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Predictors of experiences of discrimination and positive treatment in
people with mental health problems: Findings from an Australian
national survey

Abstract
Purpose
The aim of the study was to assess the factors predicting experiences of avoidance, discrimination
and positive treatment in people with mental health problems.

Methods
In 2014, telephone interviews were carried out with 5220 Australians aged 18+, 1381 of whom
reported a mental health problem or scored highly on a symptom screening questionnaire.
Questions covered experiences of avoidance, discrimination and positive treatment by friends,
spouse, other family, workplace, educational institution and others in the community; as well as
disclosure of mental health problems. Avoidance, discrimination and positive treatment scores were
calculated by counting the number of domains in which each occurred. Predictors of avoidance,
discrimination and positive treatment were modelled with negative binomial regression analyses.

Results
After adjusting for the effects of other predictors in multivariate analyses, symptom severity and a
diagnosis of ‘any other disorder’ (most commonly psychotic disorders or eating disorders) predicted
experiences of both avoidance and discrimination but not positive treatment. Disclosing a mental
health problem in more settings was also associated with higher rates of avoidance and
discrimination, but also with positive treatment.
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Conclusions
Disclosure of mental health problems to others may increases experiences of discrimination, but
may also increase experiences of positive treatment. These findings can help to inform decision
making by people with mental health problems about disclosure, particularly in the case of more
severe or low-prevalence disorders.
Key words: mental disorders; discrimination; stigma; positive treatment; disclosure
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Background
Stigma adds to the disability of people with mental health problems. It can contribute to systemic
disadvantages in many areas of life, including worsening of psychological distress, inhibition of help
seeking and treatment adherence, limiting of personal relationships and reductions in the ability to
achieve educational and vocational goals [1-3]. Stigma has been defined by the World Health
Organization as “a mark of shame, disgrace or disapproval which results in an individual being
rejected, discriminated against, and excluded from participating in a number of different areas of
society” [4]. Thornicroft et al. [5] have described stigma as a problem of knowledge: ignorance; a
problem of attitudes: prejudice; and a problem of behaviour: discrimination.
Until relatively recently, most stigma-related research explored attitudes towards people with
mental health problems, rather than the experiences of people with these problems [6,7]. Reviews of
evidence about the characteristics of people who are more likely to be stigmatised suggest that
greater social distance is desired from people with substance use disorders, followed by
schizophrenia and then depression and anxiety disorders [8]. Males elicit greater desire for social
distance than females. Similar patterns are seen for beliefs in the dangerousness of people with
mental disorders [9]. People who are in treatment are also less likely to be seen as dangerous.
Studies that have attempted to assess experiences of discrimination in people with mental health
problems have most often been conducted in clinical populations [10-13], with a small number
conducted in the general population [14-17]. Some of these studies have also attempted to explore
the factors associated with experiences of discrimination. In a survey of 3570 people using mental
health services in England, Hamilton et al. [18] found that age, employment status, length of time in
mental health services, disagreeing with the diagnosis, anticipating discrimination in personal
relationships and feeling the need to conceal a diagnosis from others were significantly associated
with higher levels of experienced discrimination. While there was no direct assessment of symptom
severity, the results of this study did show a link between experiences of discrimination and
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involuntary hospital admission, which may be a marker of severity [18]. A recent Canadian study
showed that those who reported their mental health as being ‘fair’ or ‘poor’ (rather than ‘good’)
were almost three times more likely to have experienced stigma in the preceding 12 months [16].
Other studies in people with both schizophrenia and depression have also shown associations
between symptom levels [19], hospitalization and discrimination [20,12,11]. Evidence of links
between diagnosis and discrimination is inconsistent, with some studies showing greater
discrimination experienced by those with a diagnosis of schizophrenia than depression [12,15], while
others show the reverse [21] or no difference [19].
Evidence of links between sociodemographic characteristics and experiences of discrimination is also
inconsistent. Lower levels of education have been shown to be associated with greater structural
discrimination (e.g. that related to health insurance or court proceedings) in patients with
schizophrenia and mood and anxiety disorders, while other studies have not found such associations
or have tended to report more discrimination in those with higher levels of education
[20,22,12,14,19]. No consistent association has been found with age or gender and discrimination
[11,12,23].
Very few studies have examined the links between disclosure and experiences of discrimination and
positive treatment. In their multi-country study of discrimination reported by over 1000 people with
major depressive disorder, LaSalvia et al. [11] did not find any association between concealment of
diagnosis and experience of discrimination once site was taken into account in the analysis. A Dutch
study of 500 outpatients in a mental health facility showed that disclosure was negatively correlated
with experiences of discrimination and positively correlated with support [24]. The results of a US
study of 258 adults with schizophrenia recruited via the internet showed that, although reactions to
disclosure varied, many reported worse treatment by police and better treatment by parents after
disclosure. Many also experienced worse treatment for medical problems [25].
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In the context of this inconsistent evidence, the aim of the current study was to use data from an
Australian national population-based survey of experiences of avoidance, discrimination and positive
treatment in people with mental health problems in order to assess the clinical, sociodemographic
and disclosure-related factors associated with these experiences.

Methods
This paper reports data from a larger study surveying Australians about experiences of
discrimination and positive treatment related to mental health problems. For detailed survey
methodology see Reavley and Jorm [17]. Briefly, the survey involved computer-assisted telephone
interviews (CATI) with a national sample of 5220 members of the general community aged 18 years
and over. The sample was contacted by random-digit dialling of both landlines and mobile phones
(dual frame design). Interviews were conducted between October and December 2014 by the Social
Research Centre survey company. Ethics approval was obtained from the University of Melbourne
Human Research Ethics Committee.

Survey interview
Respondents completed the 12-month version of the Kessler 6 (K6) mental health symptom
screening questionnaire [26] and were asked whether they had experienced any sort of mental
health problem in the last 12 months. Respondents who answered ‘yes’ to this question were then
asked what they thought the problem was and whether they had received any treatment for it in the
last 12 months. For the purposes of the study, respondents were considered to have a mental health
problem if they either scored in the high range on the K6 (>= 19) or specified any of the following
mental health problems: depression/major depression, attempted suicide or self-harm,
anxiety/anxiety disorder, post-traumatic stress disorder/PTSD, agoraphobia, panic disorder,
obsessive-compulsive disorder/OCD, social phobia, generalised anxiety disorder/GAD, eating
disorder/anorexia/bulimia, schizophrenia/paranoid schizophrenia, schizoaffective disorder,
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psychosis/psychotic, bipolar/bipolar disorder/manic-depressive disorder, mental illness, personality
disorder/borderline personality disorder, attention deficit-hyperactivity disorder/ADHD,
Autism/Asperger’s and nervous breakdown. Respondents without a mental health problem were
asked questions relating to discrimination against other people with mental health problems (these
data are not reported here).
Respondents with a mental health problem were then asked a series of questions about whether
they had experienced avoidance, discrimination or more positive treatment because of their mental
health problem over the past 12 months across 10 different life domains. These domains were
friends, spouse or intimate partner, other members of their family, people in the workplace, when
looking for work, people in their place of education, health professionals, other people in the
community or neighbourhood, any other people and any other situations. Respondents were told
“discrimination occurs when people are treated unfairly because they are seen as being different
from others”. For the friends domain, respondents were asked “Have any of your friends avoided you
because of the emotional or mental health problems you have told me about?”; “Have any of your
friends discriminated against you in other ways because of these problems?”; “Have any of your
friends treated you more positively because of these problems?” with equivalent wording used for
the remaining domains. Further information about the types of experiences reported is covered
elsewhere [27,28]. The question relating to avoidance was not asked for four domains: ‘looking for
work’, ‘health professionals’, ‘other people’ and ‘other situations’.
Finally, respondents were asked whether they had disclosed their mental health problem to others
in the past 12 months, including friends, intimate partner, supervisor or boss at work, other people
in their workplace, teachers or lecturers in their place of education, other people in their place of
education, health professionals who were not involved in treating their mental health problem, and
people in their neighbourhood or community.
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Statistical analysis
All analyses were performed using Intercooled Stata 13 (StataCorp LP, Texas, USA). A pre-weight was
applied to adjust for the dual frame design and the respondent chance of selection. The achieved
sample was close to the Australian national population in terms of geographic distribution, however,
there was an under-representation of males and of younger adults, and an over-representation of
university-educated individuals and people with an English-speaking background. These biases were
adjusted for by ‘raking’ (also known as rim weighting or iterative proportional fitting) to account for
known population proportions of gender, age, education level, region and telephone status.
Avoidance, discrimination and positive treatment scores were calculated by counting the number of
domains in which each occurred. Count variables did not adjust for invalid domains, but there were
very high correlations between adjusted and unadjusted counts (rs .96-.98). Higher scores therefore
indicate more widespread avoidance, discrimination, or positive treatment across life domains. As
these variables conformed to a negative binomial distribution, predictors of avoidance,
discrimination and positive treatment were modelled with negative binomial regression analyses.
Univariate regression analyses were first conducted for each predictor of interest, followed by
multiple simultaneous regressions to examine the effect of each predictor adjusting for the effects of
other predictors. Sociodemographic predictors were age category; gender; highest level of
education; paid or voluntary work outside the home in the past 12 months; marital status; and main
language spoken at home. Clinical predictors were categories of psychological distress according to
the K6; depression; anxiety disorder (including PTSD and OCD); bipolar disorder; any other disorder
(including attempted suicide or self-harm, eating disorder, schizophrenia, schizoaffective disorder,
psychosis/psychotic, personality disorder, ADHD, Autism/Asperger's, nervous breakdown, mental
illness); whether the person had received treatment for their mental health problem in the past 12
months; and the number of settings in which the person had disclosed their mental health problem
(range 0 to 9). Incidence rate ratios (IRRs) report the rate for each predictor at which avoidance,
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discrimination, and positive treatment occurred over the past 12 months. Due to the large number
of predictors examined, the p < .01 level of significance was used with 99% confidence intervals.

Results
Overall, 5220 interviews were completed, with a standard response rate of 37.5%. There were 1381
(28.8%) respondents classified as having a mental health problem who were asked whether they had
experienced avoidance, discrimination, or positive treatment. Of these, 732 respondents had K6
scores of 19 or above and 1159 respondents had a mental health problem considered to be in scope.
Table 1 describes the clinical and sociodemographic characteristics of the sample classified as having
a mental health problem.

Avoidance
There were 43.0% of respondents who reported being avoided due to their mental health problem
in at least one domain. Avoidance scores ranged from 0 to 6 (M = 0.68, SE = 0.03). In the univariate
analyses, severity (K6 score) was the largest predictor of avoidance scores, along with age, marital
status, bipolar disorder, any other disorder, and receiving treatment (see Table 2). Adjusting for the
effects of other predictors in the multivariate analysis, severity remained a significant predictor, as
did any other disorder. Disclosing a mental health problem in more settings was also associated with
higher rates of avoidance in the multivariate analysis. Post-hoc analyses of the ‘any other disorder’
category were undertaken to explore which of these disorders were specifically associated with
avoidance. Psychotic disorder was a significant predictor of experiencing avoidance, IRR = 2.23 (99%
CI: 1.27-3.92), but not after adjusting for other predictors, IRR = 1.77 (99% CI: 0.98-3.20). Having an
eating disorder was not significantly associated with avoidance in either analysis.

Discrimination
Discrimination in any life domain was reported by 39.5% of respondents. Experience of
discrimination scores ranged from 0 to 7 (M = 0.79, SE = 0.04). The results of the negative binomial
9

regression models predicting discrimination are shown in Table 3. Predictors of greater
discrimination included age, marital status, severity, any other disorder, received treatment, and
count of settings of disclosure. Effects were reduced in the multivariate model, but remained
significant for marital status, severity, any other disorder, and count of disclosure. Males also
experienced higher rates of discrimination than females in the adjusted analyses. Post-hoc
explorations of the ‘any other disorder’ category found that psychotic disorder was a significant
predictor of experiencing discrimination, IRR = 2.32 (99% CI: 1.26-4.27), but not after adjusting for
other predictors, IRR = 1.80 (99% CI: 0.98-3.33). An eating disorder did not predict discrimination in
the unadjusted analysis (IRR = 1.63, 99% CI: 0.84-3.17), but it did when other predictors were
included in the model, IRR = 2.31 (99% CI: 1.14-4.71).

Positive treatment
The number of settings in which respondents reported positive treatment varied between 0 and 9,
with a mean of 2.25 (SE = 0.05), and 83.5% reported positive treatment in at least one domain. As
can be seen in Table 4, positive treatment was associated with fewer predictors than for avoidance
or discrimination. Those with a bachelor degree experienced lower rates of positive treatment in
unadjusted and adjusted analyses. Disclosing a mental health problem in more settings was
associated with higher rates of positive treatment in both analyses, while receiving treatment was
associated with higher rates of positive treatment in the univariate analysis only.
Avoidance and discrimination scores were highly positively correlated, r = 0.62, p < .001. Positive
treatment scores were weakly correlated with both avoidance (r = 0.12, p <.001) and discrimination
(r = 0.15, p <.001).

Discussion
This paper reports the results of the first national population-based survey to assess clinical,
sociodemographic and disclosure-related factors associated with experiences of avoidance,
10

discrimination and positive treatment in people with mental health problems. Results showed that
disclosing a mental health problem in more settings was associated with higher rates of both
avoidance and discrimination in the multivariate analyses. It was also associated with higher rates of
positive treatment. Thus, disclosure leads to both discrimination and support, depending on the
circumstances of the individual. This is in line with previous studies in clinical populations, which
have reported both positive consequences (e.g. access to treatment, empowerment, improved
support, workplace accommodations) and negative consequences (e.g. social isolation and loss of
employment opportunities) [29,24,25]. These findings reflect the fact that disclosure is likely to
depend on context and may not be a black and white decision. Decision aids may be useful for those
needing to resolve conflicting needs and values relating to disclosure, particularly in a workplace
context [30].
In terms of clinical factors associated with discrimination, after adjusting for the effects of other
predictors in multivariate analyses, symptom severity and a diagnosis of ‘any other disorder’ (most
commonly psychotic disorders or eating disorders) predicted experiences of both avoidance and
discrimination. In this study, symptom severity was assessed by asking about the worst month in the
previous 12, whereas the question about the type of mental disorder focused on whether the
person had ever been given a diagnosis. Thus, it appears that, for someone with a diagnosis of
anxiety or depression, people in the social environment respond more to the severity of the person’s
symptoms and behaviour than to the ‘label’ of the mental health problem with which they may have
been diagnosed. In this study, higher symptom severity was not associated with experiences of
positive treatment. Thus, for people with milder problems, positive impact of disclosure might
outweigh the negatives, while for a person with more severe problems, the potential for negative
consequences is relatively greater. This points to the need to extend anti-stigma education to
deepen understanding of the behaviours that someone with less common mental disorders might
display and more supportive ways of responding to these behaviours. These findings are in line with
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others that have shown links between discrimination and symptom severity [16,19], as well as
hospital admission which may be a marker of severity [20,12,11].
The higher level of discrimination experienced by people with disorders other than depression or
anxiety is in line with studies showing people are more likely to hold stigmatizing attitudes towards a
person with schizophrenia than to a person with anxiety or depression [31,32,6] and may not be just
a function of greater severity of these disorders. While few studies have compared stigma towards
people experiencing eating disorders with stigma towards people experiencing other mental
disorders, there is some evidence to suggest that stigma towards the former may be greater,
particularly in terms of blaming the person for their condition [33,34]. The current findings also
accord with the findings of other studies on experiences of discrimination, including a 2002 German
survey which found that people with schizophrenia reported being avoided twice as often as people
with depression [10] and a US study which found higher rates of job-related discrimination in people
with schizophrenia compared to people with mood or anxiety disorders [15]. However, other studies
have not shown associations between discrimination and a diagnosis of schizophrenia [18,19]. As
with the findings relating to severity, for people with low-prevalence disorders, the benefits of
disclosure may not outweigh the negatives.
Some sociodemographic characteristics (marital status, age and level of education) were associated
with discrimination, avoidance and positive treatment in univariate analyses. However, in the
multivariate analyses, the only associations remaining for experiences of discrimination were those
between lower levels of discrimination and being married. The association between male gender
and higher rates of discrimination also remained in multivariate analyses, in line with studies
suggesting that males with mental health problems tend to be viewed less favourably [8,9]. Having a
bachelor degree was associated with lower rates of positive treatment. While no other studies have
assessed the impact of level of education on positive treatment, this finding contrasts with other
studies which have mostly either shown no associations between experiences of discrimination and
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level of education [10,16], or higher levels of discrimination in people with lower levels of education
[23,20].
The study has several strengths. It is the first study to assess, at a population level, mental health
problem-related experiences of avoidance, discrimination and positive treatment in a wide range of
domains. It was also possible to explore the impact of a wide range of predictive factors, including
diagnosis, severity and disclosure. Interviews were used to gather reports of actual experiences of
people with a wide range of mental health problems rather than responses to hypothetical
scenarios. As a population survey, rather than one that recruited via health services, the results are
less likely to be biased towards under-reporting due to people who have experienced very high
levels discrimination avoiding service contact [35]. There may also be less bias towards overreporting due to people who have experienced discrimination being more likely to volunteer to take
part in a survey on the topic. Limitations of the study include the relatively low response rate of 37%
which, while in line with other similar Australian surveys, may limit the generalisability of the results
[36]. In addition, questions only covered voluntary disclosure of mental health problems and
analyses have not taken into account the possibility that others may have found out about the
person’s mental health problems in other ways.
It is hoped that the results of the current study can provide much-needed input into the design of
anti-discrimination interventions, for example, public education about the signs and symptoms that
someone with depression or anxiety might display and how best to respond to these in a nondiscriminatory, supportive way; decisions about disclosure, particularly as these relate to a person
with severe disorders; and how best to manage a situation in which someone discloses a mental
health problem.
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Tables
Table 1 Sample characteristics
Weighted %
Mental health problem
Depression

55.6

Anxiety (including PTSD, OCD)

45.2

Bipolar disorder

4.6

Other

8.1

Psychotic disorder

2.7

Eating disorder

2.3

Attempted suicide or self-harm

1.3

Personality disorder

1.2

Attention deficit-hyperactivity disorder

0.3

Autism/Asperger's

0.3

Mental illness

0.2

Age category
18-29 years

29.2

30-59 years

58.0

18

60+ years

12.8

Gender
Male

43.5

Female

56.4

Highest level of education
Below bachelor level

79.8

Bachelor degree or above

20.2

Employment status
Paid or voluntary work outside the home in past 12 months

72.4

No paid or voluntary work

27.6

Marital status
Married or defacto

49.2

Never married

34.8

Separated, divorced or widowed

16.0

Language spoken at home
English

86.2

Other

13.8

K6 score
6-10

6.3

11-15

19.5

16-20

34.5

19

21-25

28.2

26-30

11.4

Told anyone about mental health problem
Yes

95.7

No

4.3

Received treatment for mental health problem
Yes

57.5

No

42.5
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Table 2. Predictors of experiencing avoidance related to a mental health problema
Univariate

Multivariate

IRR (99% CI)

p

IRR (99% CI)

p

18-29

-

-

-

-

30-59

1.01 (0.75 - 1.36)

0.905

1.21 (0.87 - 1.67)

0.139

60+

0.60 (0.40 - 0.91)

0.001

0.84 (0.53 - 1.34)

0.344

Male

-

-

-

-

Female

0.84 (0.65 - 1.08)

0.078

0.82 (0.65 - 1.03)

0.023

Below bachelor

-

-

-

-

Bachelor or above

0.89 (0.69 - 1.14)

0.217

1.02 (0.78 - 1.33)

0.860

Not working

-

-

-

-

Working

0.93 (0.71 - 1.23)

0.513

0.96 (0.74 - 1.26)

0.727

Married or de facto

-

-

-

-

Never married

1.46 (1.10 - 1.94)

0.001

1.28 (0.94 - 1.75)

0.036

1.41 (1.04 - 1.91)

0.004

1.21 (0.91 - 1.62)

0.081

Age

Gender

Education

Employment status

Marital status

Separated, divorced or
widowed

Language spoken at
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home
English

-

-

-

-

Other

1.24 (0.84 - 1.82)

0.153

1.26 (0.88 - 1.82)

0.100

6-10

-

-

-

-

11-15

2.68 (1.13 - 6.38)

0.003

2.51 (1.11 - 5.65)

0.004

16-20

3.73 (1.68 - 8.27)

<0.001

3.47 (1.60 - 7.51)

<0.001

21-25

4.56 (2.05 - 10.13)

<0.001

4.13 (1.91 - 8.94)

<0.001

26-30

7.71 (3.38 - 17.59)

<0.001

6.85 (3.04 - 15.43)

<0.001

Depression

1.16 (0.89 - 1.50)

0.142

1.03 (0.81 - 1.32)

0.724

Anxiety disorder

0.95 (0.74 - 1.22)

0.592

0.93 (0.74 - 1.18)

0.439

Bipolar disorder

1.58 (1.03 - 2.41)

0.006

1.42 (0.89 - 2.26)

0.053

Any other disorder

1.85 (1.26 - 2.73)

<0.001

1.60 (1.06 - 2.40)

0.003

No

-

-

-

-

Yes

1.43 (1.07 - 1.91)

0.001

1.16 (0.86 - 1.55)

0.198

1.07 (1.00 - 1.15)

0.016

1.08 (1.00 - 1.15)

0.006

K6 score

Disorderb

Received treatment

Count of settings of
disclosure

Note: Number of settings in which respondents reported avoidance ranged from 0 to 6
a. Bold values indicate p < .01
b. Each disorder coded as present vs absent
c. N = 1351
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Table 3. Predictors of experiencing discrimination related to a mental health problema
Multivariatec

Univariate
IRR (99% CI)

p

IRR (99% CI)

p

18-29

-

-

-

-

30-59

0.99 (0.71 - 1.39)

0.951

1.23 (0.86 - 1.76)

0.141

60+

0.62 (0.40 - 0.95)

0.004

0.85 (0.51 - 1.41)

0.403

Male

-

-

-

-

Female

0.76 (0.57 - 1.00)

0.011

0.75 (0.59 - 0.96)

0.003

Below bachelor

-

-

-

-

Bachelor or above

0.76 (0.57 - 1.01)

0.014

0.93 (0.70 - 1.25)

0.547

Not working

-

-

-

-

Working

0.78 (0.58 - 1.05)

0.032

0.75 (0.56 - 1.00)

0.010

Married or de facto

-

-

-

-

Never married

1.68 (1.22 - 2.32)

<0.001

1.47 (1.05 - 2.06)

0.003

1.77 (1.28 - 2.43)

<0.001

1.56 (1.15 - 2.11)

<0.001

Age

Gender

Education

Employment status

Marital status

Separated, divorced or
widowed

Language spoken at
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home
English

-

-

-

-

Other

1.16 (0.82 - 1.64)

0.264

1.31 (0.94 - 1.82)

0.039

6-10

-

-

-

-

11-15

1.27 (0.62 - 2.63)

0.387

1.20 (0.62 - 2.31)

0.481

16-20

1.77 (0.91 - 3.43)

0.027

1.64 (0.88 - 3.04)

0.040

21-25

2.38 (1.21 - 4.69)

0.001

2.06 (1.11 - 3.85)

0.003

26-30

4.59 (2.31 - 9.1)

<0.001

3.80 (1.96 - 7.37)

<0.001

Depression

1.20 (0.89 – 1.61)

0.114

1.02 (0.79 - 1.33)

0.811

Anxiety disorder

1.18 (0.89 – 1.57)

0.121

1.20 (0.93 - 1.56)

0.065

Bipolar disorder

1.69 (0.86 – 3.31)

0.046

1.60 (0.87 - 2.93)

0.046

Any other disorder

2.13 (1.47 – 3.09)

<0.001

1.89 (1.28 - 2.78)

<0.001

No

-

-

-

-

Yes

1.60 (1.16 - 2.21)

<0.001

1.17 (0.87 - 1.58)

0.171

1.12 (1.03 - 1.21)

<0.001

1.15 (1.07 - 1.24)

<0.001

K6 score

Disorderb

Received treatment

Count of settings of
disclosure

Note: Number of settings in which respondents reported discrimination ranged from 0 to 7
a. Bold values indicate p < .01
b. Each disorder coded as present vs absent
c. N = 1351
25

26

Table 4. Predictors of experiencing positive treatment related to a mental health problema
Multivariatec

Univariate
IRR (99% CI)

p

IRR (99% CI)

p

18-29

-

-

-

-

30-59

1.04 (0.90 - 1.20)

0.482

1.06 (0.89 - 1.26)

0.388

60+

1.05 (0.88 - 1.25)

0.490

1.17 (0.94 - 1.46)

0.071

Male

-

-

-

-

Female

1.12 (0.98 - 1.27)

0.027

1.04 (0.93 - 1.18)

0.342

Below bachelor

-

-

-

-

Bachelor or above

0.87 (0.77 - 0.99)

0.006

0.85 (0.75 - 0.96)

0.001

Not working

-

-

-

-

Working

1.07 (0.93 - 1.22)

0.217

0.98 (0.85 - 1.14)

0.752

Married or de facto

-

-

-

-

Never married

0.89 (0.77 - 1.02)

0.027

0.97 (0.83 - 1.14)

0.648

0.90 (0.76 - 1.06)

0.097

0.93 (0.80 - 1.08)

0.198

Age

Gender

Education

Employment status

Marital status

Separated, divorced or
widowed

Language spoken at
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home
English

-

-

-

-

Other

1.09 (0.91 - 1.30)

0.217

1.13 (0.95 - 1.34)

0.067

6-10

-

-

-

-

11-15

1.02 (0.77 - 1.36)

0.858

1.02 (0.78 - 1.33)

0.859

16-20

1.13 (0.87 - 1.47)

0.235

1.11 (0.87 - 1.41)

0.269

21-25

1.09 (0.83 - 1.42)

0.432

1.10 (0.86 - 1.40)

0.340

26-30

1.16 (0.87 - 1.55)

0.191

1.15 (0.88 - 1.51)

0.183

Depression

1.06 (0.93 - 1.20)

0.247

0.99 (0.88 - 1.11)

0.788

Anxiety disorder

1.12 (0.99 - 1.26)

0.018

1.05 (0.93 - 1.18)

0.314

Bipolar disorder

1.09 (0.80 - 1.46)

0.479

0.93 (0.69 - 1.25)

0.533

Any other disorder

1.05 (0.83 - 1.34)

0.578

1.01 (0.81 - 1.27)

0.887

No

-

-

-

-

Yes

1.25 (1.09 - 1.42)

<0.001

1.09 (0.96 - 1.25)

0.081

1.19 (1.15 - 1.23)

<0.001

1.19 (1.15 - 1.23)

<0.001

K6 score

Disorderb

Received treatment

Count of settings of
disclosure

Note: Number of settings in which respondents reported positive treatment ranged from 0 to 9
a. Bold values indicate p < .01
b. Each disorder coded as present vs absent
c. N = 1351
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