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■ Abstract Background Research on lay public’s atti-
tudes toward the treatment of mental disorders is re-
ceiving increasing scientific attention. Most of the sur-
veys on lay public attitudes have used rating approaches.
However, in daily life, people are forced to make deci-
sions. Therefore, we used a ranking approach to eluci-
date preferences of the lay public, aiming to reflect the
real life decision-making process. Objective We investi-
gated preferences of the lay public regarding sources of
help and treatment options in case of mental disorder.
Methods In the spring of 2001, a representative survey
was carried out in Germany (n = 5015). A personal fully
structured interview was conducted which started with
the presentation of a vignette depicting someone with
either schizophrenia or major depression. Respondents
were asked to make first and second choices regarding
the recommendation of source of help and treatment.
Furthermore, socio-demographic characteristics and
illness behaviour as possible determinants were as-
sessed and analysed using logistic regression. Results
Even though most of the people advise professional
help, especially from mental health professionals, a large
gap remains between evidence-based treatment strate-
gies and public opinion. Psychotherapy is by far the
most favoured treatment. In contrast, psychotropic drug
treatment was only suggested by the minority for first-
choice treatment. Certain beliefs concerning illness and
socio-demographic characteristics are associated with
specific recommendations regarding source of help and
treatment. Conclusion The consequences are twofold.
First, as mental health professionals are dealing with
non-compliance especially to psychotropic drugs, they

have to realise that basic beliefs and expectations may
play a more prominent role than has been previously as-
sumed. Consequently, they have to put far more effort
into what is called psychoeducation. Secondly, public
knowledge about mental disorders and their treatment
strategies has to be enhanced by working with the mass
media and looking for other tailored interventions.

■ Key words mental illness – public opinion survey –
help-seeking – treatment – lay recommendations –
depression – schizophrenia

Introduction

Research on lay public’s attitudes toward the treatment
of mental disorders is receiving increasing scientific at-
tention. Attitudes and belief systems, transmitted by
family, kinship and friendship networks, influence the
manner in which an individual defines and acts upon
symptoms and life crises. Ajzen’s theory of planned be-
haviour may serve as the theoretical background to de-
termine how attitudes and beliefs function in the help-
seeking process (Ajzen 1991). The theory postulates that
behaviour is a function of salient beliefs, relevant to the
behaviour in question. Salient beliefs are the an-
tecedents of attitudes, subjective norms and perceived
behavioural control. These are conceptually indepen-
dent determinants of intention, which may result in
concrete action. Subjective norms are composed of nor-
mative expectations and the motivation to comply with
these expectations. Normative expectations of patients
are oriented to the ideas currently prevalent in society.
According to this assumption, attitudes of the lay pub-
lic should play a central part in the patient’s decision-
making process in the event of experiencing mental dis-
tress.

Most of the surveys inquiring about lay public’s opin-
ion regarding sources of help and treatment options in
case of mental disorder used rating approaches (Anger-
meyer and Matschinger 1996; Angermeyer et al. 1999;
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Jorm et al. 1997, 2000; Lauber et al. 2001), i. e. after pre-
senting a vignette depicting a person with mental ill-
ness, individuals were asked to rate, for example, a cata-
logue of sources of help as helpful or harmful. In the
analysis, all proposals were included as equally impor-
tant. As currently stated by Lauber et al. (2001), this ap-
proach includes a major drawback: nothing is known
about the priorities and decisions regarding treatment
of mental disorders and,therefore,about the preferences
of the lay public. However, in daily life, people are forced
to act. This definitely involves decision-making (Ingle-
hardt 1998). Therefore, priority-setting is regarded as a
more subtle reflection of reality.

In line with this notion, we want to know what
sources of help and treatment options Germany’s lay
public prefers in case of mental disorder. What are the
priorities in terms of first and second choices regarding
help-seeking and treatment recommendations? Have
help-seeking preferences changed over the last years?
Are there specific illness beliefs and socio-demographic
characteristics which are associated with certain prefer-
ences held by the lay public?

Subjects and methods

■ Sample

During May and June of 2001, a representative survey was conducted
in Germany, involving persons of German nationality aged 18 years
and older, living in private households. The sample was drawn using
a three-stage random sampling procedure with sample points (elec-
toral wards) at the first stage, households at the second, and individ-
uals within the target household at the third. Target households
within the sample points were determined according to the random
route procedure (i. e. a household was selected randomly as a starting
point from where a set route through the area was followed). Target
persons were selected according to random digits. Informed consent
was considered to have been given when individuals agreed to com-
plete the interview. In total, 5025 interviews were conducted, reflect-
ing a response rate of 65.1 %. As shown in Table 1, the sample is rep-
resentative of the whole German population aged 18 years and older
regarding major socio-demographic characteristics. The field work
was carried out by USUMA (Berlin).

■ Interview

A fully structured face-to-face interview was carried out which began
with the representation of a vignette describing a diagnostically un-
labelled psychiatric case history. The case history depicted a person
suffering from either schizophrenia or major depressive disorder
according to DSM-III-R criteria (vignette descriptions published in
Dietrich et al. 2004). Before being included in the survey, the texts of
the vignettes had been presented to five psychiatrists or psychologists
for the purpose of a blind diagnostic allocation. For each of the two
disorders, all experts were able to provide the correct diagnosis based
on the case histories described in the vignettes.

Following the presentation of the vignette, respondents were
asked to label the problem. Their answers were noted down by the in-
terviewer. To inquire about help-seeking, a catalogue of sources of
help (confidant, psychiatrist, psychotherapist, family physician, self-
help group, priest, community nurse/district or community public
health department, non-medical practitioner, cure at a spa) was of-
fered, and interviewees were asked about the first choice of help, forc-
ing them to select one of the sources given. Options were always pre-

sented in the same order.Afterwards,respondents were asked to make
a second-choice decision just in case utilisation of the first recom-
mended source of help did not succeed. This was followed by an as-
sessment of preferred treatment options. Again, a catalogue of treat-
ment options (psychotherapy, natural remedies, acupuncture,
relaxation, psychotropic drugs, meditation/yoga, ECT) was offered,
and interviewees were asked about the first choice of treatment, forc-
ing them to select one of the sources given. Afterwards, respondents
were asked to make a second-choice decision just in case utilisation
of the first recommended treatment option did not succeed. Aiming
to gather information on beliefs with regard to the aetiology of men-
tal distress, a catalogue of possible causes had been compiled that in-
cluded the most important explanations given for the development of
mental disorders as well as those offered by the lay public (brain dis-
ease, heredity, life events, stress at work/unemployment, broken
home, lack of parental affection, lack of will power, immoral lifestyle).
Using a five-point Likert scale ranging from “definitely not a cause” to
“definitely a cause”, respondents could indicate how significant they
considered each factor to be.With regard to the prognosis for the dis-
order described, we suggested five different possibilities: complete
cure, complete remission with risk of a relapse, partial remission,
chronic stable state, and chronic progressive deterioration. Inter-
viewees were asked to choose one of these categories to indicate their
assessment of the prognosis under optimal treatment.Detailed socio-
demographic data were collected at the end of the interview.

■ Analysis

The ranking tasks to select first and second choices of help and treat-
ment method were analysed descriptively. To investigate possible de-
terminants of the source of help and treatment recommendation, a

Table 1 Socio-demographic characteristics of the sample and the total popula-
tion

Survey Total population1

2001 2000
% %

Gender
Male 43.8 48.3
Female 56.2 51.7

Age in years
18–25 11.8 9.8
26–45 38.7 37.8
46–60 24.1 23.3
61+ 25.4 29.1

Educational attainment
Pupil 0.32 0.23

No school completed 3.82 2.13

Hauptschule (9 years of school completed) 45.22 49.13

Realschule/POS (10 years of school 32.52 27.53

completed)
Fachhochschulreife/Abitur (technical 18.12 21.13

college of higher education/A-levels)

Marital status
Married 55.2 56.5
Divorced 8.9 7.5
Widowed 11.0 9.2
Single 24.8 26.8

1 Data from the Federal Statistical Office (12/2001) for the population of the whole
of Germany aged 18 years and older; 2 For comparison: the data for the population
aged 20 years and older from the survey; 3 Data from the Federal Statistical Office
for the population aged 20 years and older. There was no information available for
persons aged 18–20 years
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logistic regression analysis was carried out for: (1) the most fre-
quently chosen sources of help, and (2) the most frequently given
treatment recommendations applying and a set of explanatory vari-
ables (gender, age, diagnosis of the mental disorder depicted in the
vignette, problem definition, perceived causes, and prognosis of the
mental disorder). The responses to the open question concerning
problem definition were noted down verbatim by the interviewers to
be coded later using a coding system developed in a prior study
which showed a satisfactory reliability (Angermeyer et al. 1999). The
logistic regression models were derived at by using STATA software
package.

In 1993, a survey was conducted using the ranking approach, but
covering the new German Länder only (Angermeyer et al. 1999). To
explore time trends in help-seeking preferences (first choice), we
compared the 1993 survey directly with the current survey data,
which were analysed separately for the new German Länder.

Results

■ Preferences in help-seeking

The majority of interviewees recommended turning to
a health professional, mainly to mental health profes-
sionals. Table 2 summarises the most frequently men-
tioned first choices and the corresponding second
choices regarding depression and schizophrenia. Faced
with the symptom description of schizophrenia, more
than three-fourths (76.7 %) advised that patients should

see a health professional as the first choice. Interviewees
clearly endorsed seeing a psychiatrist (34.6 %), followed
by psychotherapist (24.7 %) and, to a lower degree, the
family physician (17.4 %). Almost half of those inter-
viewees who recommended turning to a psychiatrist as
the first choice considered the psychotherapist as the
second choice (47.9 %). In case of depression, the inter-
viewees had far more disparate views on who should
provide help. However, the majority, almost two-thirds,
recommended turning to a health professional first.Psy-
chotherapists (22.4 %), psychiatrists (21.2 %) and family
physicians (20.1 %) were mentioned by roughly the
same proportion of interviewees. A large proportion
(41.5 %) of those who endorsed the psychotherapist as a
first choice recommended the psychiatrist as a second
choice. Interviewees who recommended seeing a psy-
chiatrist as the first choice mostly mentioned the psy-
chotherapist as the second choice (42.7 %).

■ Time trends in help-seeking preferences

Ranking data for comparison are rare. However, in 1993,
a survey was conducted using the ranking approach, but
covering the new German Länder only (Angermeyer
et al. 1999). Since the current survey allows analysis of

Depression Schizophrenia

% First choice % Second choice % First choice % Second choice

22.4 Psychotherapist 41.5 Psychiatrist 34.6 Psychiatrist 47.9 Psychotherapist
18.3 Self-help group 16.7 Self-help group
17.7 Confidant 12.8 Family physician
10.8 Family physician 12.1 Confidant

4.6 Cure at a spa 5.8 Cure at a spa

21.2 Psychiatrist 42.7 Psychotherapist 24.7 Psychotherapist 56.8 Psychiatrist
18.6 Self-help group 12.6 Confidant
15.2 Confidant 12.3 Self-help group
14.1 Family physician 7.2 Family physician

6.6 Cure at a spa 5.4 Cure at a spa

20.1 Family physician 26.6 Confidant 17.4 Family physician 32.6 Psychiatrist
24.4 Psychotherapist 29.0 Psychotherapist
19.5 Psychiatrist 15.2 Confidant
11.2 Self-help group 10.3 Cure at a spa
11.2 Health cure 6.8 Self-help group

16.8 Confidant 29.9 Family physician 8.9 Confidant 26.7 Psychotherapist
24.9 Psychotherapist 21.7 Self-help group
16.6 Self-help group 21.2 Psychiatrist
11.4 Cure at a spa 20.7 Family physician
10.5 Psychiatrist 4.6 Priest/Vicar

11.2 Self-help group 27.9 Psychotherapist 8.5 Self-help group 28.4 Psychotherapist
20.8 Confidant 19.2 Psychiatrist
17.7 Psychiatrist 15.4 Confidant
16.3 Family physician 14.4 Family physician
11.0 Cure at a spa 12.0 Cure at a spa

The remaining sources of help were rarely considered as first choices of help: Depression/Schizophrenia: cure at
a spa 4.9/3.4 %, community and district department of health 0.7/0.9 %, priest 1.2/0.9 %, nonmedical practi-
tioner 1.4/0.7 %

Table 2 Help-seeking recommendations in case of
depression (n = 2516) and schizophrenia (n = 2454),
percentages do not add up to 100 % due to multiple
responses
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the data according to the resident status, we compared
the 1993 survey regarding help-seeking recommenda-
tions (first choice) directly to the current data for the
new Länder. Over time, the role of the lay support sys-
tem has diminished, whereas the role of mental health
professionals has increased substantially. This holds
true for both depression and schizophrenia (see
Table 3).

■ Determinants of attitudes toward help-seeking

Table 4 shows the effect of socio-demographic charac-
teristics and illness beliefs on the first-choice help-seek-
ing recommendations as derived from logistic regres-
sion. An important determinant found was the problem
definition. If the scenario depicted in the vignettes was
defined by the interviewees as psychiatric illness, they
were significantly more likely to endorse mental health
professionals (psychiatrists, psychologists) as compared
to those who did not relate the problem to a psychiatric
illness. In contrast, the chance of recommending a con-
fidant as the primary source of help was reduced by 50 %
for those defining the problem as psychiatric illness. As
already suggested in Table 2, it is of importance whether
symptoms of depression or schizophrenia were pre-
sented. For depression (compared to schizophrenia as
reference group), individuals are more likely to recom-
mend the family physician and a confidant as the first
source of help and less likely to recommend a psychia-
trist. Furthermore, the perceived cause of mental distress
influences the decision about whom to ask for help.If the
problems were attributed to biological factors like brain
disease or heredity, the lay support system (confidant,
self-help group) was significantly less likely to be en-
dorsed. In the same way, the psychiatrist was signifi-
cantly more likely to be recommended when brain dis-
ease was assumed to be the cause of distress. In case of
psycho-social stressors (life event, stress at work/unem-
ployment) as perceived causes of distress, a confidant
was more likely to be mentioned as the first source of
help. If stress at work was seen as a cause of the problem,

Table 3 Help-seeking recommendations (first choice) in case of depression and
schizophrenia in 1993 and 2001, new German Länder only (the five sources of help
mainly considered)

Schizophrenia Depression

1993 2001 1993 2001
(n = 1057) (n = 490) (n = 498) (n = 520)
% % % %

Health professionals
Psychiatrist 28.9 38.4 10.4 26.9
Psychotherapist 10.3 16.1 9.8 17.5
Family physician 20.8 24.9 25.7 24.4

Lay support system
Confidant 23.2 9.8 34.7 16.0
Self-help group 11.8 7.5 13.5 8.6
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the family physician and a confidant were more likely to
be endorsed and not a psychiatrist. In case of a life event,
interviewees were more likely to suggest turning to a
confidant and less likely to recommend turning to a
family physician. If the problems were attributed to
problems within the socialisation of an individual (bro-
ken home, lack of parental affection), the lay public was
more likely to suggest a psychotherapist. Finally, in case
of lack of parental affection, respondents were less likely
to suggest consulting the family physician.

Regarding basic socio-demographic indices, it has
been shown that the respondents’ age and education had
a significant influence on the help-seeking recommen-
dations. Older individuals were more likely to recom-
mend turning to the family physician. In contrast, they
were less likely to recommend turning to a psychother-
apist or to a confidant. Individuals with higher educa-
tional attainment were more likely to recommend confi-
dants and psychiatrists and less likely to suggest family
physicians.

■ Preferences in treatment

Table 5 shows first- and second-choice treatment rec-
ommendations. A clear-cut finding is that psychother-
apy was most frequently recommended as the primary

treatment option. This holds true for both mental disor-
ders depicted in the vignettes. However, it was slightly
more pronounced for schizophrenia (64 %) than for de-
pression (53 %). In contrast, psychotropic drugs were
considered as first-choice treatment for schizophrenia
by 14.7 % and for depression by 10.6 % of the inter-
viewees.

Taking a closer look at the treatment recommenda-
tions for schizophrenia, the following picture emerges:
almost two-thirds primarily suggested psychotherapy.
Should this fail, half of these interviewees (52.2 %) rec-
ommended psychotropic drugs and 27.6 % relaxation.
For the relatively small proportion of those who en-
dorsed psychotropic drugs (14.7 %), the predominant
second choice was psychotherapy (71.1 %).

In case of depression,half of the interviewees (53.7 %)
primarily recommended psychotherapy. If this should
fail, psychotropic drugs (36.8 %) and relaxation (35.7 %)
were suggested. Relaxation was recommended primar-
ily by 18.3 % together with meditation/yoga (39.5 %) and
psychotherapy (29.9 %) as the second choice. Every
tenth interviewee (10.6 %) suggested natural remedies
as the first treatment choice, and relaxation (36.9 %) and
psychotherapy (27.5 %) were the most frequently men-
tioned categories if this should fail. Natural remedies
were as popular as first treatment options as psycho-
tropic drugs (10.6 %).Those who endorsed psychotropic

Table 5 Treatment recommendations in case of depression (n = 2453) and schizophrenia (n = 2401), percentages do not add up to 100 % due to multiple responses

Depression Schizophrenia

% First choice % Second choice % First choice % Second choice

53.7 Psychotherapy 36.8 Psychotropic drugs 64.7 Psychotherapy 52.2 Psychotropic drugs
35.7 Relaxation 27.6 Relaxation
15.2 Natural remedies 9.8 Natural remedies

7.3 Meditation/Yoga 5.5 Meditation/Yoga
3.2 Acupuncture 3.1 Acupuncture

18.3 Relaxation 39.5 Meditation/Yoga 14.7 Psychotropic drugs 71.1 Psychotherapy
29.9 Psychotherapy 9.5 Relaxation
19.3 Natural remedies 7.2 ECT

6.0 Psychotropic drugs 6.9 Natural remedies
3.8 Acupuncture 4.9 Meditation/Yoga

10.6 Natural remedies 36.9 Relaxation 10.8 Relaxation 34.1 Psychotherapy
27.5 Psychotherapy 31.8 Meditation/Yoga
12.9 Psychotropic drugs 14.7 Psychotropic drugs
11.0 Acupuncture 12.4 Natural remedies

9.0 Meditation/Yoga 3.9 ECT

10.6 Psychotropic drugs 65.6 Psychotherapy 5.1 Natural remedies 32.8 Relaxation
13.9 Relaxation 19.7 Psychotropic drugs

7.7 Natural remedies 18.0 Psychotherapy
5.4 ECT 13.1 Acupuncture
5.0 Meditation/Yoga 12.3 Meditation/Yoga

3.8 Meditation/Yoga 38.3 Relaxation 2.0 Meditation/Yoga 32.7 Relaxation
25.5 Psychotherapy 24.5 Psychotherapy
22.3 Natural remedies 12.2 Natural remedies

5.3 Acupuncture 12.2 Psychotropic drugs
5.3 ECT 10.2 Acupuncture

The remaining treatment options were rarely considered as first choice: Depression/Schizophrenia: acupuncture 2.2/1.9 %, ECT 0.6/0.7 %
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drugs mainly suggest psychotherapy as the second
choice (65.6 %).

■ Determinants of attitudes towards treatment

The same set of socio-demographic characteristics and
illness beliefs that were examined regarding their effect
on help-seeking recommendations is used to explore
possible determinants of first-choice treatment recom-
mendations (see Table 6). Again, problem definition was
found to be an important determinant. If interviewees
recognised the scenario depicted in the vignettes as psy-
chiatric illness, they were significantly more likely to en-
dorse psychotherapy as compared to those who did not
relate the problem to a psychiatric illness. The chance of
advising relaxation, natural remedies or meditation as
primary treatment was substantially lowered when the
problem was defined as mental illness. For depression
(compared to schizophrenia as reference group),natural
remedies and meditation/yoga were more likely to be
recommended. In case of depression compared to schiz-
ophrenia, the chance of suggesting psychotherapy was
significantly reduced. Perceived cause of mental distress
influences the treatment preferences in the following
way: if the problems were attributed to brain disease,
psychotherapy and psychotropic drugs were more likely
to be recommended, whereas relaxation and medita-
tion/yoga were less likely to be suggested. If a genetic
component of the disease was assumed, psychotropic
drugs were more likely to be recommended, whereas re-
laxation was seen as less helpful. In case of life events as
perceived cause of distress, the chance of recommend-
ing psychotherapy increased. In case of stress at work as
perceived cause of disease, relaxation and natural reme-
dies were more likely to be endorsed, whereas psycho-
tropic drugs were less likely to be recommended. Inter-
viewees who regarded a broken home situation as the
cause of distress were more likely to suggest psycho-
therapy and less likely to recommend natural remedies
and meditation/yoga. If lack of will power was assumed,
relaxation and natural remedies were more likely to be
recommended. Likewise, psychotherapy was less likely
to be suggested. The same holds true for immoral
lifestyle: psychotherapy was less likely to be suggested.
In this case, natural remedies and psychotropic drugs
were more likely to be recommended.

If the anticipated prognosis was bad, psychotherapy
was more likely to be recommended, whereas natural
remedies were less likely to be suggested. Basic socio-de-
mographic characteristics are associated with treatment
recommendations. Female interviewees were more
likely to suggest psychotherapy and less likely to recom-
mend psychotropic drugs and meditation/yoga. Older
individuals were more likely to suggest natural remedies
and less likely to recommend meditation/yoga. Inter-
viewees with higher educational attainment were more
likely to recommend meditation/yoga and less likely to
recommend natural remedies. Ta
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Discussion

Our most recent representative survey reveals attitudes
and beliefs of the German lay public concerning sources
of help and treatment recommendations in case of men-
tal disorder. The main findings can be summarised as
follows: (1) health professionals, especially mental
health professionals, are the most frequently suggested
primary source of help. A change in attitudes over the
last years toward seeking professional help can be ob-
served; (2) in the eyes of the public, psychotherapy is the
most favoured treatment, suggested by one-half to two-
thirds of the interviewees as first-choice treatment rec-
ommendation. In contrast, psychotropic drug treatment
was suggested by only every seventh to tenth person as
first-choice treatment. However, should psychotherapy
fail, a substantial part of the interviewees considered
psychotropic drugs as second-choice treatment; (3) Cer-
tain illness beliefs and socio-demographic characteris-
tics are associated with specific recommendations re-
garding the source of help and treatment. Regarding the
consequences, one of the most relevant findings is that
the conceptualisation of the distress depicted in the vi-
gnettes as mental disorder has a major impact on the
source of help and treatment advised. If a mental disor-
der is assumed, mental health professionals are more
likely to be recommended. In a way, this mirrors the
treatment options either preferred or rejected: people
are more likely to recommend psychotherapy and less
likely to suggest relaxation, natural remedies or medita-
tion/yoga.However,psychotropic drug treatment,which
is an integral component of psychiatric standard treat-
ment, is an exception. Even if people define the problem
as mental illness, they are not more likely to advise drug
treatment.

■ Seeking professional help

Most of the people recommended seeking professional
help, especially with mental health professionals in case
of mental disorder. This sounds trivial. However, earlier
surveys employing rating approaches came to rather
different results. They outlined the role of the lay sup-
port system as a source of help (Jorm et al. 1997, 2000;
Angermeyer et al. 1999, 2001; Ying 1990). If professional
help was considered, the family physician was perceived
as the primary source of help (Priest et al. 1996). Psychi-
atrists and, even more so, psychotherapists were consid-
ered as much less important.

Are these differences solely due to methodological
differences (rating vs. ranking)? Ranking data for com-
parison are rare. However, in 1993, a survey was con-
ducted using the ranking approach (Angermeyer et al.
1999). A comparison to current data indicates that the
role of the lay support system has clearly diminished,
whereas the role of the mental health professionals has
increased substantially. This holds true for depression

and schizophrenia. A change in attitudes over time to-
ward seeking professional help can be observed.Among
the explanations for this phenomenon may be the fol-
lowing: (1) an increasing focus on community psychi-
atric care makes services more visible for the public; for
example, in Germany, the number of office-based psy-
chiatrists steadily increased to 4750 in 2000 (Bauer et al.
2001); and (2) increased mental health literacy may play
a role. The public seems to be better informed. People of
public interest have started to out themselves when suf-
fering from depression, e. g. as has recently been the case
with the well-known German soccer star, Sebastian
Deisler.

■ Public expectations differ from evidence-based
psychiatric treatment

Non-compliance to treatment, especially to drug treat-
ment, is a major issue in the daily work of psychiatrists
with their patients. What kind of treatment do patients
and their social network really expect? According to our
results, most of the interviewees would recommend psy-
chotherapy as first-choice treatment for schizophrenia
more than for depression (64.7 % vs. 53.7 %). In contrast,
psychotropic drug treatment is recommended as first-
choice treatment by a remarkably lower number of in-
terviewees, for schizophrenia – probably due to the dif-
ferent symptom quality – slightly more (14.7 %) than for
depression (10.6 %). For depression, relaxation (18.3 %)
was suggested nearly twice as often as drug treatment
and natural remedies as often as drug treatment. As
found in earlier national and international surveys,
there is a large gap between the state of the art in psy-
chiatric treatment and public opinion (Angermeyer and
Matschinger 1996; Jorm et al. 1997; Lauber et al. 2001).
Even if the results are not directly comparable with a
survey conducted in 1990 in the western part of Ger-
many – since a rating approach was used – they point in
the same direction. Earlier work inquired in detail about
the reasons for this gap between the state of the art in
psychiatric treatment and public opinion (Angermeyer
and Matschinger 1996). It has been shown that the pub-
lic image of psychotherapy is largely determined by
popular views on psychoanalysis, which is perceived as
revealing underlying problems, hence tackling the root
of the problem. On the other hand, public opinion about
psychotropic drug treatment seems to be influenced by
characteristics associated with tranquillizers (sedative
effect, the fear of addiction). In contrast to psychother-
apy, which is largely viewed as causal treatment, psy-
chotropic drugs represent a symptomatic treatment
only, repressing underlying problems. A more recent
baseline survey accompanying a programme informing
about depression and preventing suicide in a German
city revealed that 80 % of the population considered an-
tidepressants to be addictive, and 69 % were convinced
that their use would lead to personality change (Althaus
et al. 2002).
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■ Study limitations

Issues of limitation concern the lack of information
about primary experience of interviewees with mental
illness and the lack of information about their own
health status, which is known to influence attitudes to-
ward help-seeking and treatment. However, this was not
the focus of the survey. Since the survey is representa-
tive, it includes per definition a number of individuals
affected by mental disorders.

Further limitations concern the catalogue of sources
of help and treatment recommendations. Options were
always presented in the same order to the interviewees.
The list order might have influenced the choices made.
Unfortunately, we cannot comment on this effect since
we did not randomly vary the list order of helping
sources and treatment options. This point should be
thoroughly considered when conducting further sur-
veys.

Many odds ratios in Tables 4 and 6 are of modest size
and their significance may be partly due to the large
sample size. This might jeopardise the generalisation of
some of the findings with regard to an evaluation of
their public health importance.

Conclusions

Even if most people advise professional help, especially
from mental health professionals, a large gap remains
between evidence-based treatment strategies and public
opinion. This very consistent constellation – over time
and across national borders – has two major implica-
tions. First, mental health professionals have to recog-
nise this constellation and, consequently, they have to
put more effort into what is called psychoeducation.
Mental health professionals tend to link non-compli-
ance to drug treatment to the illness. However, we might
have to realise that basic beliefs and expectations about
what helps may play a more prominent role than previ-
ously thought.

Secondly, public knowledge about mental disorders
and their treatment strategies needs to be enhanced.
Psychiatry has much to offer to people in need. Instead
of leaving the media with spectacular cases mostly rein-
forcing stereotypes, mental health professions should
work together with the media to distribute scientific
knowledge about symptoms, causes and management of
mental disorders (Angermeyer and Schulze 2001; Hoff-
mann-Richter et al. 2003). Other ways to improve mental
health literacy include, for example, the introduction of
a Mental Health First Aid Training which is successfully
used in Australia (Kitchener and Jorm 2002). However,
the issue should be brought up early in the course of
people’s lives. Here, school projects dedicated to mental

health issues appear especially promising (Schulze et al.
2003).
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