positive past experiences with 

mental health services has also been found to predict psychological help-seeking behaviors 

(Gulliver, Griffiths, & Christensen, 2010; Vogel & Wester, 2003; Ægisdóttir & Gerstein, 2009; 

Ægisdóttir & Einarsdóttir, 2012). As such, this could be an additional categorical variable of 

interest embedded within the HBM. While the variables within the HBM are clearly established 

from a theoretical perspective, variable ordering is undefined and there is presently little research 

using HBM variables that considers mediating or moderating relationships among variables. 

Champion and Skinner (2008) critiqued the lack of ordering in HBM theory, noting more 

research needs to be done regarding the ordering of variables. Jones and colleagues (2015) 

sought to understand the use of HBM as an explanatory model for and noted the complexity of 

ordering variables. However, they provided preliminary support for the use of self-efficacy and 

perceived barriers as mediating variables. As such, the current study will attempt to use past 

research to understand logical ordering for HBM variables.  

Several researchers suggest that barriers are significantly related to psychological help-

seeking intentions (O’Connor et al., 2014; Langley, Wooten, & Grieve, 2018); however, other 

researches have suggested the need to differentiate between internal (i.e. stigma) and external 

barriers (Iverson et al., 2011). Past use of counseling has been found to be predictive of lower 

levels of personal stigma (i.e. internal barriers; Vogel & Wade, 2009), and personal stigma has 

been found to be negatively related to psychological help-seeking intentions (Cheng, Kwan, & 

Sevig, 2013; Eisenberg, Downs, Golberstein, 2009). Thus, it is possible that personal stigma, a 

component of internal barriers, mediates the relationship between past counseling experiences 

and psychological help-seeking intentions. The research on perceived benefits is mixed. While 
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O’Connor and colleagues suggested a direct relationship between perceived benefits and 

psychological help-seeking intentions in their sample of Australian university students, Mojtabai 

and colleagues (2016) found no direct relationship in their sample of the U.S. general 

populations. However, in a study conducted by Niegocki and Ægisdóttir (2019) results suggested 

that individuals who have engaged in prior psychological services showed a greater belief in the 

expertness of psychologists (i.e. benefit), and greater intent to engage in psychological help-

seeking. Thus, it is possible to infer that perceived benefits act as a mediator between prior 

counseling experiences and psychological help-seeking intentions. 

O’Connor and colleagues (2014) investigated whether HBM variables predicted help-

seeking intentions amongst Australian university students. In addition to the original HBM 

variables, they included general self-efficacy and social support to predict help-seeking 

intentions. They found that their overall model was significant, and predictive of approximately 

50 percent of the variance in psychological help-seeking intentions. Social support was 

positively correlated with psychological help-seeking intentions.  Additionally, Kenny, Dooley, 

and Fitzgerald (2016) found that, in their sample of Irish college students, psychological 

resources such as self-efficacy mediated the relationship between depression and psychological 

help-seeking. Guan and So (2016) examined how self-efficacy mediated the relationship between 

social support and help-seeking behaviors among U.S. university students. They discovered that 

self-efficacy positively mediated the relationship between social support and help-seeking 

intentions. Chronister, Chou, and Liao (2013) reported that high levels of internalized stigma 

were associated with low levels of social support among U.S. adults. These results suggest that 

internal barriers may mediate the relationship between social support and psychological help-
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seeking intentions. High levels of internalized stigma have also been found to reduce the 

psychological help-seeking intentions of individuals (Brown et al., 2010).  

Given the climate of psychological help-seeking in the U.K. it is important to examine 

how perceived social support impacts psychological help seeking intentions of British university 

students in addition to the original HBM factors. One such model of social support is the Main 

Effect model. The Main Effect model posits that individuals who are actively involved in social 

networks are increasingly exposed to peer pressure and support networks that encourage 

normative health behaviors (Cohen, 2000). In a prior study applying the HBM to psychological 

help-seeking, social support was added as a predictor (O’Connor et al., 2014). O’Connor and 

colleagues found that, in a sample of Australian first-year university students, social support was 

a significant predictor of psychological help-seeking. Additionally, when considering social 

support within the U.K., Bewick and colleagues (2008) found that 58% of the university students 

sampled reported they went to a friend for support. This suggests that social networks may serve 

as a first-line defense for British university students, particularly with mental health concerns. 

Therefore, it is important to consider the impact social support has on students’ overall intentions 

to seek psychological services through the mediating effect of social support and internal barriers 

to help-seeking.   

Psychological Help-seeking 

 Even with a large body of literature regarding psychological help-seeking, the concept is 

complex and defined in a variety of ways. For the purpose of this study, psychological help-

seeking is defined as “any action or activity carried out by an [individual] who perceives 

herself/himself as needing personal, psychological, affective assistance or health or social 

services, with the purpose of meeting this need in a positive way” (WHO, 2007). The 
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psychological help-seeking literature in the U.K. is limited at best, yet there appears to be a clear 

need for such research given the consequences of mental health concerns. While there is a 

breadth of literature regarding psychological help-seeking in the U.S., very few studies have used 

a guiding theory or principle. This is problematic, as the means of defining psychological help-

seeking behaviors and constructs subsequently varies across studies. Without adequately defined 

operational constructs, it is difficult to replicate such findings, which ultimately lead to a lack of 

cohesive theories.  

There are several variables that impact individuals’ willingness to seek help for mental 

health concerns. Within a variety of cultures, women express greater willingness to seek mental 

health services than do men (Levinson & Ifrah, 2010; Vogel & Wester, 2003; Wendt & Shafer, 

2015; Ægisdóttir & Gerstein 2009: Ægisdóttir & Einarsdóttir, 2012), possibly a reflection of 

cultural values, gender norms, and expectations. This pattern has been found in the U.K., among 

women and men aged 16-24 where 34.8 percent of women reported seeking psychological help, 

whereas 21.8% of men reported seeking such help (Biddle, Gunnell, Sharp, & Donovan, 2004).  

U.S. individuals who have received past psychological treatment have been found to express a 

greater intent to engage in psychological help-seeking behaviors compared to non-seekers 

(Vogel & Wester, 2003; Ægisdóttir & Gerstein, 2009). Further, Ægisdóttir and Gerstein (2009) 

reported that among U.S. college students, intent, stigma tolerance, and belief about the 

expertness of mental health providers were all significant predictors of intentions to engage in 

psychological help-seeking. Salaheddin and Mason (2016) sought to understand barriers to 

psychological help-seeking among young British adults (16-24 years-old). Similar to findings 

based on U.S. respondents, they found that stigmatizing beliefs, difficulty identifying 

psychological concerns, preference for self-reliance, and difficulty identifying treatment options 
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were barriers to psychological help-seeking. Hence, it is important to consider the overall 

preference for psychological help-seeking in the U.K. 

Walters, Buszevicz, Weich, and King (2008) found that only 46% of British adults 

reported a preference to seek psychological help from professional (i.e., a general practitioner or 

therapist) and alternative sources (i.e., friend, family, or religious supports) for psychological 

concerns, whereas 41% stated they would prefer to ‘deal with it on their own,’ and 13% 

remained unsure of how they would like to proceed if they were feeling worried, stressed, or 

low. Although there was little explanation given for the reason behind these psychological help-

seeking preferences, it serves as a means to understand the climate in the U.K. surrounding 

psychological help-seeking. Walters and colleagues reported that individuals experiencing mild-

to-moderate levels of distress (i.e. feeling worried, stressed, or low) were more likely to prefer 

informal sources of support, such as talking to a friend, as compared to formal sources of 

support. They were also less likely to consider pharmacological interventions for distress 

compared to individuals experiencing high levels of distress.  

As stated previously, psychological help-seeking literature in the U.K. is sparse at best. In 

a systematic review of 19 studies performed in Europe, including England, Scotland and Ireland, 

several themes regarding psychological help-seeking were found (Gulliver, Griffiths, & 

Christensen, 2010). As has been found among U.S. individuals (Vogel & Wester, 2003; 

Ægisdóttir & Gerstein, 2009), Gulliver, Griffiths, and Christensen (2010) reported that factors 

affecting psychological help-seeking were barriers, facilitator characteristics, confidentiality and 

trust concerns, lack of accessibility, self-reliance, knowledge about mental health services, fear 

of psychological help-seeking or help in general, and positive past experiences with mental 

health services. Stigma was found to be the most prominent barrier to psychological help-seeking 
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across both the quantitative and qualitative studies. Lack of accessibility (i.e. time, transport, 

cost) was also a prominent barrier, particularly within rural samples. Prominent provider 

characteristics and knowledge about services were also determining factors, with many 

participants concluding that GP’s were not adequate psychological service providers. This is 

particularly important because, within the NHS, GPs are the primary mental health care 

providers. 

Present Study 

 In the present study, the relationship between external barriers, internal barriers, 

perceived severity, social support, self-efficacy, prior help-seeking behavior and intention to seek 

psychological help was examined among British university students (see Figure 1).  Although the 

HBM has frequently been utilized in studying help-seeking in general, few studies have assessed 

its applicability to psychological help-seeking. No studies to date have examined the HBM utility 

among British populations. Further, much of the psychological help-seeking research guided by 

TPB have neglected to examine how prior help-seeking, social support, and self-efficacy relate 

to psychological help-seeking. Therefore, the goal of the present study was to identify how well 

the Health Belief Model, in combination with social support, self-efficacy, and prior help-

seeking, predicted university students’ intentions to seek psychological services. More 

specifically it was hypothesized that:  

1. The fully mediated model of the relationship between external barriers, internal barriers, 

perceived severity, perceived benefits, social support, self-efficacy, prior psychological 

help-seeking, and psychological help-seeking intentions/willingness (Figure 1) will 

account for more variance in psychological help-seeking intentions and have a better fit 
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to the data than a partially mediated model (Figure 2; alternative model 1) and an 

unmediated model (Figure 3; alternative model 2) of the relationship. More specifically,  

a. external barriers will have a negative relationship with psychological help seeking 

intentions;  

b. perceived severity will have a positive relationship with psychological help-

seeking intentions;  

c. perceived benefits and self-efficacy will positively mediate the relationship 

between prior psychological help-seeking and psychological help-seeking 

intentions/willingness; 

d. internal barriers will negatively mediate the relationship between prior 

psychological help-seeking and psychological help-seeking intentions; 

e. self-efficacy is hypothesized to positively mediate the relationship between social 

support and psychological help-seeking intentions 

f. internal barriers will negatively mediate the relationship between social support 

and psychological help-seeking intentions.  
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Figure 1 
Hypothesized model of the relationship between HBM constructs, prior help seeking, social 
support and psychological help seeking intentions. 

 
 

 
 

Figure 2 
Alternative model 1 of the relationship between HBM constructs, prior help seeking, social 
support and psychological help seeking intentions. 
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Figure 3.  
Alternative model 2 of the relationship between HBM constructs, prior help seeking, social 
support and psychological help seeking intentions 

 

Method 

Participants 

 One hundred and ninety-five undergraduate and graduate students from across the United 

Kingdom participated in the study. Of those 195 participants, 32 (16.4%) respondents were 

excluded from analysis due to incomplete responding. Consequently, 163 participants remained 

for hypothesis testing. Detailed demographic information is shown in Table 1. The age range for 

the sample was 18-56 years old (mean = 26.04; SD = 7.39), with 55.9% of participants 

identifying between 18-25 years old. Eleven (6.7%) participants did not identify their age. 

Participants identified as female (n = 83; 50.9%), male (n = 71; 43.6%), gender nonconforming 

(n = 3; 1.8%), agender (n = 2; 1.2%), transgender Male (n = 2; 1.2%), genderqueer (n = 1; .6%), 

and other (n = 1, .6%). The majority of participants identified as White or British White (n = 

119; 73%), 18 identified as Asian or Asian British (11.0%), 10 identified as mixed or multiple 
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racial identities (6.1%), 5 identified as Black or Black British (3.1%), 2 identified as Irish 

(1.2%), 1 identified as Gypsy/ Irish Traveler (.6%), and 8 indicated Other identity (4.9%).  

 Ninety-four of the participants reported they previously engaged in psychological help-

seeking (57.7%). Of these participants, 81 participants (86.1%) noted personal concerns as the 

primary reason for seeking psychological services, 7 participants stated it was for career-related 

concerns (7.4%), 5 persons indicated a preference to not answer (5.3%), and 1 person (1.1%) did 

not answer. Satisfaction with prior psychological services was measured using a 5-point rating 

scale with scores ranging from ‘Strongly Dissatisfied (1)’ to ‘Strongly Satisfied (5)’ (mean = 

2.96; SD = 1.28). Thirty-six participants (38.3%) stated feeling somewhat-satisfied regarding 

their past psychological services, 22 participants (23.4%) indicated feeling somewhat 

dissatisfied, 16 participants (17.0%) stated strong dissatisfaction at the services provided, 12 

participants (12.8%) indicated neutral feelings toward past psychological services, 7 participants 

(7.4%) noted strong satisfaction, and 1 participant (1.0%) did not answer. Seventy (42.9%) of the 

participants reported they have previously sough mental health services from a General 

Practitioner (GP). Satisfaction with prior mental health services from a GP was measured using a 

5-point rating scale with scores ranging from ‘Strongly Dissatisfied (1)’ to ‘Strongly Satisfied 

(5)’ (mean = 2.78; SD = 1.40). Nineteen participants (27.1%) reported feeling somewhat satisfied 

by services through a GP, 18 participants (25.7%) reported strong dissatisfaction, 14 participants 

(20%) indicated feeling somewhat dissatisfied, 10 participants (14.3%) reported feeling neither 

satisfied nor dissatisfied, 8 participants (11.4%) stated strong satisfaction, and 1 participant 

(1.4%) did not respond.  More information about the sample, including student status, sexual 

orientation, employment and relationship status can be seen in Table 1.   

 
 



HELP-SEEKING IN THE UNITED 
KINGDOM   

26 

Table 1 

Sample Demographics  
 

Characteristics n (%) 

Gender Identity 
           Female 
           Male 
           Gender Nonconforming 
           Transgender Male 
           Genderqueer 
           Other 

 
83 
71 
3 
2 
1 
1 

 
50.9 
43.6 
1.8 
1.2 
.6 
.6 

Sexual Orientation 
          Heterosexual 
          Bisexual 
          Gay 
          Asexual 
          Queer 
          Demisexual 
          Pansexual 
          Other 

 
100 
30 
10 
5 
5 
3 
3 
7 

 
61.3 
18.4 
6.1 
3.1 
3.1 
1.8 
1.8 
4.3 

Racial/Ethnic Identity 
          White or British White 
          Asian or Asian British 
          Mixed or Multiple Racial Identities 
          Black or Black British 
          Irish 
          Gypsy/ Irish Traveler 
          Other 

 
119 
18 
10 
5 
2 
1 
8 

 
73.0 
11.0 
6.1 
3.1 
1.2 
.6 

4.9 
Year in Higher Education 
          1st Year 
          2nd Year 
          3rd Year 
          4th Year 
           Doctoral Student 
           Master’s Student 
           Other 
           No Response  

 
23 
31 
26 
12 
9 
35 
26 
1 

 
14.1 
19.0 
16.0 
7.4 
5.5 

21.5 
16.0 

.6 
Employment Status 
           Employed Full-Time 
           Employed Part-Time 
           Unemployed 
           Prefer not to answer 
           No Response 

 
29 
42 
82 
9 
1 

 
17.8 
25.8 
50.3 
5.5 
.6 

Relationship Status 
            Single 
            Cohabitating 
            Married 
            Partnered 
            Divorced 
            Other 

 
92 
25 
22 
14 
6 
4 

 
56.4 
15.3 
13.5 
8.6 
3.7 
2.5 

International Student Status 
            Domestic Student 
            International Student 
            No Response 

 
130 
32 
1 

 
79.8 
19.6 

.6 
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Instruments 

Demographics Questionnaire. On the demographics questionnaire participants 

identified their race/ethnicity, age, gender identity, sexual orientation, relationship status, current 

occupational status (employed vs. unemployed), student status (undergraduate or graduate 

status), prior psychological help-seeking (Yes, No), type of prior counseling experiences (career 

concerns, or personal) and satisfaction with past psychological services (6-point rating scale) 

(see Appendix B). Additionally, participants indicated if they had previously sought the services 

of their GP for psychological concerns (Yes, No) and, if so, to rate their satisfaction with the 

services provided (6-point rating scale). 

External Barriers. External barriers to psychological help seeking are defined as 

deterrents that are based in environmental factors. These can include the financial costs, social 

constraints, distance, transportation concerns, as well as a variety of other external barriers to 

care. External barriers were measured by 12 items of Barriers to Accessing Care (BACE) and 

two items of the Perceived Barriers Subscale of the Health Beliefs about Mental Illness scale 

(HBMI). 

BACE was developed and validated at King’s College London, through the Health 

Services and Population Research Department. It was created to assess barriers (internal and 

external) to mental health services in England and includes 30 items that are rated using a 4-point 

rating scale ranging from 0 (not at all) to 3 (a lot). Example items include, ‘Being unsure where 

to go to get professional care,’ and ‘Problems with transport or travelling to appointments.’ 

Higher scores are indicative of greater barriers. Clement et al. (2012) reported internal 

consistency reliability of .89 and test-retest reliability of .61 to .80 for U.K. adults.  In support of 

convergent validity Clement and colleagues reported BACE´s scores correlations to scores on the 
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Stigma Scale for Receiving Psychological Help (SSRPH) and the Internalized Stigma of Mental 

Illness (ISMI).  To derive items from the BACE measuring external barriers to seeking 

psychological services, a panel, comprising of 9 doctoral students in counseling psychology, and 

1 counseling psychologist was assembled to identify if the BACE items referred to internal or 

external barriers. The panel anonymously identified 12 items referring to external barriers. 

Cronbach’s alpha for the current sample was .73. 

A second measure of external barriers to seeking psychological services were two items 

of the Perceived Barriers Subscale of the Health Beliefs about Mental Illness scale (HBMI). The 

HBMI was developed to measure the Health Belief Model constructs (Saleeby, 2000). The 

Perceived Barriers subscale includes 5-items and assesses cost of services, time, and judgment 

from others. An example of an item measuring external barriers is, ‘Getting help for 

emotional/nervous problems would cost too much money.’ Items are rated on a 5-point Likert 

type scale, ranging from Strongly Disagree (1) to Strongly Agree (5). Cronbach’s alpha 

reliability was .77 for African American adults and .84 for White American adults, with an 

average of .80 for both ethnic groups. Test-retest reliability was reported as .80 for this same 

sample (see Appendix E). For the current sample Cronbach’s alpha was .41, which indicates 

unsatisfactory reliability. This will be discussed in the limitations and post-hoc analysis. 

Internal Barriers. Internal barriers to seeking psychological services are defined as 

deterrents to seeking services based on psychological or internal characteristics of an individual. 

These include beliefs, moods, attitudes, internalized stigma, traits, abilities, and other internal or 

psychological characteristics. Internal barriers were measured by 18 items of the BACE, the 

Stigma Tolerance Subscale of the Beliefs About Psychological Services (BAPS; Ægisdóttir & 
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Gerstein, 2009), and three items from the Perceived Barriers Subscale of the Health Beliefs about 

Mental Illness scale (HBMI).  

As was done to identify external barriers to mental health care, items of the BACE were 

presented to a panel of 9 doctoral students in counseling psychology and one counseling 

psychologist to identify internal or external barriers. The panel anonymously identified 18 items 

referring to internal barriers. A composite score of these 18 items served as one of three 

measures of internal barriers to psychological help-seeking. For the current sample, Cronbach’s 

alpha was .89 for the BACE internal items. 

A second measure of internal barriers to psychological help-seeking was the Stigma 

Tolerance subscale of the Beliefs about Psychological Services scale (BAPS; Ægisdóttir & 

Gerstein, 2009).  It is comprised of 6 items measuring stigma and negative beliefs about seeking 

psychological services. Example item includes ‘I would feel uneasy going to a psychologist 

because of what some people might think,’ and ‘Going to a psychologist means that I am weak 

person.’ Ægisdóttir and Gerstein reported Cronbach´s alpha ranging between .59 and .81, and a 

two-week test-retest reliability of .79 for U.S. college students. For Icelanders, Cronbach´s alpha 

reliability of Stigma Tolerance was .82 (see Appendix C).  For the current sample, Cronbach’s 

alpha was .85. 

A third measure of the internal barriers to seeking psychological services construct were 

three items from the Perceived Barriers Subscale of the Health Beliefs about Mental Illness scale 

(HBMI). The Perceived Barriers subscale includes 5-items, and assesses cost of services, time, 

and judgment from others. An example of an item measuring internal barriers includes, ‘Getting 

help for emotional/nervous problems is embarrassing.’  Items are rated on a 5-point Likert scale, 

ranging from Strongly Disagree (1) to Strongly Agree (5). Cronbach’s alpha was .77 for African 
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American adults and .84 for White American adults, with an average of .80 for both ethnic 

groups. For the current sample Cronbach’s alpha was .90 for the HBMI internal items.  

  Perceived Severity. Perceived severity refers to the degree to which an individual infers 

serious consequences for certain health conditions. Perceived severity was measured using the 

Revised Illness Perceptions Questionnaire (IPQ-R) Consequences and Timeline of the Illness 

subscales (Moss-Morris et al., 2002). The IPQ-R includes 9 content domains: identity, timeline 

of the illness (acute vs. chronic), consequences, personal control, treatment control items, illness 

coherence items, timeline cyclical, emotional representations, and causes (Moss-Morris et al., 

2002). The Consequences subscale is comprised of 6-items. An example item is, ‘my mental 

health concern is a serious condition.’ For British and New Zealanders, Cronbach’s Alpha 

reliability was .84. The Timeline subscale is comprised of 6-items and measures the perceived 

acute versus chronic nature of the concern. One example item is, ‘my mental health concern will 

improve in time.’ In a sample of adults in New Zealand, Cronbach’s alpha reliability of .89 was 

found. All items across the 2 subscales are rated on a 5-point Likert-type scale, ranging from 

strongly disagree (1) to strongly agree (5). One of the strengths of this measure is its adaptability 

to a variety of health-related concerns. For all items on these two subscales the term ‘mental 

health concern’ replaced the term ‘illness’. The index for perceived severity included the 

timeline subscale, as well as the consequences subscale (see Appendix F). In the current study, 

Cronbach’s Alpha was .80 for Consequences and .88 for Timeline. 

Perceived Benefits. Perceived benefit is a broad term referring the degree to which an 

individual believes that health-related behaviors will be beneficial to symptom reduction. Two 

scales were used to measure this construct and best capture a broad range of perceived benefits: 
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The Expertness subscale of the BAPS (Ægisdóttir & Gerstein, 2009), and the Perceived Benefits 

subscale of the Health Beliefs about Mental Illness Assessment (HBMI; Saleeby, 2000). 

The Expertness scale of the BAPS (Ægisdóttir & Gerstein, 2009) contains 6 items that 

measure beliefs about the expertness or credibility of psychologists or mental health providers. 

Statements refer to the belief that providers have the capacity to help an individual make change 

and can be a beneficial resource. Example items include, ‘Because of their training, 

psychologists can help you find solutions to your problems,’ and ‘Psychologists are good to talk 

to because they do not blame you for the mistakes you have made.’ For U.S. college students 

Cronbach’s alpha for the Expertness scale ranged between .69 and .78 (Ægisdóttir & Gerstein, 

2009) and for Icelanders, it was .87 (Ægisdóttir & Einarsdóttir, 2012). In the current study, 

Cronbach’s Alpha was .77.  The BAPS Expertness scale served as one measure of Perceived 

Benefits (See Appendix C).  

The Perceived Benefits subscale of the HBMI (Saleeby, 2000) was also used as a 

measure of the Perceived Benefits construct. It contains 4 items tapping into the perceived 

interpersonal, occupational, and intrapersonal benefits of psychological help-seeking (Saleeby, 

2000). Items are rated on a 5-point Likert-type scale, ranging from strongly disagree (1) to 

strongly agree (5). An example item includes, ‘getting help for my emotional problem would 

increase my ability to function at home and at work.’  In a sample of African American adults, 

Cronbach’s alpha was .68. In a sample of White American adults, Cronbach’s alpha was .68. 

Cronbach’s alpha for the total score was .69. Within the current study, a Cronbach’s alpha of .78 

was obtained (see Appendix E). 

Social Support. Social support refers to the notion of feeling respected, valued, cared 

for, and loved by individuals in one’s life. This support can come from a variety of sources, 
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though are typically seen in friendships, romantic relationships, and familial relationships. Social 

support was measured using the Multidimensional Scale of Perceived Social Support (MSPSS; 

Zimet et al., 1988). The MSPSS is a 12-item measure designed to assess three sources of social 

support: social support from family, friends, and significant others. Responses are rated on a 7-

point Likert scale, ranging from ‘very strongly disagree (1)’ to ‘very strongly agree (7)’. Zimet 

and colleagues (1990) found strong factorial validity for the three-factor structure. The MSPSS is 

one of the most commonly used tools for assessing social support in Europe. For U.S. university 

students, Cronbach’s alpha was .87 for the overall scale (Kazarian & McCabe, 1991). 

Cronbach’s alpha for the Significant Other scale was .94, Family was .88, and Friend was .87. 

The three subscales of the MSPSS (Friends, Family, and Significant Other) were used as 

measures of the social support construct (see Appendix H). For the present sample, Cronbach’s 

alpha of .91 was obtained for the overall measure. It was .94 for the Significant Other scale, .92 

for Family and .92 for Friends. 

  Self-Efficacy. Self-Efficacy refers to one’s belief in their capability or capacity to mobilize 

the motivation, cognitive resources, and courses of action necessary to meet situational demands 

(Chen, Gully, & Eden, 2001). Self-efficacy was measured using the New General Self-Efficacy 

Scale (NGSE; Chen et al., 2001). The NGSE measure provides a broad understanding of an 

individual’s overall level of self-efficacy, rather than focusing simply on health-related tasks.  

The NGSE contains 8 items which are rated on a 4-point scale, ranging from 1 (not at all true) to 

4 (exactly true).’ Example items include, ‘when facing difficult tasks, I am certain that I will 

accomplish them,’ and ‘in general, I think that I can obtain outcomes that are important to me.’ 

Higher scores indicate higher levels of self-efficacy. In a sample of 317 U.S. undergraduate 
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students, Cronbach’s alpha ranged from .85-.87 (see Appendix G). In the current study, the 

Cronbach’s alpha was .89.  

  Psychological Help-Seeking Intentions. Psychological Help-Seeking Intentions refer to 

individuals’ intent to seek psychological services if they find themselves feeling distressed. 

Psychological help-seeking intention was measured using the Intent subscale of the BAPS 

(Ægisdóttir & Gerstein, 2009). The intent subscale contains 6 items with reported Cronbach’s 

alphas between .86 and .90 and test-retest reliability of .88 (Ægisdóttir & Gerstein, 2009). 

Example items include, ‘I would be willing to confide my intimate concerns to a psychologist,’ 

and ‘at some future time, I might want to see a psychologist.’ BAPS intent subscale served as the 

indicator of Psychological Help-seeking Intentions (see Appendix C). In the present study, 

Cronbach’s alpha was .81. 

Procedures 

  Recruitment of participants occurred through snowball and convenience procedures, as is 

seen in previous studies on psychological help-seeking (Henshaw & Freedman-Doan, 2009; 

O’Connor, Martin, Weeks, & Ong, 2004). The majority of participants were recruited via social 

media platforms, including Facebook, Reddit, and Instagram. All posts were public and able to 

be shared with other users on the respective sites, thus creating a snowball effect. Recruitment 

included specific British university subgroups on social media platforms. Additionally, posts 

were published on the principle investigator’s personal profile, and were shared by others who 

believed they knew users fitting the target demographic. Information about the study’s purpose 

was provided in the social media posts, along with a QR code and link to access the study 

survey. The principal investigator’s contact information was included as well. 
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  Participants completed the research survey online through Qualtrics. At the onset, 

participants read an informed consent (see Appendix A), which outlined the study purpose, 

procedures, benefits, potential harms, and compensation. Participants were encouraged to call the 

Samaritans crisis help line or contact their local General Practitioner or Mental Health provider 

should they need any additional support upon the conclusion of this study. If participants 

consented to participate, they were directed to the study which included a series of 

questionnaires, which were presented to them in the following order: Beliefs About 

Psychological Services, Barriers to Accessing Care Evaluation, Health Beliefs About Mental 

Illness, Revised Illness Perceptions Questionnaire, New General Self-Efficacy scale, the 

Multidimensional Scale of Perceived Social Support and the Demographic form. Three questions 

designed to check for attention were inserted between several of the instruments. For example, 

one attention-check question asked that participants leave the question blank. No participants 

were excluded for failing to respond appropriately to the attention items. In order to ensure 

anonymity, no identifying information was requested of participants. To incentivize participation 

in this study, students had the opportunity to voluntarily disclose their email address in order to 

be entered into a random drawing for one of five electronic gift cards, each valued at £20. Email 

addresses were not connected to research responses in order to ensure anonymity.   

Results 

Data Screening 

  The initial dataset included 288 responses; however, responses from 92 students were 

excluded as they did not engage with the study questionnaires past the consent form. Responses 

from an additional 33 participants were excluded due to not responding to more than one-half of 

the questions on one or more of the questionnaires. Consequently, 163 responses from British 
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university students remained for analysis. In cases where one or two items on a questionnaire had 

a missing response, those missing values were replaced by the sample mean score for those 

items.  

A sample 163 participants does not meet Weston and Gore’s (2006) criteria for SEM, 

which suggests a sample size of at least 200 participants. Additionally, the current sample size 

does not fulfill Kline’s (2016) suggestion for a sample size of 10-20 participants per estimated 

parameter in the model.  Thus, it was decided that, instead of testing the models using latent 

SEM analyses, Path Analyses were selected to test model fits to decrease the number of 

parameters that needed to be estimated.  

Descriptive Analyses 

  Data was analyzed using Statistical Package for the Social Sciences (SPSS) for descriptive 

analyses, and Analysis of Moment Structures Software (AMOS) for model testing. One 

hypothesized model, and two alternative models were examined. Means, standard deviations, 

and correlations between scales used in the models are reported in Table 2. Reliability analyses 

for the scales are reported in Table 3.  As Table 2 reveals, all scale scores were similar to what 

has been found in previous studies. Similar to findings for U.S. students (e.g., Ægisdóttir & 

Gerstein, 2009), students in the current sample reported positive beliefs about psychologist 

expertness, high tolerance for stigma attached to seeking help, and relatively high intentions to 

seek help. As Table 2 also yields, British University students reported relatively high levels of 

internal and external barriers to seeking psychological services, which is comparable to Clement 

and Colleague’s (2014) findings. Like findings for U.S. samples (Waite & Killian, 2011), 

students in the current sample reported positive views about the perceived benefits associated 

with psychological services and perceived an increase in barriers to seeking services. However, 



HELP-SEEKING IN THE UNITED 
KINGDOM   

36 

given lower reliability for external barriers within the current student sample, comparisons 

should be drawn with caution.  

 Surprisingly, there were slightly more reports of past psychological help-seeking within 

the current sample (57.7%) compared previous reports (37.3% in 2014; Lubian, et al., 2014); 

however, this increase is in line with the national trend in increasing utilization of mental health 

services. British students’ positive beliefs about their self-efficacy is comparable to results found 

for U.S. university students (Chen, et al., 2001). As Table 2 also reveals, British students 

displayed positive perceptions of the social-support available to them, which is comparable to a 

sample of Canadian university students (Clara, et al., 2003). Finally, students in the current 

sample described a slight concern about the severity and consequences of mental health 

conditions, which is consistent with prior findings in British and New Zealand student 

populations (Moss-Morris et al., 2002).
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Table 2  
 
Means, Standard Deviations and Correlations Between Scales used in the study  
 

Note. Higher scores on BAPS, BACE, HBMI, IPQ-R, NGSE, and MSPP subscales indicates greater endorsement of the construct; 
Prior counseling was measured as a nominal value with 1=YES and 2=NO. Thus, a higher score indicates no prior help-seeking. 
** p < .01 level (2-tailed)  
*p < .05 level (2-tailed)

 1 2 3 4 5 6 7 8 9 10 11 12 Range 

Mean (Standard Deviation) 

 

 

1. Beliefs About Psychological Services (BAPS)- Expertness  

2. BAPS Stigma Tolerance  

3. BAPS Intent  

4. Barriers to Accessing Care Evaluation (BACE)- External  

5. BACE Internal  

6. Health Beliefs about Mental Illness (HBMI) Perceived Benefits  

7. HBMI Perceived Barriers (Internal) 

8. HBMI Perceived Barriers (External) 

9. Prior Counseling 

10. New General Self Efficacy (NGSE) 

11. Multidimensional Scale of Perceived Social Support (MSPP) 

12. Illness Perception Questionnaire (IPQR) 

4.39 

(.90) 

 

- 

.31* 

.57** 

-.10 

-.13 

.32** 

-.07 

-.20* 

.11 

.08 

.20* 

-.01 

4.49 

(.99) 

 

 

- 

.38** 

-.44** 

-.58** 

.22** 

-.13 

-.59** 

-.23** 

-.05 

.04 

.20* 

4.04 

(.98) 

 

 

 

- 

-.02 

-.27** 

.42** 

-.07 

-.29** 

-.32** 

-.02 

.15 

.29** 

2.60 

(.82) 

 

 

 

 

- 

.63** 

.12 

.37** 

.37** 

.07 

-.08 

-.07 

.14 

2.85 

(.94) 

 

 

 

 

 

- 

.04 

.30** 

.68** 

.25** 

-.03 

-.09 

-.01 

4.33 

(1.1) 

 

 

 

 

 

 

- 

.03 

-.05 

-.04 

-.01 

.06 

.27** 

4.01 

(1.17) 

 

 

 

 

 

 

 

- 

.33** 

.05 

.03 

-.08 

.06 

3.1 

(1.17) 

 

 

 

 

 

 

 

 

- 

.13 

-.01 

-.06 

.03 

1.42 

(.50) 

 

 

 

 

 

 

 

 

 

- 

.11 

.04 

-.29** 

3.60 

(.84) 

 

 

 

 

 

 

 

 

 

 

- 

.46** 

-.39** 

4.67 

(1.29) 

 

 

 

 

 

 

 

 

 

 

 

- 

-.20* 

3.20 

(.82) 

 

 

 

 

 

 

 

 

 

 

 

 

- 

 

 

 

1-6 

1-6 

1-6 

1-4 

1-4 

1-5 

1-5 

1-5 

1-2 

1-5 

1-7 

1-5 



Running head: HELP-SEEKING IN THE UNITED KINGDOM 38 

Data Preparation for Model Testing 

 In order to test the hypothesized model of the relationship between the study variables and 

the alternative models using Path analyses, it was necessary to create indices representing the 

constructs in the models.  This was needed because, instead of using subscales as indicators of 

latent constructs as is done in a latent variable SEM, subscales needed to be combined into 

indices representing each construct that were directly measured.  Given that the instruments’ 

rating scales varied between different measures (i.e., 4-point rating scales [shortest range scales] 

to 6-point rating scales [longest range scales) the reported scale scores had to be transformed into 

a congruent scale range. Specifically, HBMI subscales (Perceived Benefits, and Perceived 

Barriers- internal) were transformed from 5-point scales to 6-point scales, BACE internal items 

were transformed from a 4-point scale to a 6-point scale, and BACE external items were 

transformed from a 4-point scale to a 5-point scale. To do these transformations, the following 

equation was used: Y=range of new scale *(X-Xmin)/X range +1. Reliability analyses were then 

calculated for the transformed variables.  

 Table 3 shows Cronbach’s reliability of the scales and subscales before and after 

transformation, Table 4 demonstrates Cronbach’s reliability of the indices created to serve as 

variables in the study’s models, and Table 5 shows the means, SDs, and correlation between 

variables in the model after transformation and creation of indices.
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Table 3 

Scale Ranges and Cronbach’s Alpha Reliability of Original and Transformed Scales (N=163) 
 

Measured Variables Scale 
Range 

(Original) 

Reliability 
Coefficient 

(Original) 

Scale Range 

(Transformed) 

Reliability 
Coefficient 

(Transformed) 

Prior Counseling 
BAPS- Expertness  
HBMI- Perceived Benefits  
BAPS- Stigma Tolerance 
BACE- Internal  
HBMI Perceived Barriers- Internal 
BAPS- Intent 
BACE- External  
HBMI Perceived Barriers- External 
New General Self-Efficacy  
MSPSS (Social Support) 
IPQ-R (Perceived Severity) 

1-2 
1-6 
1-5 
1-6 
1-4 
1-5 
1-6 
1-4 
1-5 
1-5 
1-7 
1-5 

-- 
.77 
.78 
.85 
.89 
.59 
.81 
.73 
.49 
.90 
.91 
.87 

1-2 
1-6 
1-6 
1-6 
1-6 
1-6 
1-6 
1-5 
1-5 
1-5 
1-7 
1-5 

-- 
-- 

.78 
-- 

.89 

.59 
-- 

.73 
-- 
-- 
-- 
-- 

Note. Perceived Benefits: Beliefs About Psychological Services (BAPS)- Expertness, and Health 
Beliefs about Mental Illness (HBMI)- Perceived Benefits; Internal Barriers: BAPS stigma 
tolerance, Beliefs About Care Evaluation (BACE) internal items, and HBMI Perceived Barriers- 
internal; Psychological Help-Seeking Intent: BAPS intent; External Barriers: BACE- external 
items, and HBMI Perceived Barriers- external; Self Efficacy: New General Self-Efficacy scale; 
Social Support: Multidimensional Scale of Perceived Social Support; Perceived Severity: Illness 
Perceptions Questionnaire- Revised (IPQ-R)- Acute vs. Chronic and Consequences. 
 
  



HELP-SEEKING IN THE UNITED 
KINGDOM   

40 

 
Table 4 

 Ranges and Cronbach’s Alpha Reliability (N=163) for the Variables (Indices)in the Models 
 

Measured Variables Scale Range Reliability 
Coefficient 

Prior Counseling 
Perceived Benefits 
Internal Barriers 
Psychological Help-Seeking Intent 
External Barriers 
Self-Efficacy 
Social Support  
Perceived Severity 

1-2 
1-6 
1-6 
1-6 
1-5 
1-5 
1-7 
1-5 

-- 
.78 
.76 
.81 
.75 
.90 
.91 
.87 

Note. Perceived Benefits: Beliefs About Psychological Services (BAPS)- Expertness, and Health 
Beliefs about Mental Illness (HBMI)- Perceived Benefits; Internal Barriers: BAPS stigma 
tolerance, Beliefs About Care Evaluation (BACE) internal items, and HBMI Perceived Barriers- 
internal; Psychological Help-Seeking Intent: BAPS intent; External Barriers: BACE- external 
items, and HBMI Perceived Barriers- external; Self Efficacy: New General Self-Efficacy scale; 
Social Support: Multidimensional Scale of Perceived Social Support; Perceived Severity: Illness 
Perceptions Questionnaire- Revised (IPQ-R)- Acute vs. Chronic and Consequences.
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Table 5 

Post-transformation: Correlations Between Variables (Indices) in the Models, Means, and Standard Deviations 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note. Psychological Help-Seeking Intention/Willingness index is comprised of BAPS intent; Internal Barriers index includes BAPS 

Stigma Tolerance, HBMI Perceived Barriers- Internal, and BACE internal; Perceived Benefits index includes BAPS Expertness, and 

HBMI Perceived Benefits; Perceived Severity index is comprised of IPQ-R Acute vs. Chronic and Consequences; Social Support 

index is comprised of the MSPSS: Family, Friends, and Significant Other; Self Efficacy index includes items from the NGSE; and, 

Prior Counseling is comprised of 1 item in which 1= YES and 2= NO in response to prior psychological help-seeking. 

** p < .01 level (2-tailed)  

*p < .05 level (2-tailed)

 1 2 3 4 5 6 7 8 Range 

Mean (Standard Deviation) 

 

 

1. Psychological Help-Seeking Intention/Willingness 

2. Internal Barriers 

3. Perceived Benefits 

4. External Barriers 

5. Perceived Severity 

6. Social Support 

7.  Self-Efficacy 

8. Prior Counseling 

4.05 

(.98) 

 

- 

.15 

.60** 

-.02 

.29 

.15 

-.02 

-.32 

3.69 

(.44) 

 

 

- 

.28** 

.19* 

.24** 

-.08 

-.10 

-.05 

4.36 

(.82) 

 

 

 

- 

.02 

.18* 

.15 

.04 

.03 

2.28 

(.65) 

 

 

 

 

- 

.14 

-.07 

-.08 

.07 

3.20 

(.82) 

 

 

 

 

 

- 

-.20* 

-.39** 

-.29** 

4.67 

(1.29) 

 

 

 

 

 

 

- 

.46** 

.04 

3.60 

(.84) 

 

 

 

 

 

 

 

- 

.11 

1.42 

(.50) 

 

 

 

 

 

 

 

 

- 

 

 

 

1-6 

1-6 

1-6 

1-5 

1-5 

1-7 

1-5 

1-2 
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Model Testing 

  Assumptions. Prior to testing the models presented in Figures 1, 2, and 3, multicollinearity 

and multivariate normality were assessed. No multicollinearity was found, as all correlations 

were within reasonable levels. According to Tabachnick and Fidell (2007), r of .70 or greater is 

indicative of multicollinearity. In the present study, no correlations between the variables in the 

study exceeded .70. Yet, a correlation of .68 between internal and external barriers indicated 

there may be an elevated redundancy of items, though it is within the threshold of acceptability. 

The remaining variables were neither redundant nor too closely measuring the same construct.  

  To assess multivariate normality, quantile-quantile (Q-Q) and probability-probability (P-P) 

plots were performed. Skewness and kurtosis of the data is reported in Table 6. Multivariate 

normality is an important assumption to meet as non-normal data could lead to overestimating 

goodness-of-fit, as chi-squared statistics are likely to be inflated. Q-Q plots compare the 

quantiles of a data set to that of a normal distribution, and plots mimicking the path of this 

diagonal line are indicative of a normal distribution of data. P-P plots take the empirical 

cumulative distribution of a given data set and compare it with the theoretical cumulative 

distribution. Both P-P (see Appendix J) and Q-Q (see Appendix K) plots were used to examine 

multivariate normality, as Q-Q plots typically exaggerate the differences on the end of the plot, 

whereas P-P has the tendency to exaggerate data in the middle of the plot. Upon examination of 

the rendered plots, all indices, except past psychological help-seeking, appeared to follow the 

normal distribution on both the P-P and Q-Q plots, suggesting multivariate normality within the 

data.  
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Table 6 

Multivariate Normality Assessment 

Measured Variables Skewness Kurtosis 

Psychological Help-Seeking Intention/Willingness 
Internal Barriers 
Perceived Benefits 
External Barriers 
Perceived Severity 
Social Support 
Self-Efficacy 
Prior Counseling 

-.13 
-.19 
-.53 
.81 

-.36 
-.53 
-.53 
.31 

-.41 
2.00 
.74 

1.26 
-.17 
-.02 
-.02 

-1.93 
 

Hypotheses Testing. To test the study’s hypotheses, path analyses were performed to 

examine the extent to which perceived benefits, self-efficacy, and internal barriers mediated the 

relationship between prior psychological help-seeking and intention to seek psychological help, 

and social support and psychological help-seeking intentions. Additionally, direct links were 

expected between external barriers and psychological help seeking intentions and severity and 

psychological help-seeking intentions (see Figure 1). Two alternative models were tested: a 

partially mediated (see Figure 2) and an unmediated model (see Figure 3).  

In the hypothesized model, it was anticipated that prior psychological help-seeking would 

be positively related to the perceived benefits of psychological services and self-efficacy, which 

in turn would be positively related to psychological help-seeking intentions. Prior psychological 

help-seeking was hypothesized to be negatively related to perceived internal barriers, which in 

turn would be negatively linked with intention to seek psychological services. Additionally, it 

was anticipated that increased social support would be positively related to self-efficacy, which 

would be positively related to psychological help-seeking intentions. In contrast, social support 
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was hypothesized to be negatively related to internal barriers, which in turn would be negatively 

correlated with intention to seek psychological help (see Figure 1).  

The purpose of path analysis is to evaluate the extent to which data fit a given model and 

determine the relative contribution of the independent variables to the dependent variable(s). The 

measured/observed variables in the current study were social support, perceived severity, 

perceived benefits, past psychological help-seeking, internal barriers, external barriers, self-

efficacy, and intention to engage in psychological help-seeking. Measures used to capture the 

variables included subscales from Beliefs About Psychological Services, Health Beliefs About 

Mental Illness (HBMI), Beliefs About Care Evaluation (BACE), Multidimensional Scale of 

Perceived Social Support (MSPSS), Revised Illness-Perception Questionnaire (IPQ-R), and the 

New General Self-Efficacy Scale (NGSE). With the exception of past psychological help-

seeking and intention to engage in psychological help-seeking, all constructs were measured 

using multiple item measures, which increases the reliability of the construct, and improves the 

extent to which the construct is representative (Little, Rhemtulla, Gibson, & Schoemann, 2013). 

Two or three measures were used to capture each construct and were then combined into an 

index score for analysis, with the exception of past psychological help-seeking, and 

psychological help-seeking intentions.  

For examination of the model fit, several goodness-of-fit indices were used. These 

included, Chi Square (χ2), χ2 /DF, Root Mean Square Error of Approximation (RMSEA), 

Comparative Fit Index (CFI) and Goodness of Fit Index (GFI). Good model fit includes a non-

significant χ2, χ2 /DF of less than 2, (Tabachnick & Fidell, 2006), CFI of .95 or higher, GFI of 

.95 or higher, and RMSEA less than .06 (Hu & Bentler, 1999). RMSEA values of .10 or greater 

are considered to be indicative of a poor-fitting model, though smaller sample sizes are more 
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likely to be over-rejected by RMSEA values (Tabchnick & Fidell, 2006). While chi-square is one 

of the most commonly reported fit indices, it is sensitive to sample size and tends to be more 

conservative in nature (Weston & Gore, 2006). Consequently, it should be interpreted jointly 

with other fit statistics. 

Results indicated the hypothesized model did not fit the data well, χ2 (12) = 94.03, p = 

.000, χ2/DF = 7.84, CFI = .64, GFI = .88, and RMSEA=.21 (90% CI [.168-.245]).  The partially 

mediated model (Figure 2) also had a poor fit to the data, χ2 (10) = 67.93, p = .00, χ2/DF = 6.79, 

CFI = .74, GFI=.91, and RMSEA = .19 (90% CI [.15-.23]). Finally, the second alternative 

model, the unmediated model (see figure 3), also had poor fit to the data. Specifically, χ2 (21) = 

134.36, p = .00, χ2/DF = 6.40, CFI = .50, GFI = .83, and RMSEA = .18 (90% CI [.15-.21). See 

Table 7. 

Model Fit Index Summary 

Model χ2 DF CFI GFI RMSEA 90% CI 
RMSEA 

Hypothesized 
Alternate 1 (Partially 
Mediated) 
Alternate 2 
(Unmediated) 

94.03 
67.93 

 
 

134.36 

12 
10 
 
 
21 

.64 

.74 
 
 

.50 

.88 

.91 
 
 
.83 

.21 

.19 
 
 

.18 

.17-.25 

.15-.23 
 
 

.15-.21 
Note. χ2 = Chi Square Test; DF = Degrees of Freedom; CFI = Comparative Fit Index; GFI = 
Goodness of Fit Index; RMSEA = Root Mean Square Error of Approximation; CI for RMSEA = 
Confidence Interval for Root Mean Square Error of Approximation. 

 

The hypothesized model was not a good fit to the data, suggesting it was not sufficient at 

explaining the variance in willingness to engage in psychological help-seeking. The 

directionality and significance of each of the model’s paths were examined based on p-values 

and beta weights (Kline, 2016). Results are included in Tables 8, 9, and 10, and in Figures 4, 5, 
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and 6 for the hypothesized model, partially mediated alternative model, and unmediated model 

respectively.  

Table 8 

Hypothesized Model Maximum Likelihood Estimates: Standardized Total Effects, Significance 
Level 
 

Measured Variables (Regression Weights)   β P 

Perceived Benefits ß Prior Counseling 
Self-Efficacy   ß Prior Counseling 
Internal Barriers  ß Prior Counseling 
Self-Efficacy   ß Social Support 
Internal Barriers  ß Social Support 
Help-Seeking Intent ß Perceived Severity 
Help-Seeking Intent ß Perceived Benefits 
Help-Seeking Intent ß Self-Efficacy 
Help-Seeking Intent ß Internal Barriers 
Help-Seeking Intent ß External Barriers 

 .03 
 .09 
 .07 
 .46 
-.09 
 .24 
 .57 
 .04 
-.21 
 .01 

.66 

.22 

.37 
*** 
.23 
*** 
*** 
.48 
*** 
.93 

Note. *** p = .000 
 

 

 

 

 

 

  

 .    
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Figure 4. Hypothesized Model with standardized path coefficients. Hypothesized model of the 
mediation effect of self-efficacy, perceived benefits, and internal barriers on the relationship 
among prior counseling experience, social support, and psychological help-seeking 
intentions/willingness. Dotted lines represent nonsignificant hypothesized paths 
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Table 9 

Alternative Partially Mediated Model Maximum Likelihood Estimates: Standardized Total 
Effects, Significance Level 
 

Measured Variables (Regression Weights)   β P 

Self-Efficacy   ß Social Support 
Internal Barriers  ß Social Support 
Perceived Benefits ß Prior Counseling 
Self-Efficacy   ß Prior Counseling 
Internal Barriers  ß Prior Counseling 
Help-Seeking Intent ß Perceived Severity 
Help-Seeking Intent ß Perceived Benefits 
Help-Seeking Intent ß Self-Efficacy 
Help-Seeking Intent ß Internal Barriers 
Help-Seeking Intent ß External Barriers 
Help-Seeking Intent ß Prior Counseling 
Help-Seeking Intent ß Social Support 

 .46 
-.09 
 .03 
 .09 
 .07 
 .15 
 .58 
-.01 
-.18 
 .03 
-.30 
 .10 

*** 
.23 
.66 
.22 
.37 
.01 
*** 
.92 
.00 
.61 
*** 
.13 

Note. *** p = .000 
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Figure 5. Partially Mediated Alternative Model with standardized path coefficients. Dotted lines 

represent nonsignificant hypothesized paths. 
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Table 10 

Alternative Unmediated Model Maximum Likelihood Estimates: Standardized Total Effects,  
Significance Level 
 

Measured Variables (Regression Weights)   β P 

Help-Seeking Intent   ß Perceived Severity 
Help-Seeking Intent   ß Perceived Benefits 
Help-Seeking Intent   ß Self-Efficacy 
Help-Seeking Intent   ß Internal Barriers 
Help-Seeking Intent   ß External Barriers 
Help-Seeking Intent   ß Prior Counseling 
Help-Seeking Intent   ß Social Support 

 .15 
 .59 
-.01 
-.18 
 .03 
-.30 
 .10 

.01 
*** 
.91 
.00 
.61 
*** 

  .07 
Note. *** p = .000 
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Figure 6. Unmediated Alternative Model with standardized path coefficients. The dotted lines 
indicate nonsignificant hypothesized paths. 
 
 

Within all three models, a direct positive path was found between willingness to engage 

in psychological help-seeking and perceived benefits. Yet, within the hypothesized model, there 

was not a significant relationship between prior counseling and perceived benefits. Therefore, 

hypothesis 1c was not supported, which suggested perceived benefits would mediate the 

relationship between prior counseling and willingness to engage in psychological services.  
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A significant direct path was found between self-efficacy and social support, suggesting 

increased social support was related to increased self-efficacy. However, self-efficacy was not 

found to have a significant effect on willingness to engage in psychological help, as 

hypothesized, suggesting that the relationship between social support and willingness to engage 

in psychological help-seeking is not mediated by self-efficacy. Thus, hypothesis 1e was not 

supported. The partially mediated model also did not support the mediating effect of self-efficacy 

on the relationship between social support and psychological help-seeking intentions. 

Additionally, the unmediated model revealed a nonsignificant direct relationship between social 

support and psychological help-seeking intentions/willingness. This suggests that, contrary to the 

hypothesized relationship, there is neither a significant direct relationship between social support 

and psychological help-seeking intentions, nor is the relationship sufficiently explained through 

the mediation of self-efficacy (hypothesis 1c). 

In all three models, there was a direct path between willingness to engage in 

psychological help-seeking and internal barriers, which suggests that with increased perceived 

internal barriers to seek help the intent to do so decreases. However, in contrast to what was 

expected, perceived internal barriers were neither linked with social support nor prior counseling. 

Therefore, perceived internal barriers did not mediate the relationship between social support and 

psychological help seeking intentions as suggested in hypothesis 1f, or the relationship between 

prior psychological help seeking and psychological help seeking intentions as expected in 

hypothesis 1d.  Finally, the hypothesis about a negative relationship between external barriers 

and psychological help seeking intentions (1a) was not supported. 

A fourth direct path, within the hypothesized model and both alternative models, existed 

between willingness to engage in psychological help-seeking and perceived severity. Thus, 
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hypothesis 1b was supported as the greater the severity of mental health concerns, the greater the 

intention to seek psychological help.  

Hypothesis 1 stated that the fully mediated model would account for more variance in 

psychological help-seeking intentions than the two alternative models, and have a better fit to the 

data. This hypothesis was not supported as Table 11 reveals. Moreover, a Chi-Square difference 

test used to compare the three models, where a smaller ratio between the chi-square and degrees 

of freedom suggests a better model fit (Thacker, Fields & Tetrick,1989), suggested that even 

though none of the models performed well, the unmediated alternative model fitted the data best. 

Table 11 

Squared Multiple Correlations (R2), or Percent of Variance Explained for Endogenous Variable, 
Intention to Engage in Psychological Help-Seeking 
 

Primary Model 
Endogenous Variable 

 
 
R2 

 
Percent of Variance 

Hypothesized Model 
Alternative Model (Partially Mediated) 
Alternation Model (Unmediated) 

.424 

.506 

.499 

42.4% 
50.6% 
49.9% 

 

Post-Hoc Analyses 

  Due to the poor model-fit of the hypothesized and two alternative models, a post-hoc 

analysis was conducted to consider a new model, based on the current data, and theoretical and 

empirical support from the literature.  

A direct relationship was expected between prior counseling experience and help-seeking 

intentions, such that prior experience would be positively linked with intention (e.g., 

Athanasiades, Winthrop, & Gough, 2007; Spengler & Ægisdóttir, 2015; Ægisdóttir & Gerstein, 

2009). Perceived benefits of psychotherapy were expected to mediate the relationship between 

prior counseling, social support, perceived severity, and psychological help-seeking intentions. 



HELP-SEEKING IN THE UNITED 
KINGDOM   

54 

In this model, self-efficacy served as a mediator between social support, perceived severity and 

help-seeking intent, and barriers (both internal and external) were thought to mediate the 

relationship between prior counseling experience, social support, perceived severity and 

intention to seek psychological help.  In this post-hoc model, external and internal barriers were 

combined into one variable due to high correlation between them (r = .68) and because in past 

research barriers to help-seeking are frequently defined as one construct, which is inclusive of 

both external (i.e. cost) and internal barriers (i.e. stigma; Langley, Wootten, & Grieve, 2017; 

O’Connor et al., 2014; Waite & Killian, 2008). Due to the overall low reliability of HBMI 

perceived barriers (internal) items, HBMI items were not included.  

Results suggested a good model fit, χ2 (6) = 6.28, p = .337, χ2/DF = 1.138, CFI = .996, 

GFI = .998, and RMSEA = .029 (90 % CI [.000-.109]); see Table 12 and Figure 7.   

Table 12 

Post-Hoc Model Maximum Likelihood Estimates: Standardized Total Effects, 95% CI Lower 
Bounds, Upper Bounds, Significance Level 
 

Variables (Regression Weights)  
β Lower   

Bounds 
Upper 
Bounds 

p 

Self-Efficacy.   ß Social Support 
Perceived Barriers ß Social Support 
Perceived Barriers ß Prior Counseling 
Perceived Benefits ß Prior Counseling 
Perceived Benefits ß Perceived Severity 
Perceived Barriers ß Perceived Severity 
Self-Efficacy   ß Perceived Severity 
Perceived Benefits ß Social Support 
Help-Seeking Intent ß Perceived Benefits 
Help-Seeking Intent ß Self-Efficacy 
Help-Seeking Intent ß Perceived Barriers 
Help-Seeking Intent ß Prior Counseling 

 .40 
-.09 
 .16 
 .10 
 .24 
 .18 
-.31 
 .19 
 .61 
-.01 
-.09 
-.33 

 .27 
-.27 
-.00 
-.08 
 .04 
 .03 
-.44 
 .00 
 .48 
-.13 
-.22 
-.44 

 .53 
 .09 
 .30 
 .26 
 .43 
 .32 
-.18 
 .36 
 .72 
 .10 
 .03 
-.13 

*** 
.25 
.05 
.23 
.00 
.03 
*** 
.01 
*** 
.82 
.10 
*** 

Note. *** p = .000 
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Figure 7. Post hoc model standardized path coefficients. Dotted lines represent nonsignificant 
paths. 
 

  Prior counseling experience was directly linked with psychological help-seeking 

intentions, such that having prior experience was linked with greater intention to seek 

psychological help. Perceived benefits of psychological services did not mediate the relationship 

between prior help seeking and help-seeking intention but did mediate the relationship between 

social support and intentions, such that the greater the social support, the greater the perceived 

benefits of therapy and the greater the intentions to seek psychological help. Perceived benefits 

also mediated the relationship between perceived severity and psychological help seeking 

intentions, such that the higher the perceived severity, the more perceived benefits of therapy, the 

greater the intentions to seek psychological help. 



HELP-SEEKING IN THE UNITED 
KINGDOM   

56 

  Self-efficacy did neither mediate the relationship between social support and psychological 

help-seeking intentions, nor between perceived severity and psychological help-seeking 

intentions due to a non-significant relationship between self-efficacy and help-seeking intentions. 

Yet, a significant positive relationship was found between social support and self-efficacy and 

perceived severity and self-efficacy.  

  Finally, barriers to help-seeking were unrelated to help-seeking intentions, and therefore 

did not mediate the relationship between prior counseling, social-support, perceived severity and 

intentions to seek psychological help. Prior counseling was related to barriers, such that no 

experience was related to greater perceived barriers, and increased perceived severity was 

positively linked to perceived barriers. 

Discussion 

  The aim of this study was to further understand predictors of mental-health help-seeking 

intentions of British university students, using constructs from the Health Beliefs Model (HBM). 

This involved testing one hypothesized model and two alternative models. The hypothesized 

model examined the indirect influence of perceived benefits, self-efficacy, and perceived barriers 

on the relationship between past psychological help-seeking and intention to engage in 

psychological services, and social support and intention to seek psychological services (see 

Figure 1). In contrast, the partially mediated model examined both the above-mentioned 

mediation effects while also examining the direct effects between prior counseling, social 

support, and willingness to engage in psychological help-seeking. The second alternative model 

was unmediated and was used to examine the direct relationships between perceived benefits, 

internal barriers, external barriers, self-efficacy, social support, prior counseling experience, 

perceived severity, and willingness to engage in psychological help-seeking.  Model fit indices 
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suggest the hypothesized model was not a good fit, and neither of the alternative models offered 

a better explanation for the variance in willingness to engage in psychological help-seeking. As a 

result, a post-hoc model was tested using items from BAPS, BACE, MSPSS, IPQ-R, and NGSE. 

The major findings are summarized below, along with reference to previous studies, discussions 

of the study’s strengths and limitations, and implications of the findings to theory, research, and 

practice. 

Summary of Major Findings 

In contrast to the literature on the HBM, the hypothesized model of the relationship 

between external barriers, internal barriers, perceived severity, perceived benefits, social support, 

self-efficacy, prior psychological help-seeking, and psychological help-seeking intentions 

(Figure 4), which was based on the HBM, did not fit the current data. Although several 

significant relationships (paths) were discovered between the variables in the model, it appears 

that relationships expected based on the HBM were largely nonsignificant. First, this lack of fit 

could be because of the current sample, as HBM variables have not been analyzed on a British 

sample prior to this study.  Thus, cultural factors related to help-seeking may be impacting the 

inability to discover previously suggested relationships (Saleeby, 2000; Langley Wooten, & 

Grieve, 2018; O’Connor, Martin, Weeks, & Ong, 2014). Second, the arrangement of HBM 

variables within the hypothesized model may be inaccurate. Whereas several of the paths in the 

model were based on past empirical research (O’Connor et al., 2014), some were based on theory 

due to the lack of empirical studies considering the order of variables. However, the lack of good 

model fit could also be indicative of a poor model that is unable to adequately account for 

enough variance in psychological help-seeking. The HBM model, as currently theorized, is likely 

failing to account for extraneous variables that are also significantly related to psychological 
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help-seeking intentions. In addition to a poor fit of the hypothesized model, the unmediated 

alternative model did not fit the data well either. This further indicates that when only direct 

relationships between variables suggested by the HBM (i.e. Perceived Support, Barriers, 

Severity, and Benefits) were examined, in combination with socio-environmental factors (i.e., 

social support and self-efficacy) it did not effectively explain psychological help-seeking 

intentions of British university students. Additionally, the variance accounted for in the current 

study, at most, was 50.9 percent. This indicates that approximately half of the variance in 

psychological help-seeking was unaccounted for by the models posed in the present study. These 

findings are in direct contrast to previous research studies, which suggest the Health Belief 

Model is an effective predictor of help-seeking intentions; however, past studies have largely 

used multiple regression analyses (Cheng, Kwan, & Sevig, 2013; Eisenberg, Downs, 

Golberstein, 2009; O’Connor et al., 2014; Langley, Wooten, & Grieve, 2018) to evaluate the 

HBM, as opposed to SEM. Thus, in previous studies, there was not much consideration of model 

fit, or mediated relationships. 

Contrary to what was hypothesized, external barriers were not negatively related to 

psychological help-seeking intentions, nor were perceived barriers when internal and external 

variables were included as one construct in the post-hoc model. This is inconsistent with prior 

research findings, which suggest that there is a significant relationship between perceived 

barriers and psychological help-seeking intentions (O’Connor et al., 2014; Waite & Killian, 

2008). This is also surprising given the large body of research to suggest that, for instance, long 

wait times are barriers to services in the United Kingdom (British Medical Association, 2018; 

Thorley, 2017). Items included in the measurement of external barriers included the “price” of 

therapy, which is likely not an external barrier for most persons in the UK due to the nationalized 
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health services. As a result, this could have deflated current findings. Conversely, when internal 

barriers were included as a separate variable, a significant negative relationship was found with 

psychological help-seeking intentions. Given that internal barriers were largely reflective of 

stigma, this is likely consistent with past findings regarding the importance of stigma in 

predicting psychological help-seeking intentions (Brown et al., 2010; Cheng, Kwan, & Sevig, 

2013; Ægisdóttir & Gerstein, 2009). The current findings suggest that the extent to which a 

person has internalized stigma detrimentally impacts their willingness to seek help. The 

nonsignificant relationship between psychological help-seeking and the ‘perceived barriers’ 

construct in the post-hoc analysis provided preliminary dissent for the inclusion of both internal 

and external barriers in under one construct. By doing this, researchers may fail to detect 

significant results due to the confounding variables. Additionally, the nonsignificant relationship 

between  willingness to seek psychological services and external barriers, in any of the tested 

models, indicates either a failure to adequately measure the construct or a lack of meaning for the 

construct within the given population. Future studies should consider analyzing a model that only 

includes internal barriers to examine the extent to which results differ with the exclusion of 

external barriers. It is likely that the post-hoc model would have accounted for more variance if 

items related to external barriers were excluded from analysis.  

As expected, perceived severity was found to have a positive relationship with 

psychological help-seeking intentions; however, the overall variance accounted for by perceived 

severity was low. Within the post-hoc model, the relationship between perceived severity and 

psychological help-seeking intentions was found to be mediated by perceived benefits. This has 

not been well researched in the past but provides some preliminary support for how perceived 

benefits mediate the relationship between perceived severity and psychological help-seeking 
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intentions. It suggests that the more severe one perceives their mental health concern and the 

more positively they perceive mental health services, the more prone they are to consider seeking 

psychological services. More research is needed to substantiate this relationship. 

Unexpectedly, social support did not appear to be a good variable for understanding 

psychological help-seeking intentions of British university students. Although several studies 

have concluded social support is a significant predictor of intentions (Jones et al., 2019; Knisely 

& Northouse, 1994; Nagai, 2015), this relationship was not supported in the current study. 

Moreover, this relationship was not mediated by self-efficacy or internal barriers. However, post-

hoc analysis indicated that perceived benefits of therapy mediated the relationship between social 

support and intentions. This suggests that social support may increase overall perceptions 

regarding the benefits of psychological services, which may then lead to increased psychological 

help-seeking. As this relationship has not been reported in past research, it is important that 

future studies corroborate the mediation effect of perceived benefits on the relationship between 

social support and intentions to seek psychological help. 

Unexpectedly, perceived benefits did not significantly mediate the relationship between 

prior psychological help-seeking and psychological help-seeking intentions. Research on 

perceived benefits as a predictor of psychological help-seeking intentions is mixed. While 

O’Connor and colleagues (2014) suggested a direct relationship between perceived benefits and 

psychological help-seeking intentions in their sample of Australian university students, Mojtabai 

and colleagues (2016) found no direct relationship in their sample of the U.S. general population. 

Likewise, Niegocki and Ægisdóttir (2019) suggested that individuals who engaged in prior 

psychological services showed a greater belief in the expertness of psychologists (i.e. benefit) 

and reported greater intent to engage in psychological help-seeking. The current study supports 
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the direct relationship between perceived benefits and psychological help-seeking intentions; 

however, it does not support the use of perceived benefits to mediate the relationship between 

prior psychological experience and intentions. Current findings indicate that prior help-seeking 

increases the intention to seek psychological services in the future. This suggests that a 

potentially effective strategy for increasing psychological help-seeking would be working toward 

increasing public perceptions of psychological services. 

In sum, current results support that (a) there is a direct relationship between prior 

psychological services and psychological help-seeking intentions, (b) perceived benefits fully 

mediates the relationship between social support and psychological help-seeking intentions, (c), 

perceived benefits mediate the relationship between perceived severity of mental health concerns 

and psychological help-seeking intentions and (d) there is a negative relationship between 

internal barriers (i.e. stigma) and psychological help-seeking intentions. This study extends 

existing literature regarding psychological help-seeking, by demonstration that some constructs 

within Health Belief Model predict British university students’ willingness to engage in 

psychological help-seeking. It also provides preliminary support for differing pathways to help 

explain the relationship among HBM variables for British university students.  

Implications of COVID-19 

  It is important to note that the results found in the present study may differ to previous 

studies, in part, due to the impact of the COVID-19 pandemic. First, during the time that data 

was collected (March 2020- December 2020), British university students were engaged in virtual 

learning, endured several lockdowns throughout the pandemic, were unable to see persons 

outside of their immediate household during lockdowns, and were increasingly isolated. In a 

study done by the Office of National Statistics (2020), British university students were less likely 
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to have left their home in the 7-10 days prior to the survey, as compared to the general British 

sample. Additionally, results found students were experiencing lower levels of satisfaction with 

their social and academic experience, lower levels of happiness and satisfaction with life, and 

increased anxiety as compared to the general population. As a result, it is important to consider 

how the current samples responses would have been different if sampled prior COVID and could 

potentially have aligned more closely with prior research findings, both positively and 

negatively. While it is only speculative, it can be posited that perhaps prior to the pandemic, 

levels of social support or perceived self-efficacy may have been higher, and in turn may have 

led to significant results that were consistent with prior literature. 

  Additionally, the COVID-19 pandemic has shifted the modality of many counseling and 

psychological services. Services have primarily been offered virtually, which offers persons the 

opportunity to access services from their home. In consideration of a virtual platform for 

psychological services, it is necessary to ascertain how perceived barriers may now be defined 

differently. For example, transportation is likely not a typical barrier when seeking telehealth 

services, as most are able to access services without leaving their home. In contrast, access to 

reliable internet, availability of working technology, and access to a confidential space within the 

home may be new barriers that warrant consideration. Arguably, this shift in types of barriers 

associated with services may be partially responsible for the nonsignificant relationship between 

external barriers and intentions to seek psychological services in the present study. 

  Finally, the detrimental impacts of the COVID-19 pandemic on British university students 

may explain why collecting the intended number of responses was more challenging, resulting in 

a smaller sample size. In a survey conducted by Higher Education Policy Institute, 58 percent of 

British university students indicated their mental health had worsened during the pandemic 
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(Hewitt, 2020). In a cross-country study examining motivation in Italian and Portuguese 

students, results indicated a significant decrease in motivation as compared to previous years, 

which in turn was related to decreased involvement in extracurricular activities (Zaccoletti et al., 

2020). While these results were garnered from a British university sample, many European 

countries have responded to the COVID-19 pandemic in similar ways (e.g., virtual learning, 

mandatory lockdowns, increased restrictions). As a result, it can be cautiously inferred that 

British university students likely also experienced a decrease in motivation and less willingness 

to engage with extra-curricular activities, such as taking a survey. Additionally, for persons 

experiencing increased mental health concerns, the notion of taking a survey regarding 

psychological help-seeking may have been daunting or off-putting. All of these possibilities 

should be considered when interpreting the reasons for a lower-than-expected sample size.  

Strengths and Limitations 

  Using path analysis to examine the relationships among the variables of interest was a 

significant strength of this study, as it allowed for consideration of the strength and direction of 

relationships within a model. Additionally, due to the power of path analysis, the validity/ 

accuracy of the results is strengthened. It is also this study’s strength that the constructs in the 

models and their relationships were theory-driven and dictated by previous literature; however, 

several of the pathways within the hypothesized model were based solely on theory, due to a 

relative lack of prior research in understanding a multiple variable model for psychological help-

seeking intentions/willingness in British university students. It is a strength that previously 

validated and reliable instruments were used, of which most had acceptable reliability 

coefficients, which were comparable to those found in previous studies. However, the reliability 
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for HBMI’s Perceived Barriers subscale were lower than reported in previous studies, and 

ultimately was not a reliable measure of internal barriers.  

Although the current study was unsuccessful at providing a good model fit for 

psychological help-seeking within British university students, the use of established measures 

allowed for the confirmation of reliability and validity within a British sample. Additionally, 

post-hoc analysis revealed a model that fit the data well using HBM variables. This provides 

helpful information for future studies on psychological help-seeking of British university 

students. 

  Despite the study’s strengths, it also has several limitations that must be addressed. First, 

the use of snowball and convenience sampling in this study resulted in some generalizability 

concerns. For example, the sample was heavily skewed by national vs. international students, 

with very few international students represented. As a result, the findings of this study cannot be 

generalized to all university students within the United Kingdom. Unfortunately, random 

sampling was not feasible due to limited resources; however, if random sampling can be 

achieved in future studies, it would allow for increased generalizability of results. Second, the 

design of this study was correlational in nature, which significantly limits the opportunities for 

causal inference. Third, the use of self-report measures is a significant limitation, as it introduces 

potential biases, including self-report bias, which is further exacerbated by the potential for a 

response bias due to not presenting the instruments to participants in a random order. Future 

studies should consider randomizing the measures used to control for this. Finally, this study was 

largely limited by a smaller sample size. A sample of 163 participants is below the recommended 

threshold for SEM sample size recommendations (i.e., 10-20 subjects per parameter; Kline, 

2009), and this could have resulted in an inflation of significant differences. However, it is 
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important to note that, even with a larger sample size and the use of SEM rather than path 

analysis, the results would likely not have increased the models’ fit to the data. Future studies on 

psychological help-seeking amongst British university students should strive for a larger sample, 

so as to meet all necessary thresholds SEM analysis and to increase study’s power and accuracy.  

Theoretical Implications 

  While caution should be had when interpreting results from a single sample of British 

university students, there are implications for theory. First, the Health Belief Model, when just 

considering the direct relationships between variables, does not appear to be a good explanatory 

model for British university students. This is in direct contrast to university samples in the 

United States and Australia (O’Connor et al., 2014; Waite & Killian, 2018; Henshaw and 

Freedman-Doan, 2009). Post-hoc analysis indicated preliminary support for the use of some 

HBM variables predicting psychological help seeking, especially the mediating role of perceived 

benefits on the relationship between social support and perceived severity with help seeking 

intentions.  

  An additional consideration is the predictive power of prior psychological services on 

psychological help-seeking intentions. While this is not an original variable within HBM, post-

hoc analysis provides compelling evidence for the extension of HBM to include prior services in 

understanding future psychological help-seeking intentions. Consideration should be given to 

extending the HBM to include other variables that could account for variance in psychological 

help-seeking. Other variables include mental health literacy, confidentiality and trust concerns, 

attitudes and stigma as separate and distinct variables, and the inclusion of additional socio-

demographic variables (e.g., socioeconomic status, gender, language proficiency). The theory of 
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HBM could be enhanced by considering alternative variables, as it would likely increase the 

amount of variance it could account for.  

  Finally, future theory regarding the HBM should strongly focus on the ordering of 

variables. It is clear in the current study, as well as past studies (Champion & Skinner, 2008; 

Jones et al., 2015), that direct relationships between the independent variables and the dependent 

variable do not form a good explanatory model. In contrast, the post-hoc model provides 

preliminary support for the ordering of variables within a mediated model. Theory around HBM 

does not account for the ordering of variables and, given the demonstrated importance of the link 

between the variables within the current study, future theory should shift to understanding how 

the HBM variables influence one another through mediating and moderating relationships.  

Research Implications 

  More research is critical in understanding psychological help-seeking intentions of British 

university students, particularly in order to understand the many factors influencing 

psychological help-seeking. While the current study attempted to apply HBM variables to British 

University Students’ psychological help-seeking intentions, it is clear that more research must be 

done on the HBM variables. Specifically, more research needs to be done to understand the 

direct, moderating, and mediating relationships between the variables considered important 

within the HBM model, as well as research on additional socio-environmental factors in the U.K 

that may potentially influence help-seeking.  

Furthermore, cross-cultural validity of HBM constructs and their measures needs to be 

established to better understand the extent that these variables are significant within a British 

culture. Additionally, future research needs to consider external barriers that are more specific to 

British healthcare systems and consider stigma as a separate variable given the prior literature on 
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its importance on psychological help-seeking. Finally, research is needed examining actions 

associated with psychological help-seeking rather than simply focusing on help-seeking 

intentions and willingness. Looking at actual help-seeking behavior is very beneficial as research 

has suggested there is a significant disconnect between psychological help-seeking intentions 

and behaviors (Clement et al., 2015; Thornicroft, 2007; Vogel, Wester & Larson, 2006).  

 Finally, future research on British university students should consider restricting sample 

size in order to increase generalizability. As there are presently very few studies looking at 

models of psychological help-seeking intentions in British university students, it would be 

helpful to consider restricting the sample to specific regions of the UK, specific institutions, or 

specific subgroups of people first, in order to establish internal validity of the study and 

generalizability of results among smaller groups. Additional studies can then make comparisons, 

and work to broaden the scope of generalizability as findings are replicated. As the present study 

was structured, the sample was selected from universities all over U.K., which may have limited 

the ability to detect psychological help-seeking patterns unique to specific regions within the 

U.K.   

Practice Implications 

  Although considerably more information is needed to better understand the complex 

interaction of variables leading to psychological help-seeking intentions within British university 

students, there are numerous practical implications to consider. First, the results can be used by 

British university counselling centers to aid in the creation of programs to promote wellness and 

psychological services for university students. Programming could benefit from decreasing 

stigma and increasing awareness regarding the benefits of psychological services. Specifically, 

interventions designed to address any negative perceptions of psychological services and 
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promote benefits would be helpful in increasing students’ likelihood to reach out should they 

determine a need for psychological support. Furthermore, if there is increased psychoeducation 

regarding the benefits of psychological services, this may lead to a reduction in premature 

terminations, or need for crisis intervention. Finally, early psychoeducation could lead to 

increased treatment adherence, allowing for more effective use of time and resources, 

particularly in British universities who have seen a large increase in demand for services 

(Connell, Barkham, & Mellor-Clark, 2008). 

Summary and Conclusion 

  In sum, the current study provides meaningful insight into the application of the Health 

Belief Model to British university students, in an attempt to better understand the relationship 

between perceived benefits, prior psychological services, perceived severity, perceived barriers, 

social support, self-efficacy, and psychological help-seeking intentions/willingness. It was found 

that British university students’ prior psychological help-seeking and perceived benefits were 

direct predictors of psychological help-seeking intentions. Additionally, perceived benefits of 

psychological services mediated the relationship between social support and intentions and 

mediated the relationship between perceived severity of mental health concerns and 

psychological help seeking intentions. The present study is the first known study to examine the 

Health Belief Model as an explanatory model of psychological help-seeking among British 

university students.  
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Appendix A: Informed Consent 
 

Informed Consent. 
  
Study Title: 
Psychological Help-Seeking in the United Kingdom: A health belief model approach. 
 
IRB Net # 1552467 
 
Study Purpose and Rationale 
This purpose of this study is to examine the relationships between people’s beliefs and attitudes 
about psychotherapy and psychological services in the United Kingdom. Prior research has 
found that certain beliefs about mental health services can affect decisions to refrain from or 
seek out mental health treatment services. This study aims to better understand beliefs that can 
influence whether people seek out psychotherapy and psychological services in the United 
Kingdom, specifically amongst university students. This will be ascertained through asking items 
related to social support, self-efficacy, barriers to psychological help-seeking, and prior 
psychological help-seeking. 
 
Inclusion/Exclusion Criteria 
To be eligible to participate in this study you must be at least 18 years old and currently living in 
the United Kingdom. 
 
Participation Procedures and Duration 
Participation involves completing a computer-administered questionnaire. The questionnaire is 
estimated to take about 20 minutes to complete.  
 
Data Confidentiality or Anonymity 
All data will be maintained anonymously and no identifying information such as names will 
appear in any publication or presentation of the data.  
 
Storage of Data and Data Retention Period 
Data collected will be stored and maintained by the primary investigator on a password 
protected USB drive. Only the primary investigator will have access to the password protected 
USB drive. The final data from this project will be kept indefinitely on a password protected USB 
drive in order to inform future research.  
 
Risks or Discomforts 
Some questions may potentially make respondents reflect on their own experiences or close 
others’ experiences with psychological concerns and may subsequently experience mild 
emotional discomfort while completing the questionnaire.     
 
Voluntary Participation 
Your participation in this study is completely voluntary and you are free to withdraw your 
permission at anytime, for any reason, without penalty or prejudice from the investigator. Please 
feel free to ask any questions of the investigator before signing this form and at any time during 
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the study. 
 
Who to Contact Should You Experience Any Negative Effects from Participating in this Study 
Should you experience any negative effects from participating in this study, please contact your 
Primary Care Physician or General Practitioner, your established mental health care provider, 
or contact the Samaritans crisis helpline. You can contact Samaritans 24 hours a day, 365 days 
a year. You can call 116 123 (free from any phone), or email jo@samaritans.org. You can also 
call the Welsh Language Line on 0300 123 3011 (7pm–11pm every day). If it is an emergency or 
crisis, please visit your nearest A&E, or call 9-9-9. 
Benefits 
Participants may gain new insight into their mental health beliefs and their possible need for 
consultation with a mental health care provider.   
 
Compensation 
 All participants have an equal opportunity to receive one of five £20 gift cards, which will be 
electronically delivered. If you would like to be considered for the gift cards, please enter 
your email address at the end of the survey.  
 
IRB Contact Information 
For questions about your rights as a research subject, please contact the Office of Research 
Integrity, Ball State University, Muncie, IN 47306, (765) 285-5052 or at orihelp@bsu.edu. 
 
Researcher Contact Information 
Principal Investigator: 
Rebecca Hughes, M.A. 
Doctoral Candidate 
Department of Counseling Psychology, Social Psychology, and Counseling 
Ball State University 
Muncie, IN  47306 
Telephone: (903) 746-5584 
Email: rhughes2@bsu.edu 
 
Faculty Supervisor: 
Stefanía Ægisdóttir, Ph.D., HSPP 
Professor of Counseling Psychology 
Department of Counseling Psychology, Social Psychology, and Counseling 
Ball State University 
Muncie, IN  47306 
Telephone: (765) 285-8046 
Email: stefaegis@bsu.edu 
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Appendix B: Demographics 
 

• What is your age? ________ 
• What is your gender identity?  

o Male 
o Female 
o Transgender Male 
o Transgender Female 
o Gender Nonconforming 
o Genderqueer 
o Agender 
o Other: Please describe 

• What is your sexual/affectional orientation?  
o Heterosexual  
o Gay  
o Lesbian  
o Bisexual  
o Demisexual  
o Pansexual  
o Queer  
o Asexual  
o Other: Please describe  

• What is your current year in school?  
o 1st year 
o 2nd year 
o 3rd year 
o 4th year 
o Master’s  
o Doctoral 
o Other: Please describe 

•  Are you an international student?  
o Yes  
o No  

• Race/Ethnicity 
o White or British White  
o Gypsy/Traveller/Irish 
o Asian or Asian British 
o Black or Black British 
o Mixed or Multiple racial identities 
o Other: Please describe   

• What is your current occupational status? 
o Employed part-time 
o Employed full-time 
o Unemployed 
o Prefer not to answer 

• What is your relationship status? 
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o Single, never married 
o Married 
o Cohabitating 
o Partnered 
o Divorced 
o Other: Please specify 

• Have you previously sought counselling, psychotherapy, or other mental health services? 
o Yes 
o No 

• If so, were you satisfied with your prior mental health services? 
o Strongly disagree (1)  (2)     (3)     (4)     (5)     (6) Strongly Agree 

• If so, what were the primary concerns for past mental health services? 
o Career concerns 
o Personal concerns 

• Have you previously sought mental health services from your General Practitioner (GP)? 
o Yes 
o No 

• If so, were you satisfied with your GP’s provision of mental health services? 
o Strongly disagree (1)   (2)     (3)     (4)     (5)     (6) Strongly Agree 
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Appendix C: Beliefs About Psychological Services (BAPS) 

 
Instructions: Please rate the following statements using the scale provided. Place your ratings to 
the left of each statement by recording the number that most accurately reflects your attitudes 
and beliefs about seeking psychological services. There are no ‘wrong’ answers, just rate the 
statements as you honestly feel or believe. It is important that you answer every item.  
 

Strongly Disagree     Strongly Agree 

1 2 3 4 5 6 
 
 
____1. If a good friend asked my advice about a serious problem, I would recommend that 
he/she see a psychologist.  
____ 2. I would be willing to confide my intimate concerns to a psychologist.  
____ 3. Seeing a psychologist is helpful when you are going through a difficult time in your life. 
____ 4. At some future time, I might want to see a psychologist.  
____ 5. I would feel uneasy going to a psychologist because of what some people might think. 
____ 6. If I believed I were having a serious problem, my first inclination would be to see a 
psychologist. 
____ 7. Because of their training, psychologists can help you find solutions to your problems. 
____ 8. Going to a psychologist means that I am a weak person. 
____ 9. Psychologists are good to talk to because they do not blame you for the mistakes you 
have made.  
____ 10. Having received help from a psychologist stigmatizes a person’s life. 
____ 11. There are certain problems that should not be discussed with a stranger such as a 
psychologist.  
____ 12. I would see a psychologist if I were worried or upset for a long period of time. 
____ 13. Psychologists make people feel that they cannot deal with their problems 
____ 14. It is good to talk to someone like a psychologist because everything you say is 
confidential.  
____ 15. Talking about problems with a psychologist strikes me as a poor way to get rid of 
emotional conflicts.  
____ 16. Psychologists provide valuable advice because of their knowledge about human 
behavior.  
____ 17. It is difficult to talk about personal issues with highly educated people such as 
psychologists.  
____ 18. If I thought I needed psychological help, I would get this help no matter who knew I 
was receiving assistance. 
 
  
Information for researchers using the Beliefs About Psychological Services Scale (BAPS) 
  
 Scoring: 
The BAPS has 11 positively worded items and 7 negatively worded items. The negatively 
worded items need to be reverse scored before analyses. These are items: 5, 8, 10, 11, 13, 15, 
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and17. The BAPS has 3 factors: Intent, Stigma Tolerance, and Expertness. Scoring consists of 
adding up values for each item on a subscale and dividing by the number of items. Scores range 
from 1-6. Higher scores reflect a more positive view of psychologists and their services. That is, 
the higher the scores the greater the beliefs in the merits of psychological services due to 
psychologists’ expertness, the greater the tolerance for stigma, and the greater the willingness to 
seek help if in need. 
Intent: 
Items 1, 2, 3, 4, 6, and 12. 
Stigma Tolerance: 
Items 5, 8, 10, 11, 13, 15, 17, and 18. 
Expertness: 
Items 7, 9, 14, and 16.  
 
General Information: If using this scale in research please refer to and cite 
 Ægisdóttir, S. & Gerstein, L. H. (2009). Beliefs about psychological services: development and 
psychometric properties. Counselling Psychology Quarterly, 22, 197-219. 
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Appendix D: Barriers to Access to Care Evaluation (BACE-3) 
 

Instructions: Below you can see a list of things which can stop, delay or discourage people from 
getting professional care for a mental health problem, or continuing to get help. By professional 
care, we mean care from staff such as a GP (family doctor), member of a community mental 
health team (e.g. care coordinator, mental health nurse or mental health social worker), 
psychiatrist, counsellor, psychologist or psychotherapist.  
 
Have any of these issues ever stopped, delayed or discouraged you from getting, or continuing 
with, professional care for a mental health problem? 

 
Please choose one number on each row to indicate the answer that best 
suits you. For ‘not applicable’ please check the ‘not applicable’ box. 

Not at 
all 

A 
little 

Quite 
a lot 

A lot 

1. Being unsure where to go to get professional care.     
2. Wanting to solve the problem on my own.     
3. Concern that I might be seen as weak for having a mental health problem.     
4. Fear of being put in hospital against my will.     
5. Concern that it might harm my chances when applying for jobs. 
(Not Applicable) 

    

6. Problems with transport or travelling to appointments.     
7. Thinking the problem would get better by itself.     
8. Concern about what my family might think, say, do or feel.     
9. Feeling embarrassed or ashamed.     
10. Preferring to get alternative forms of care (e.g. traditional/religious healing 
or alternative/complimentary therapies) 

    

11. Not being able to afford the financial costs involved.     
12. Concern that I might be seen as ‘crazy’.     
13. Thinking that professional care probably would not help     
14. Concern that I might be seen as a bad parent.  
(Not Applicable) 

    

15. Professionals from my own ethnic or cultural group not being available.     
16. Being too unwell to ask for help.     
17. Concern that people I know might find out.     
18. Dislike of talking about my feelings, emotions or thoughts.     
19. Concern that people might not take me seriously if they found out I was 
having professional care. 

    

20. Concerns about the treatments available (e.g. medication side effects).     
21. Not wanting a mental health problem to be on my medical records.     
22. Having had previous bad experiences with professional care for mental 
health. 

    

23. Preferring to get help from family or friends.     
24. Concern that my children may been taken into care or that I may lose access 
or custody without my agreement. 
(Not Applicable) 

    

25. Thinking I did not have a problem.     
26. Concern about what my friends might think, say or do.     
27. Difficulty taking time off work.     
28. Concern about what people at work might think, say or do     
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(Not Applicable) 
29. Having problems with childcare while I receive professional care. 
(Not Applicable) 

    

30. Having no one who could help 
me get professional care 
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Appendix E: Health Beliefs about Mental Illness (HBMI)  

 
Perceived Barriers Subscale 

 Strongly 
Disagree 
(1) 

Somewhat 
Disagree 
(2) 

Neither 
Agree or 
Disagree 
(3) 

Somewhat 
Agree (4) 

Strongly 
Agree (5) 

1. Getting help for 
emotional/nervous problems is 
embarrassing. (I) 
 

     

2. Getting help for 
emotional/nervous problems would 
cost too much money. (E) 

 

     

3.Getting help for 
emotional/nervous problems would 
take too much time. (E) 

     

4. Health professionals would not 
understand someone like me if I 
went to them for emotional or 
nervous problems. (I) 

 

     

5. People would think differently 
about me if I were to get help for 
emotional or nervous problems. (I) 

 

     

 
 

Perceived Benefits Subscale 
 Strongly 

Disagree 
(1) 

Somewhat 
Disagree 
(2) 

Neither 
Agree or 
Disagree 
(3) 

Somewhat 
Agree (4) 

Strongly 
Agree (5) 

Getting help for emotional or 
nervous problems would prevent 
major problems with family and 
friends. 

     

Getting help for emotional or 
nervous problems would increase 
my ability to function at home and 
at work. 

     

Getting help for emotional or 
nervous problems would make me 
feel better about myself. 
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A burden would be lifted off me if I 
were to get help for emotional or 
nervous problems. 
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Appendix F: Revised Illness Perception Questionnaire (IPQ-R) 
 

Timeline acute/chronic subscale 
 
 Strongly 

Disagree 
(1) 

Somewhat 
Disagree 
(2) 

Neither 
Agree or 
Disagree 
(3) 

Somewhat 
Agree (4) 

Strongly 
Agree 
(5) 

My mental health concern will last a 
short time. 

     

My mental health concern is likely to be 
permanent rather than temporary. 

     

My mental health concern will last for a 
short time. 

     

This mental health concern will pass 
quickly. 

     

I expect to have this mental health 
concern for the rest of my life. 

     

My mental health concern will improve 
in time. 

     

 
 

Consequences Subscale 
 Strongly 

Disagree 
(1) 

Somewhat 
Disagree 
(2) 

Neither 
Agree or 
Disagree 
(3) 

Somewhat 
Agree (4) 

Strongly 
Agree 
(5) 

My mental health concern is a serious 
condition. 

     

My mental health concern has major 
consequences on my life. 

     

My mental health concern does not 
have much effect on my life. 

     

My mental health concern strongly 
affects the way others see me.  

     

My mental health concern has serious 
financial consequences. 

     

My mental health concern causes 
difficulties for those who are close to 
me.  
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Appendix G: New General Self-Efficacy Scale (NGSE) 

 

 (1) 
Strongly 
Disagree 

(2) 
Somewhat 
Disagree 

(3) 
Neither 

Agree nor 
Disagree 

(4) 
Somewhat 

Agree 

(5) 
Strongly 

Agree 

1. I will be able to achieve most 
of the goals that I have set for 
myself. 
 

     

2. When facing difficult tasks, I 
am certain that I will 
accomplish them. 
 

     

3. In general, I think that I can 
obtain outcomes that are 
important to me. 
 

     

4. I believe I can succeed at 
most any endeavor to which I 
set my mind. 
 

     

5. I will be able to successfully 
overcome many challenges. 
 

     

6. I am confident that I can 
perform effectively on many 
different tasks. 
 

     

7. Compared to other people, I 
can do most tasks very well. 

 

     

8. Even when things are tough, 
I can perform quite well. 
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Appendix H: Multidimensional Scale of Perceived Social Support (MSPSS) 
 
Instructions: We are interested in how you feel about the following statements. Read each 
statement carefully. Indicate how you feel about each statement. 

Circle the “1” if you Very Strongly Disagree 
Circle the “2” if you Strongly Disagree 
Circle the “3” if you Mildly Disagree 
Circle the “4” if you are Neutral 
Circle the “5” if you Mildly Agree 
Circle the “6” if you Strongly Agree 
Circle the “7” if you Very Strongly Agree 

 
1. There is a special person who is around when I am in need. 1    2    3    4    5    6    7    SO 
2. There is a special person with whom I can share my joys   1    2    3    4    5    6    7    SO 
    and sorrows. 
3. My family really tries to help me.      1    2    3    4    5    6    7  Fam 
4. I get the emotional help and support I need from my family.  1    2    3    4    5    6    7  Fam     
5. I have a special person who is a real source of comfort to me. 1    2    3    4    5    6    7    SO 
6. My friends really try to help me.      1    2    3    4    5    6    7    Fri 
 7. I can count on my friends when things go wrong.   1    2    3    4    5    6    7    Fri 
 8. I can talk about my problems with my family.    1    2    3    4    5    6    7  Fam 
 9. I have friends with whom I can share my joys and sorrows. 1    2    3    4    5    6    7    Fri 
10. There is a special person in my life who cares about my  1    2    3    4    5    6    7    SO 
      feelings. 
11. My family is willing to help me make decisions.   1    2    3    4    5    6    7  Fam 
12. I can talk about my problems with my friends.    1    2    3    4    5    6    7    Fri 
 
The items tended to divide into factor groups relating to the source of the social support, namely 
family (Fam), friends (Fri) or significant other (SO). 
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Appendix I: Validity Check Questions 
 

________ 1. Please leave this question blank. 
________ 2. Please continue to the next question. 
________ 3. Please type in today’s date. 
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Appendix J: P-P Plots 
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Appendix K: Q-Q Plots 
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Appendix L: Extended Literature Review 
 
  Much research exists pertaining to psychological help-seeking behaviors and intentions in 

the United States (Levinson & Ifrah, 2010; Vogel & Wester, 2003; Wendt & Shafer, 2015; 

Ægisdóttir & Gerstein, 2009), yet little research considers comprehensive models of 

psychological help-seeking behaviors and intentions in the United Kingdom (U.K.). While the 

United States (U.S.) and the U.K. share many cultural similarities, there are significant 

differences that impact mental health help-seeking of British individuals. As a result, 

psychological help-seeking research conducted within the U.S., though plentiful, is likely not 

generalizable to the U.K. Thus, an examination of psychological help-seeking intentions of 

British populations is much needed. The purpose of this research is to examine factors 

influencing psychological help-seeking within the U.K., more specifically the contribution social 

support, prior psychological help-seeking, self-efficacy, perceived severity, external barriers, 

internal barriers, and perceived benefits have on British persons psychological help seeking 

intentions.  

Healthcare in the United Kingdom  

  The National Health Service is a government-funded organization tasked with providing a 

wide array of health services to British individuals (The NHS Constitution, 2013). It began in 

1948 with the guiding principle that healthcare should be available to everyone, without 

consideration of their ability to pay. There are several organizations funded by the NHS, such as 

charities, private organizations, and hospitals. The majority of NHS services belong to either an 

NHS Trust, or an NHS Foundation Trust (NHS Constitution, 2016). Each trust can be in control 

of multiple service providers for a single area, and typically have a council of governors holding 

trusts accountable for the services provided. The NHS is funded through taxation of the 
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population, which is determined by individuals’ taxable income. Individuals making up to 

£11,850 are not taxed, whereas individuals making over £150,000 are taxed at 45 percent. A 

fixed budget is ascertained for services provided to the entire population. While this form of 

social healthcare comes with its own sorts of issues, the major advantage is that healthcare is 

available for all regardless of their ability to pay for such services. 

  The NHS functions as a complex system of commissioners (i.e. providers) who effectively 

buy services for their customers (i.e. individuals accessing medical services). All General 

Practitioner’s (GP) are required to ascertain membership in Clinical Commissioning Groups 

(CCG) who essentially ‘buy’ services for their local communities (NHS Constitution, 2016). 

Services that are commissioned include planned hospital care, rehabilitative services, emergency 

services, community maternity services, mental health care, and services for learning disabilities. 

While it is often more common to fund services at the population level, it is important to 

understand how this trickles down to the individual level. For example, a GP is considered a 

commissioner. As a commissioner, a GP essentially buys care for their patients anytime they 

make a referral to a secondary care source. Mental health services are considered a secondary 

care source, so must be commissioned in order to be funded.  

There are multiple layers that affect mental health services to individuals living in the 

UK, one of which is the overall health expenditure in the UK. According to the Office of 

National Statistics (ONS), in 2016 the UK, which encompasses the UK, Scotland, Northern 

Ireland, and Wales, spent approximately £179 billion on healthcare. This equates to 

approximately 9.9 percent of the Gross Domestic Product (GDP). For comparison, the United 

States of America spends approximately 16.6 percent of their GDP on healthcare per year. Of the 

£179 billion spent on healthcare in 2016, approximately 79.5 percent of this was funded through 



HELP-SEEKING IN THE UNITED 
KINGDOM   

99 

government revenue. Mental health concerns are the number one cause of disabilities in the UK, 

with annual costs estimated at £105 billion according to the Mental Health Taskforce to the NHS 

in the UK (2016). While mental health concerns account for 23 percent of total NHS services, 

reportedly only £11.4 billion was funded via the government for such resources in 2015/16. This 

suggests there is an underinvestment in mental health services, even though there is an increasing 

need for such resources.  

  Under the NHS, mental health services have traditionally focused on long-term 

hospitalization; however, beginning in 1999 there has been a switch to focus on community-

based treatments rather than long-term hospitalization (Royal College of Psychiatrists, 2011). 

The NHS Pathway dictates that, in order for an individual to receive secondary mental health 

care, the individual must first see their GP. Their GP can opt to either treat the mental health 

concern, refer the individual for psychiatric services, or make a referral to secondary care 

Community Mental Health Team (CMHT). All NHS services are free to the general public; 

however, according to Docherty and Thornicroft (2015) there has been a substantial reduction in 

access to mental health care services, primarily due to the recession of 2007 and less financial 

investment in the NHS. As such the waitlists for secondary care mental health services are often 

long, with individuals waiting up to one-year for NHS covered mental health services outside of 

the scope of their GP.   

Adult Mental Healthcare in the United Kingdom 

  According to McManus and colleagues (2016), one in six adults in the United Kingdom 

experience a common health concern. These common health concerns have been defined as 

Depression, Generalized Anxiety Disorder (GAD), Panic Disorder, Phobias, Obsessive 

Compulsive Disorder (OCD), and Common Mental Disorders (CMD) not otherwise specified. 
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This data is from the Adult Psychiatric Morbidity Survey that is given to UK residents once 

every 7 years. There has been a progressive increase in the number of working-age adults in the 

UK who experience symptoms consistent with common mental health concerns (Stansfeld et al., 

2016). In 1993, the rate of working-age adults in the UK experiencing a CMD was 14.1 percent. 

In 2014, this rate rose to between 17 and 18 percent of working-age adults.  While the UK is 

seeing an increase in the prevalence rate, it appears to be consistent across all age groups. This 

provides compelling evidence to suggest there is increasing need for research and resources 

geared toward mental health in the UK, specifically aimed at understanding the increase in 

mental health concerns, and the help-seeking intentions of those afflicted. Some research 

suggests that British women are more likely than British men to report a common mental health 

concern (McManus et al., 2016), but British men are three times more likely to die by suicide 

than women in the UK (Thorley, 2017). Women in the U.S. are reportedly more likely to engage 

in formal help-seeking behaviors when they are experiencing mental health concerns (Wendt & 

Shafer, 2016). While this data was not collected with a UK sample, given the similarity of 

gender differences related to mental health help-seeking between the U.S. and the UK, it is 

theoretically possible that researchers would see a similar trend in the UK. It is also important to 

consider how gender interacts with other demographic variables. Within the UK, women of color 

are disproportionately more at-risk for mental health concerns, likely due to oppression and 

discrimination faced as a result of marginalized identities. Additionally, those who belong to 

lower socioeconomic statuses or are currently unemployed are also more likely to experience 

mental health concerns within the UK (Stansfeld et al., 2016). 

  While mental health concerns appear to be rising across all age groups in the UK, 

individuals between the ages of eighteen and twenty-five have higher chances of developing 
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severe, chronic mental illnesses (RCPsych, 2011) compared to the general population. Given 

what is known about the onset of severe mental health concerns, such as schizophrenia, this 

makes sense and provides evidence for consideration of the mental health needs of young adults. 

Additionally, McManus and colleagues (2016) found that when comparing current 16-24 year- 

olds to previous generations of 16-24-year-old’s, the current generation of young adults are 

experiencing mental health concerns at a higher rate than prior generations. This suggests that 

mental health concerns are either increasing, or there is a lack of services available for the 

management or maintenance of concerns. Again, this provides some justification for the 

consideration of mental health needs of young adults.  

Gender differences amongst young adults also exist. British women aged 16-24 are more 

than three times more likely to experience a mental health condition compared to their male 

counterparts (Thorley, 2017). Additionally, Thorley reported women are more likely than men to 

engage in self-harming behaviors. Approximately 1 in 5 women aged 16-24 in the UK engage in 

self-harming behaviors, as opposed to 1 in 13 men. In addition to reported gender differences, 

individuals under the age of thirty are at the highest risk for death by suicide as compared to 

other age ranges in the UK. This could be due to increased mental health concerns reported in 

this age range. According to Thorley, young adults (age 16-24) report less positive mental health 

than other age ranges in the UK. There are many changes and adjustments throughout young 

adulthood, particularly the process of becoming independent from caregivers. Perhaps young 

adults experience higher levels of stress and mental health concerns due to these adjustments and 

changes. 

When considering the needs of young adults, it is also important to consider how their 

identity as a student may or may not impact their mental health. However, finding data on 
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student’s experiences of mental health is often limited at best. Most data come from students 

who have declared a known mental health condition (Thorley, 2017). This could consequently 

underestimate the prevalence of mental health concerns on university campuses, as not all 

students with mental health concerns are willing or able to disclose their concerns to university 

officials.  

Student Mental Health 

According to Thorley (2017), an increasing number of students across the UK are 

disclosing known mental health conditions to university officials. Between 2006 and 2016, there 

has been a fivefold increase in the number of individuals disclosing known mental health 

concerns. This could be due to a host of anti-stigma campaigns across the UK. In a study of 1129 

university students across the UK, conducted by Bewick and colleagues (2008), approximately 

29 percent of students met the CORE-10’s clinical criteria for psychological distress, with 8 

percent meeting the criteria for moderate-to-severe levels of distress. Additionally, according to a 

survey conducted by the National Union of Students (2013), 87 percent reported experiencing 

stress in the past year, with 70 percent noting feelings of low energy, and 66 percent reporting 

lowered mood or feeling unhappy in the past year. While each of these symptoms alone are not 

enough to warrant a mental health diagnosis, they certainly warrant additional exploration into 

the conditions of UK universities and students’ overall levels of well-being. When asked who 

students disclose their experiences of mental health distress to, 58 percent of the sample reported 

telling friends about their concerns, whereas only 10 percent told counseling services at the 

academic institution. While no conclusive reasons can be derived from this data, it provides 

compelling evidence to suggest there is a disconnect between experiencing mental health distress 

and communicating with available counseling services. As found in other age groups, female 



HELP-SEEKING IN THE UNITED 
KINGDOM   

103 

students are more likely to disclose a known mental health concern, suggesting they are more 

likely to seek support than their male counterparts (Thorley, 2017). Additional variables that 

impact individual’s willingness to disclose a mental health status include undergraduate versus 

graduate status, and fulltime versus part-time status.  

There is some compelling evidence to suggest that overall levels of well-being are 

declining amongst British university students (Neves and Hillman 2017; Cooke et al., 2006; 

Barr, Kinderman, & Whitehead, 2015; Roberts et al., 2014). In a survey conducted by Barr, 

Kinderman, and Whitehead (2015), male students show higher rates of well-being than women. 

Additionally, university students show lower levels of wellbeing across time than overall UK 

samples. In a survey conducted by Neves and Hillman (2017), a sample of 14,057 students 

across British universities were asked to complete a survey regarding their experiences and 

satisfaction with their academic institution. With regards to well-being, students were asked 

questions related to four constructs: life satisfaction, feeling of life being worthwhile, happiness, 

and low levels of anxiety. Results concluded that, in comparison to samples in 2015 and 2016, 

individuals’ scores on all four constructs decreased, with a decrease of approximately 2-3 percent 

between 2015 and 2016. Additionally, Neves and Hillman compared their 2017 student sample 

to the Office of National Statistic’s (2016) sample of the general UK population. They found that 

student’s report significantly lower scores on all four constructs as compared to the general 

British sample. In a study looking at the well-being of first-year university students in the UK, 

results indicate that individuals experience a significant decrease in well-being across the first 

semester (Cook et al., 2006). While overall levels of well-being continue to increase during the 

second semester, it appears that levels of well-being never return to the same levels reported 

prior to starting university. This suggests that adjustment to university, and the stressors that 
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come with university studies, likely detrimentally impact individuals’ overall levels of well-

being. Additionally, Cooke and colleagues found that those who were experiencing lower levels 

of well-being were less likely to engage in help-seeking. 

Possible contributors to mental health concerns 

  While contributors to mental health concerns within British universities has not been 

widely researched, some have suggested possible contributors that warrant future consideration 

(Thorley, 2017). Academic demands have been theorized to propagate mental health concerns 

amongst British university students. In a qualitative study interviewing college lecturers across 

four British universities, Rolfe (2002) found that students are likely experiencing increased 

demands in university settings due to the reduction in ‘maintenance grants’ and the introduction 

of loans and fees in British university settings. Additionally, Rolfe noted students appear to be 

less invested in the learning process (i.e. independent studies) and increasingly interested in the 

vocational aspects of their courses. This is possibly due to the increasing pressure to be 

successful in their vocation training to lead into a flourishing career, though there is some 

contention to the overall fluctuating level of investment of student in their degree. This 

contention stems primarily from the number of individuals receiving First degrees as compared 

to previous generations of students.  

In the UK, degree classifications are linked with occupational status post-graduation. 

Undergraduate students have the opportunity to earn one of four degrees. A First degree is the 

highest degree obtainable, followed by an Upper Second (2:1), Lower Second (2:2), and a Third 

degree. In the United States a First degree translates to an A, an Upper Second translates to a B, a 

Lower Second translates to a C, and a Third translates to a D. According to a summary by the 

Higher Education Statistics and Analysis (HESA), the percentage of students receiving first 
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degrees has risen between 2012/13 and 2016/17. According to HESA, in 2012/13, 18% of 

students received First degrees. In 2016/17, 26% of students received first degrees. While there 

is no conclusive answer regarding the reason for this increase in First degrees, it is possible that 

this could be a reflection of an increased pressure to be academically successful in order to 

ensure a successful career. Additional contributors to mental health concerns could include social 

pressures present at university, and financial pressures associated with attending university. 

Finally, a student’s year in their respective program of study may be a contributing factor to 

mental health concerns. Cooke and colleagues’ (2006) research suggest that students experience 

a significant decrease in well-being in their first term, or semester, of their first year at 

University. This could be due to adjustment concerns, such as adjusting to living away from their 

parents, adjusting to increased academic expectations, and adjusting to new routines.  

With the potential contributors to mental health concerns identified, it is important to 

consider what some potential barriers to mental health services may be. First, long wait times for 

psychotherapy could act as a significant barrier to seeking mental health services (Thorley, 

2017). Additionally, the cost of services associated with private services could be an additional 

barrier. In a study conducted by the British Medical Association (BMA) (2018), year-long waits 

for Dialectical Behavior Therapy (DBT), Cognitive Behavioral Therapy (CBT), Family Therapy, 

and Dynamic Psychotherapy were present in two thirds of the Clinical Commissioning Groups 

(CCG) surveyed. Alarmingly, of the 47 CCG’s to respond to the BMA’s survey request, 22 

CCG’s failed to keep records of wait times for therapy services. This is problematic for many 

reasons, particularly because of the problem it presents for estimating wait times. If someone 

decides that the NHS waitlist is too long, they may then be faced with the cost barrier associated 

with seeking services through private resources.  Either way, across the UK, access to necessary 
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talk therapies can be limited and result in wait times of over one-year. Given that much of the 

services offered to British University students is funneled through the NHS, these wait times 

likely impact the mental health of students. 

An additional barrier to mental health services for students includes continuity of care 

between NHS providers. As discussed previously, NHS services are managed by local trusts. If a 

student goes to university in a trust different from their home trust, it is necessary for them to 

establish care within the trust for their university community. In the instance of mental health 

services, this requires finding a primary care physician to make the referral to appropriate mental 

health providers. Given the possible wait times above, having to restart this process upon 

beginning university can be problematic, as it could lead to a lapse in care. Additionally, if a 

student goes home for breaks from school (i.e. summer) their status on a waitlist in one trust does 

not transfer to another trust. As such, the client would have to reinitiate the process in their 

‘home’ trust in order to seek services. This concern related to continuity of care could likely 

impact their abilities and/ or willingness to seek mental health services.  

A final barrier to mental health services worth noting is the fear of being stigmatized 

(RCPsych, 2011). While stigma as a barrier to help-seeking behaviors has sparsely been 

empirically researched in the UK, it has been extensively studied in college students in the U.S. 

Ben-Zeev and colleagues (2012) defined three types of stigma important for considerations as 

barriers to mental health services. Public stigma is described as the phenomenon of endorsement 

of stereotypes about a stigmatized group by larger social groups. Self-stigma is described as the 

internalization of public stigma that results in a loss of self-esteem and self-efficacy. Label 

avoidance is described as individuals refusing to seek mental health services as a means to avoid 

the types of stigma discussed above. In a study across 13 universities in the U.S. with a sample 
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of 5,555 students, self-stigma was negatively associated with help-seeking behaviors (Eisenberg, 

Downs, & Golberstein, 2009). Eisenberg and colleagues defined help-seeking behaviors as 

receiving psychotropic medications or receiving therapeutic services in the past twelve months. 

Additional studies have found research to support the notion that perceived public stigma, and 

self-stigma are negatively related to seeking mental health services (Jennings et al., 2015).  

Consequences to Mental Health Concerns 

  Mental health concerns in university lead to detrimental effects and potentially harmful 

consequences for students. While there has been little empirical research supporting the specific 

impacts of mental health concerns for students, Thorley (2017) reported on several possible 

consequences. First, students experiencing mental health concerns are more likely to experience 

academic failure than students who are not experiencing mental health concerns. Next, 

individuals struggling with mental health concerns may be at a higher risk of dropping out of 

university compared to the general population of university students. According to the Higher 

Education Statistics Agency (HESA) 2017 report, in the 2016/2017 academic year 1,180 

university students across the UK who were experiencing self-reported mental health concerns 

dropped out of university. This is an increase of approximately 210 percent when compared to 

the 2009/2010 academic year. There may also be potential ramifications for future career 

options. For example, students who experience some level of academic failure may then face less 

job opportunities once their degree is complete. Additionally, students with mental health 

concerns may suffer from reputational damage.  

  One final consequence related to mental health concerns is suicidality and death by suicide. 

There has been an increase in suicidality across the UK (Barr, Kinderman, & Whitehead, 2015). 

According to the Office of National Statistics, the number of deaths by suicide in university 
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students across the UK and Wales has increased (ONS, 2016b). In 2015, there were 134 deaths 

by suicide reported across higher educations in the UK and Wales. This rose from 75 deaths by 

suicide reported in 2007. This is a 79% increase, with approximately 4.7 out of every 100,000 

students dying by suicide in 2017. Death by suicide is often linked to mental health concerns 

(Thorley, 2017; Windfuhr & Kapur, 2011), and men are more than three times as likely to die by 

suicide (ONS, 2016a). According to the National Confidential Inquiry into Suicide and Safety in 

Mental Health [NCISH] (2015), a study conducted by the University of Manchester that has 

conducted in-depth interviews regarding all suicides in the UK since 1996, less than 25 percent 

of individuals across the UK who died by suicide were in contact with mental health 

professionals. This underutilization of services at such a crucial moment is alarming. Many 

institutions have been affected by student suicides; however, one notable institution is the 

University of Bristol. Between 2016-2018, during an 18-month period, the University of Bristol 

incurred 10 student deaths by suicide. This has been termed a ‘crisis’ by many students, faculty, 

and staff across the UK, and has likely contributed to an increased focus on mental health across 

universities. Research suggests that an increase in mental health services is associated with a 

reduction in suicide (While et al., 2012), so it is important to consider mental health services, 

particularly as they relate to the increasing problem of suicidality across universities. Several 

recommendations were given to aid in the prevention of suicide amongst students ages 18 to 21in 

a report conducted by NCISH (2018). These recommendations include the promotion of mental 

health services across campus, and the availability of mental health services during times of risk, 

including exam times.  

Psychological Help-seeking  
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  Even with a large body of literature regarding psychological help-seeking, the concept is 

complex and defined in a variety of ways. For the purpose of this study, psychological help-

seeking is defined as “any action or activity carried out by an [individual] who perceives 

herself/himself as needing personal, psychological, affective assistance or health or social 

services, with the purpose of meeting this need in a positive way.” (WHO, 2007). Given this 

definition, help-seeking can include formal services, such as counseling, or informal sources, 

such as social support. Help-seeking literature in the UK is limited at best, yet there appears to be 

a clear need for such research given the consequences of mental health concerns. While there is a 

breadth of literature regarding psychological help-seeking in the U.S. (Vogel & Wester, 2003; 

Wendt & Shafer, 2015), very few studies have used a guiding theory or principle (Henshaw & 

Freedman-Doan, 2000). This is problematic, as the means of studying help-seeking behaviors is 

unstandardized. As such, it is difficult to build onto existing research to create one cohesive 

understanding of help-seeking. Consequently, one of the primary aims of this study will be to use 

a model to study mental health help-seeking, one that can be standardized and replicated in 

future studies.  

There are several variables that impact individuals’ willingness to seek help for mental 

health concerns. Within a variety of cultures, women express more willingness to seek mental 

health services than men (Levinson & Ifrah, 2010; Vogel & Wester, 2003; Wendt & Shafer, 

2015; Ægisdótti & Gerstein 2009), possibly a reflection of cultural values of gender norms and 

expectations. Vogel and Wester, one example of researchers who assessed prior help-seeking and 

who studied a U.S. sample, found that individuals who have received past treatment are more 

likely to engage in help-seeking behaviors. This suggests that past positive experiences with 

counseling may significantly predict future help-seeking behaviors. Ægisdóttir and Gerstein 
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(2009) have also researched mental health help-seeking in U.S. populations. Specifically, they 

conducted a study to develop a scale for measuring individual’s attitudes toward seeking mental 

health services. They found that intent, stigma tolerance, and belief about the expertness of 

mental health provides were all significant predictors of willingness to engage psychological 

help-seeking in U.S. populations. However, across the UK there still seems to be a significant 

gap in the number of individuals who prefer to seek mental health services if they are feeling 

distressed. Walters, Buszevicz, Weich, and King (2008) conducted a study on 1383 UK residents 

in London. They used the General Health Questionnaire (GHQ-10) to assess psychological 

distress and asked 2 questions related to preferences. First, they asked whether individuals would 

prefer help when they are feeling stressed, worried, or low. Next, they were asked to state up to 

three preferred sources of support, which could include professional or alternative sources of 

support. Walters and colleagues found that only 47 percent of individuals reported a preference 

to seek help from a variety of professional (i.e. general practitioner or therapist) and alternative 

sources (i.e. friend, family, or religious supports) if they were feeling worried, stressed, or low. 

This is compared to the 41% who stated they would prefer to ‘deal with it on their own,’ and 

13% who remained unsure of how they would like to proceed if they were feeling worried, 

stressed, or low. While there was little explanation given for the reason behind these preferences 

for seeking help, it serves as a means to understand the climate in the UK surrounding seeking 

help for mental health concerns. Walters and colleagues reported that individuals experiencing 

mild-to-moderate levels of distress (i.e. feeling worried, stressed, or low) were more likely to 

prefer informal sources of support, such as talking to a friend as compared to formal sources of 

support. They were also less likely to consider pharmacological interventions as a treatment 

method for distress as compared to individuals experiencing low levels of low levels of distress.  
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As stated above, help-seeking literature in the UK is sparse at best. In a systematic review 

of 19 studies stemming from a variety of European nations, including England, France, and 

Spain, several themes regarding mental health help-seeking were found (Gulliver, Griffiths, & 

Christensen, 2010). They found that stigma, perceived barriers, and positive past experiences 

were predictors of psychological help-seeking behaviors in the studies reviewed. Given the lack 

of research in the UK on predictors of help-seeking behaviors, it is important to find an 

appropriate theory or model to guide the study of help-seeking intentions. Prior studies have used 

several models to study help-seeking intentions, including the Health Beliefs Model (HBM), The 

Theory of Planned Behavior, and the Reasoned Action Model (RAM). While the Theory of 

Planned Behavior and the Reasoned Action model have evidence for their efficacy in predicting 

psychological help-seeking, they consist of fewer constructs and do not take. Additionally, the 

HBM has never been used to predict psychological help-seeking in the UK and has been found 

efficacious in both U.S. populations (Carpenter, 2010; Kim & Kane, 2015), and Australian 

populations (O’Connor et al., 2014). Given its applicability in other Western cultures, the HBM 

could be used to significantly account for the variance in psychological help-seeking intentions 

in the UK.  

Theory of Planned Behavior 

There have been a vast number of correlational studies regarding health-related behaviors 

conducted since TPB’s. In a systematic review looking at 237 studies, McEachan, Conner, 

Taylor, and Lawton (2011) found that TPB accounted for approximately 19.3 percent of the 

variance in health-related behaviors, even though several authors have found TPB constructs to 

account for greater variance in health-related behaviors. The use of TPB, however, has been 

criticized. First, there are concerns related to the validity of the TPB, particularly with its 
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sufficiency hypothesis which states that TPB mediates all external influences on behavior. 

Additionally, TPB provides limited information regarding the prediction of behavior. As such, it 

is less action-oriented and is often not helpful in creating interventions (Sniehotta, Presseau, & 

Araujo-Soares, 2014). Given the nature of the present study, and the hope that results will be 

used to effect change in interventions designed to increase psychological help seeking intentions 

in the U.K., an alternative theoretical model to TPB is needed, one that can guide interventions. 

Sniehetta and colleagues suggested using theories that consider temporal dynamics, consider the 

benefits and costs of behaviors, use dual-process models, and/or theories that recognize that 

behavior is formed by several different processes. 

Health Belief Model (Rosenstock) 

  The Health Belief Model (HBM) was created in the 1950’s to understand the help-seeking 

behaviors of individuals as they relate to disease prevention strategies (Henshaw & Freedman-

Doan, 2009). It is a socio-cognitive approach to studying help-seeking behaviors that is grounded 

in learning theories. Additionally, HBM has been described as a value-expectancy model, 

ascertaining that individual’s expectations and values are integral to the process of understanding 

behaviors (Wong et al., 2012). The HBM has been expanded over time. Initially, there were five 

variables hypothesized to be of importance to predicting health behaviors, with four main 

variables studied: perceived susceptibility to a given health condition, perceived severity to a 

given health condition, perceived benefits of engaging in help-seeking behaviors, and perceived 

barriers to engaging in help-seeking behaviors (Rosenstock, 1974). According to Henshaw and 

Freedman-Doan, perceived susceptibility refers to the degree to which an individual sees 

themselves as susceptible to a certain health condition, perceived severity refers to the degree to 

which an individual infers serious consequences for certain health conditions, perceived benefits 
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refers to the degree to which an individual believes that health-related behaviors will be 

beneficial to symptom reduction, and perceived barriers refers to the degree to which individuals 

perceive barriers to taking health-related actions. It should be noted that perceived barriers can 

further be broken down into internal barriers and external barriers (O’Connor et al., 2014). With 

this notion, internal barriers refer to psychological barriers to health-related actions, and external 

barriers are barriers to taking health-related actions that are rooted in the environment. Greene 

(2018) found that their perceived barriers scale loaded on two factors, lending evidence to the 

notion that perceived barriers can be broken down into both internal and external barriers. The 

fifth original variable is cues to action, though it has rarely been studied in combination with the 

other HBM variables. Cues to action are “reminders” of the potential severity or threat of certain 

health conditions. As evidenced above, the HBM addresses several of the criticisms of the TPB, 

such as the fact that it is a dual-process model in that it includes more processes that impact 

behavioral intentions, and considers external variables that also impact intentions. Thus, the 

HBM is the guiding model for the present study. 

In addition to the original five variables, Rosenstock (1974) also considered how 

demographic variables influence health-related help-seeking behaviors. For example, race, age, 

and socioeconomic status were all hypothesized to influence the four main variables. These 

demographic variables are by no means exhaustive, and other potential demographic variables 

could be of importance within the UK. For example, gender differences are seen within 

psychological help-seeking behaviors in the UK (Thorley, 2017; Doherty and Kartalova-

O’Doherty, 2017). As such, gender could moderate the likelihood of individuals engaging in 

health-related behaviors. While not a demographic variable, positive past experiences with 

mental health services has also been found to predict help-seeking behaviors related to seeking 
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mental health services (Gulliver, Griffiths, & Christensen, 2010; Vogel & Wester, 2003). As 

such, this could be an additional categorical variable of interest embedded within the HBM.  

Overall, there is compelling evidence to suggest the HBM is a good predictor of help-

seeking behaviors. Carpenter (2010) conducted a meta-analysis looking at studies using the 

HBM to predict a variety of health-related help-seeking behaviors. Carpenter found that 

perceived benefits (r=.13) and perceived barriers (r=.21) were the most significant predictors of 

help-seeking intentions and accounted for the most variance in the help-seeking behaviors 

studied. Perceived severity was found to be an average predictor of help-seeking behaviors 

(r=.08), and susceptibility was a poor predictor accounting for little-to-no variance. O’Connor 

and colleagues (2014) conducted a study using the HBM variables to predict students’ intentions 

to seek professional help for mental health concerns. The participants studied were Australian 

university students, who were in a first-year psychology course. Their results suggest that the 

HBM model accounted for approximately 51 percent of the variance in help-seeking intentions; 

however, they found that perceived susceptibility to mental health concerns was not a significant 

predictor. When they added perceived benefits and general health motivations as moderator 

variables for perceived susceptibility, the model accounted for an additional 7 and 16 percent of 

the variance in psychological help-seeking behaviors. Kim and Zane (2015) conducted a 

comparison study on HBM’s ability to assess psychological help-seeking intentions of Asian 

Americans and White Americans. They found the HBM factors were significantly able to assess 

psychological help-seeking intentions, suggesting it may be possible to apply this model across 

sub-cultures within the United States. They concluded that help-seeking intentions were lower 

among Asian American participants, and that Asian Americans perceived more barriers than 

White Americans did. While no research studies have been conducted using the HBM in the UK, 
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this provides some preliminary rationale to its application in a different cultural group. Kim and 

Zane also found that, while there were differences in psychological help-seeking intentions 

between White Americans and Asian Americans, perceived severity, perceived benefits, and 

perceived barriers all significantly influenced help-seeking intentions across both subgroups. 

This confirms prior research suggesting that these variables hold more predictive power than 

perceived susceptibility in predicting psychological help-seeking intentions. 

Since the invention of the HBM, additional variables have been suggested to enhance the 

HBM’s predictive value. Self-efficacy has been hypothesized as a variable of interest in 

predicting psychological help-seeking intentions. Perceived self-efficacy refers to the degree to 

which one has confidence in their abilities, as well as their capacity to change through the use of 

therapy (Rosenstock et al., 1990). As discussed, O’Connor and colleagues (2014) conducted a 

study investigating HBM variables abilities to predict help-seeking intentions amongst 

Australian university students. In addition to the original HBM variables, they included general 

self-efficacy, social support, extraversion, and mental health literacy to predict help-seeking 

intentions. They found that their overall model was significant, with good fit indices. Social 

support and extraversion were positively correlated with psychological help-seeking intentions, 

suggesting that as social supports increase so does one’s intention to engage in psychological 

help-seeking. This lends support to the addition of additional variables to the original five HBM 

factors. Orji, Vassileva, and Mandryk (2012) recognized the limitations of the original HBM 

model, so also sought to understand how the inclusion of additional variables would influence 

the predictive power of the model. They were interested in predicting healthy eating behaviors, 

and included self-identity, perceived importance, future consequences, and concern for 

appearance as additional variables. They found that the addition of these variables significantly 
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increased the amount of variance explained by the model. When only original variables were 

included, the model accounted for 41 percent of variance in healthy eating behaviors. When the 

additional variables were included, the model accounted for 78 percent of the variance in healthy 

eating behaviors. This provides substantial evidence that the inclusion of additional variables to 

the HBM model, such as social support and self-efficacy, can better capture the health-related 

behaviors of individuals.  

Perceived Barriers 

  In the UK, there has been “chronic, long-term underinvestment in mental health services.” 

Mental health accounts for approximately 23 percent of the needed services in the NHS, but 

spending on secondary mental health services is equivalent to just one-half that proportion (NHS, 

2016a). This suggests that lack of readily available resources (i.e. funding, number of staff, 

locations, etc.), due to a variety of factors (i.e. time, transportation, stigma), could be acting as a 

barrier to individuals seeking services or contemplating seeking services. Sharpe and colleagues 

(2016) conducted a qualitative study in British primary and secondary schools. They found that 

staff members reported access to mental health services as the biggest barrier to students seeking 

mental health supports. They noted there are typically resources available at schools, but they are 

often over-burdened and under-resourced. According to a mass survey of 1442 students in 

Higher Education across Europe, only 28 percent of those experiencing mental health concerns 

were aware of the options available to them at universities at the time of admissions (ECU, 

2017). This suggests that a lack of knowledge regarding services could act as a perceived barrier 

to receiving necessary treatments.  

In a qualitative study looking at the application of HBM to African American women, 

Waite and Killian (2008) found that perceived barriers may present in the following ways: 
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distrust of healthcare providers, a denial of health-related concerns, possession of limited 

knowledge regarding the etiology of health concerns, as well as a lack of finances to engage in 

mental health services. These may be important to consider when looking at perceived barriers in 

British populations, particularly given the cultural norms of the U.K., which includes denial of 

health-related concerns and a preference to handle concerns by themselves. Additionally, Kim 

and Zane (2015) found that perceived barriers (i.e. internalized stigma) partially accounted for 

help-seeking intentions in Asian American and White American participants. As such, this 

variable is likely worth additional consideration for the prediction of psychological help-seeking 

intentions. In addition to the abovementioned perceived barriers, stigma is also considered an 

important barrier for consideration. It has been found predictive of help-seeking intentions in the 

UK (Clement, Schauman, Graham, & Maggioni, 2014; Stickney et al., 2012), and also in the 

United States (Golberstein, Eisenberg, & Gollust, 2008).  

Perceived Benefits 

  Attitudes and general perceived benefits of therapeutic services have found to be 

significant predictors of mental health help-seeking. Waite and Killian (2008) found that 

perceived benefits, measured through a qualitative interview assessing the advantages of 

psychological treatment, were negatively correlated with participants’ perceived severity of their 

depression. They also found that perceived benefits were significant predictors in formal 

psychological help-seeking intentions. Kim and Zane (2015) used the Treatment Goals Measure 

(TGM) to assess the perceived benefits of therapy (i.e. credibility of therapy, and importance of 

therapy) found that perceived benefits of psychological help-seeking were significant predictors 

in both Asian American and White Americans. O’Connor and colleagues (2014) also found 
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perceived benefits to be a direct predictor of help-seeking behaviors, finding that independently 

it accounted for 5 percent of the variance in help-seeking intentions.  

  Within the UK, more research is readily available on attitudes than perceived benefits; 

however, this author argues perceived benefits can likely be subsumed under attitudes. 

According to The National Survey (2009), positive attitudes across the UK appear to be 

increasing, yet there is still a significant number of individuals who reported an unwillingness to 

suggest mental-health help-seeking to a friend. This suggests that negative attitudes toward help-

seeking may continue to be pervasive within the general population of the UK. Hamid and 

Furnham (2013) conducted a study on Arab individuals living in the UK. They found that Arab 

individuals showed significantly fewer positive attitudes toward mental health help-seeking than 

British Caucasians. They noted that shame-focused attitudes, or shame regarding mental health 

concerns, were not significantly different to those held by British Caucasians, suggesting some 

consistency in shame-related attitudes held in the respective groups. Attitudes toward mental 

health help-seeking may differ based on demographic factors, such as race/ethnicity and gender. 

As such, race/ethnicity and gender must be considered in studies attempting to understand help-

seeking behaviors in a variety of cultural contexts. In a study conducted on a representative 

sample of 1751 British individuals, it was found that knowledge of mental health, attitudes 

toward community care for mental health concerns, and age were associated with willingness to 

seek in psychological help-seeking in the UK (Rusch, Evans-Lacko, Henderson, and Thornicroft, 

2011). Those with more positive attitudes toward mental health services were more likely to 

indicate a willingness to seek help for mental health concerns. 

Perceived Susceptibility 



HELP-SEEKING IN THE UNITED 
KINGDOM   

119 

There has been conflicting evidence regarding the utility of perceived susceptibility as a 

predictor of psychological help-seeking intentions. As with overall research pertaining to the 

HBM model in UK, there was little-to-no research indicating the use of perceive susceptibility as 

a predictor variable for psychological help-seeking in the UK. As such, this author had to rely on 

research from other Western countries, primarily Australia and the United States. Several authors 

have concluded that perceived susceptibility to a health-related concern is not a significant 

predictor of health-related help-seeking intentions (O’Connor et al., 2014; Carpenter, 2010). 

O’Connor and colleagues found that when the inclusion of perceived susceptibility was 

moderated by perceived benefits and general health motivation, it was significantly positively 

associated with psychological help-seeking intentions. Waite and Killian (2018) found that even 

though the vast majority of participants endorsed symptoms consistent with a diagnosis of 

depression, very few individuals endorsed any perception of susceptibility to depression. This 

indicates that perhaps perceived susceptibility is subjective at best, and may not reflect actual 

experience of mental health concerns. The findings certainly question the use of such a variable, 

particularly if it does not significantly add to the overall HBM’s predictive power.  

Conclusion 

  Given the rising psychological concerns in the United Kingdom, including a rise in 

suicidality, more research needs to be conducted in order to fill-in the research gap pertaining to 

willingness to engage in psychological help-seeking. It is clear that there are rising trends in 

psychological concerns in the U.K., couple with less willingness to seek professional services, 

yet little research addresses why individuals may or may not express a willingness to seek 

services. Additionally, given the implications for university students suffering from 

psychological concerns, it is incredibly important to assess the possible contributing factors to 
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willingness to seek psychological services. Given the emerging research suggesting the HBM as 

a viable model for psychological help-seeking intentions, future research should focus on an 

application of the HBM model, in combination with prior psychological help-seeking, social 

support, and self-efficacy, in order to assess the psychological help-seeking 

intentions/willingness of U.K. university students. It is predicted that the HBM variables will 

contribute to a significant model of psychological help-seeking amongst British university 

students.  
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