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ABSTRACT 

 

There exist effective treatments for common anxiety and mood disorders and yet 

epidemiological studies reveal that the unmet need for treatment in the community 

remains high.  This study investigates the significance of the initial delay to first seek 

professional help in this unmet need for treatment in an Australian sample.  Help-

seeking history was retrospectively reported by 273 new referrals to a specialist 

anxiety treatment clinic who had a primary diagnosis of an anxiety (78%) or mood 

disorder (22%).  Clinical, demographic and attitudinal variables were tested as 

potential predictors of length of the delay.  Average help-seeking delay was 8.2 years, 

range 0 to 72 years.  Younger age at symptom onset and slower problem recognition 

were associated with delayed help-seeking, and older people were more likely to 

report longer delays.  We conclude that delays to first seek treatment are long and 

contribute significantly to the unmet need for treatment for anxiety and mood 

disorders, and that lack of problem recognition is a significant barrier to help-seeking. 
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International epidemiological studies consistently show that anxiety and mood 

disorders are two of the most common psychiatric conditions in the general 

population (Andrews, Henderson & Hall, 2001; Jenkins et al., 1997; Kessler et al., 

1994).  These disorders are also responsible for more functional impairment in the 

population than any other group of mental disorders.  They significantly impair 

individuals’ quality of life and level of functioning, and also incur high costs to 

society (Leon, Portera & Weissman, 1995; Schonfeld, Verbonocoeur, Fifer, 

Lipschutz, Lubeck & Buesching, 1997).   

 

The problem is not that we don’t have effective treatments for these disorders – we 

do.  The problem is that the majority of people with anxiety and mood disorders are 

not accessing effective treatment; evident for example in the results of the Australian 

National Survey of Mental Health and Wellbeing (Andrews, Issakidis & Carter, 

2001).  This gap in service provision has been termed the ‘unmet need’ for treatment 

(Andrews & Henderson, 2000).   

 

The question for health providers is this: where along the pathway to effective care is 

the system failing to meet the need for treatment?  Have people sought help before 

but since given up?  Are they stuck receiving ineffective treatments?  Are the 

gatekeepers of the health care system –usually General Practitioners – ineffective in 

providing a pathway for their patients to access mental health services?  Or are people 

with these common disorders not bringing their symptoms to professional attention at 

all? 

 

There is a small but growing body of evidence for this last hypothesis - that long 

initial delays to first seek professional help are responsible for much of the unmet 
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need for treatment.  For example Gater and Goldberg (1991) constructed a model of 

pathways to psychiatric care reported by 250 new psychiatric patients in the UK, and 

found that by far the longest time intervals in the model were between symptom onset 

and first seeking care.  Two studies in the last decade have assessed the length of this 

help-seeking delay using data from the National Comorbidity Study in the USA and 

the Ontario Health Survey in Canada (Kessler, Olfson & Berglund, 1998; Olfson, 

Kessler, Berglund & Lin, 1998 respectively).  They reported long median delays of 6 

to 14 years across disorders, and individual delays of up to 40 years.  Similarly long 

delays were found in a survey of members of mental health patient advocate groups 

from eleven countries across Europe, North America and Africa (Christiana et al., 

2000).   

 

In addressing the significant problem of public mental health the focus is often on 

developing better treatments.  However better treatments will not benefit the public if 

the public is not accessing them.  We need to better understand the factors that delay 

initial help-seeking in order to minimise the delay and meet more of the need for 

treatment.  As well as prolonging personal suffering, delayed help-seeking can result 

in high direct and indirect financial costs, damage to social and family networks 

which are vital for the long-term prognosis and quality of life of the individual, 

unnecessary increases in the severity of mental health problems and reduced efficacy 

of treatment when it is finally accessed.   

 

What factors influence the length of the delay to seek treatment?  In the studies cited 

above, three factors predicted longer delays to seek treatment for psychiatric 

disorders: 1. younger age at onset, 2. older age, and 3. disorder type (Generalized 

Anxiety Disorder, Social Phobia and Specific Phobias are associated with longer 
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delays than Panic Disorder).  In other studies, additional variables have been shown 

to correlate with higher levels of mental health service utilization, including greater 

psychiatric comorbidity and level of disability, higher level of education, single or 

separated marital status and stoic attitudes, but as yet there is no direct evidence that 

these can also predict time to first seeking professional care (Bebbington et al., 2000a 

& 2000b; Issakidis & Andrews, 2002; Mojtabai, Olfson & Mechanic, 2002; ten Have, 

Vollebergh, Bijl & de Graaf, 2001). 

 

Intuition tells us that the first step in appropriate help-seeking from a professional is 

the recognition that one’s symptoms are part of a health or mental health problem 

(Saunders, 1993).  It may be that delay in the problem recognition phase of help-

seeking contributes significantly to the overall delay between symptom onset and first 

seeking help for psychiatric problems.  If problem recognition is indeed a major 

barrier to first seeking care, there should be a relatively short temporal delay between 

problem recognition and subsequent help-seeking.  We are not aware of any studies 

that have directly tested this hypothesis. 

 

Aims of the study 

The aim of this study was to investigate the delay to first seek professional treatment 

in an Australian clinical sample.  Specifically, we aimed to determine length of the 

delay to first seek treatment, identify variables that can predict the length of the delay 

and evaluate the role of problem recognition in the delay.  The significance of this 

research relies on the premise that the factors which influenced help-seeking in those 

who have already sought help (often after a delay) will also apply to those in the 

population who have not yet sought help for their mental health problem.  
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While there have been important Australian studies of help-seeking behaviour for 

mental health problems (e.g. Rickwood, Deane, Wilson & Ciarrochi, 2005), this study 

is to our knowledge the first to specifically examine the length of the delay to first 

seek treatment for mental health problems in the Australian population.  This will 

provide a means of comparison with data from Europe and North America, which is 

important because the unique structure of each country’s health system potentially 

influences help-seeking patterns (Alegria et al., 2000; Katz, Kessler, Frank, Leaf, Lin 

& Edlund, 1997; Olfson, Kessler, Berglund & Lin, 1998; Wells, Robins, Bushnell, 

Jarosz & Oakley-Browne, 1994).  This study also seeks to understand what role 

problem recognition plays in the delay to seek treatment and the decision to seek 

help.  Furthermore, the focus of this study is on anxiety and mood disorders.  Because 

these are the most common and, on a population level, the most disabling psychiatric 

disorders, it is a public health priority to understand the contributors to the delay to 

seek treatment for these problems, especially as we know we have effective 

treatments for these disorders.  Finally, by using a sample of patients from a specialist 

treatment clinic, this study is likely to target more severe cases of anxiety and 

depression than are found on average in the general population (Hunt, 2000).  These 

are the individuals who most need treatment.  It is their counterparts in the 

community who especially need to access effective treatment with the minimum 

delay.  
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METHOD 

 

Participants 

The sample comprised 273 patients of a specialist anxiety treatment clinic at an inner 

city teaching hospital in Sydney; 118 were male (43%) and 155 were female (57%).  

Ages ranged from 18 to 77, the mean age being 34.3 years (SD=11.2).  All new 

referrals during a five month period with a primary diagnosis of an anxiety or mood 

disorder were included in the study.  Participants with a primary diagnosis of 

Avoidant Personality Disorder (APD) who met diagnostic criteria for Social Phobia 

were also included.  The study was approved by the Human Research Ethics 

Committees of both St Vincent’s Hospital and the University of Sydney. 

 

Design 

The main dependent variable was length of the delay to first seek help from a health 

professional, following symptom onset.  The independent variables tested as potential 

predictors of the delay included clinical variables (disorder, age at onset, current level 

of disability, levels of neuroticism and extroversion), demographic variables (age, 

gender, level of education and marital status) and attitudinal variables (locus of 

control).  Time to problem recognition was also tested as a possible predictor. 

 

Measures 

Diagnostic assessment 

Primary diagnoses were made by a psychiatrist or clinical psychologist according to 

DSM-IV criteria as part of routine assessment procedure at the clinic.  Recruitment 

from a specialist anxiety clinic meant that the majority of participants had a primary 

diagnosis of an anxiety disorder (78%); the remaining 22 % had a primary mood 
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disorder.  To ensure adequate cell sizes in the logistic regression analysis, primary 

diagnoses were collapsed into the following categories: Panic with Agoraphobia 

(n=40), Panic Disorder without Agoraphobia (n=30), Social Phobia/APD (n=78), 

Obsessive Compulsive Disorder (n=33) and mood disorder (n=61).  All other 

diagnoses (GAD, Specific phobia, PTSD and Agoraphobia without history of Panic 

Disorder) were entered as a residual anxiety disorders category (n=31) due to small 

sample sizes. 

 

Demographic data 

Sociodemographic information (age, sex, education, marital status) was obtained as 

part of routine clinic procedure.  Subjects’ level of education was transformed into a 

dichotomous variable for the analysis: high school education or less (50% of sample), 

and further study (50%).  Marital status was coded into four categories: married (28% 

of sample), de facto (14%), separated/widowed/divorced (7%) and never married 

(50%).  

 

Three of the questionnaires from the routine assessment battery at the clinic were 

selected for inclusion in this study: the LCB, EPQ and SF-12. 

 

LCB 

The Locus of Control of Behaviour (LCB) (Craig, Franklin & Andrews, 1984) is a 

14-item scale designed to measure internal versus external locus of control, on which 

lower scores indicate a more internal locus of control.  The clinical mean for the LCB 

is 27.93 (SD=9.12).  The current sample approximated these norms: mean = 26.9 

(SD=9.5, range 2-63). 
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EPQ 

The Eysenck Personality Questionnaire – Neuroticism and Extraversion Scales (EPQ-

N and EPQ-E) (Eyesenck & Eyesenck, 1975) was also administered.  Means from a 

large community sample reported by the authors are 12.84 (SD=4.86) for the EPQ-E, 

and 11.53 (SD=5.19) for the EPQ-N.  As would be expected in a primarily anxious 

clinical sample, the overall level of neuroticism was higher (mean = 17.3, SD=4.2) 

and the mean extraversion score was slightly lower than the community norm (mean 

= 9.5, SD=5.4). 

 

SF-12 

The Mental Component Scale of the SF-12 (MCS12) (Ware, Kosinski & Keller, 

1996) was used as a measure of disability.  It has a normal mean of 50 (SD=10).  

Lower scores indicate poorer functioning.  As expected for a clinical sample, the 

average disability in this sample was greater than the normal mean (mean MCS = 

32.2, SD=10.6).  For the analysis, MCS scores were categorized into standard 

deviation units. 

 

Help-seeking history 

A brief one-page self-report questionnaire designed to assess help-seeking history 

was added to the routine questionnaire battery at the clinic. 

 

Age at onset was obtained by asking: “How old were you when you first experienced 

symptoms of [anxiety/depression]?”.  Respondents gave their age in years.  The 

wording of this question was based on questions regarding age at onset in the 

Composite International Diagnostic Interview (CIDI) (World Health Oraganization, 

1990).  Time of first treatment contact was assessed by asking:  “How old were you 
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when you first contacted a health professional about your [anxiety/depression]?”.  

Delay to seek treatment was then calculated by subtracting the reported age at onset 

from the age at which respondents reported first contacting a health professional.  

 

Age at problem recognition was assessed by asking: “How old were you when you 

first recognized that these symptoms were related to an [anxiety/depression] 

problem?”.  Time to problem recognition was taken as the reported age of onset 

subtracted from the reported age at problem recognition. 

 

Other questions on the help-seeking questionnaire related to barriers to help-seeking 

and where help was finally sought from.  This data is reported elsewhere (Thompson, 

Hunt & Issakidis, 2004). 

 

Analyses 

Similar to previously reported studies (Christiana et al., 2000; Kessler, Olfson & 

Berglund, 1998) we found that the dependent variable (total length of the delay to 

seek treatment) formed a distinctly skewed J-shaped distribution.   Multivariate 

logistic regression was used to test predictors of the length of the delay.  The 

dependent variable was coded into two dichotomous variables for analysis: 

1. No (or minimal) delay, defined as help-seeking within one year, versus delayed 

help-seeking (0 = less than one year delay, 1 = one year delay or greater). This 

analysis used the total sample of 273 subjects.  The one year split point was 

chosen because previous studies with a similarly skewed sample distribution have 

found the one year point to be important (Christiana et al., 2000; Kessler, Olfson 

& Berglund, 1998).  The same point was chosen because of the similarity of the 
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present sample distribution to these previous samples, and for ease of comparison 

with overseas studies.   

2. 1-5 years versus 5 years+ (0 = 1-5 years delay, 1 = five years delay or greater).  

This analysis excluded subjects with less than one year delay (n=88), leaving a 

sample of 185 subjects.  If the delay to seek help is to be minimized, it is 

necessary to understand, of those who delay seeking treatment, what differentiates 

those who have a relatively short delay (e.g. up to five years) from those who 

delay for many years.   

 

First, univariate analyses were conducted with length of the delay as the dependent 

variable.  Chi square tests were used for categorical variables (disorder, sex, 

education, marital status) and t-tests for continuous variables (age at onset, speed of 

problem recognition, current age, LCB score, EPQE and EPQN and MCS-12). For 

the final analysis, speed of problem recognition and MCS-12 scores were analysed in 

categorical form for ease of interpretation (Andrews, Sanderson & Beard, 1998). 

 

Two multivariate logistic regression analyses were then performed to determine 

predictors of length of the delay to seek treatment (1. no delay vs delay; 2. short delay 

vs long delay). Variables were checked for multicolliniarity and the adequacy of 

expected frequencies and the contribution of individual variables was assessed using 

a likelihood-ratio test (Hosmer & Lemeshow, 1989).  A process of backward 

elimination was used to remove statistically insignificant variables until a final model 

was reached in which all variables were significant (p<0.05).  These final models are 

presented below. 
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RESULTS 

 

Length of the delay 

On average, subjects’ reported symptom onset was 14.5 years prior to the time of the 

study (range 0-75 years), and their initial help-seeking was an average of 6.3 years 

earlier (range 0-40 years).  Thus the average delay to seek help was 8.2 years (range 

0-72 years, median 4 years), and is shown in Figure 1.  Twenty eight percent of the 

total sample sought help within the first year of symptom onset.  This varied between 

disorders: 42% of people with panic disorder sought help in the first year, compared 

to 18% of those diagnosed with OCD and 16% of people with social phobia.  Among 

those who did not seek treatment in the year of onset, the average delay was 11.55 

years, and the median delay was 8 years.   

 

< Insert Figure 1 about here > 

 

Figure 2 shows average data on age at onset, time to problem recognition, age at help-

seeking and the total length of the delay for each disorder.  The average age of 

symptom onset in the total sample was 19.8 years (SD=11.1 years) but varied 

between disorder, ranging from 15.2 years (OCD) to 23.9 years (Panic Disorder 

Without Agoraphobia). 

 

< Insert Figure 2 about here > 

 

The shortest overall delays to seek help were in Panic Disorder without Agoraphobia 

(3.3 years) and Panic Disorder with Agoraphobia (4.8 years), and the longest average 

delays were reported by participants with a mood disorder (10.6 years) or a Specific 
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Phobia (12.5 years).  Moderate average delays were found for Social Phobia (9.1 

years), GAD (9.4 years) and OCD (9.4 years). 

 

Problem recognition is depicted in Figure 2 by the narrow vertical line in the bar 

graph for each disorder.  As predicted, most people recognized that their symptoms 

were related to an anxiety or depression problem before seeking help from a health 

professional.  The average time to recognize the problem in this way was 6.9 years 

(SD=9.2 years, range 0–47 years), approximately 1.3 years before help-seeking on 

average.  However 15.3% of the sample did not recognize what the problem was until 

after they had sought professional help.  This was most common in the GAD group.  

Participants with a diagnosis of GAD on average recognised that their symptoms 

were an anxiety or depression problem 0.7 years after initial help-seeking.  

 

In all disorders, the average time taken to recognize the problem accounted for the 

majority of the total delay to seek help.  With the exception of GAD, mean time to 

problem recognition was roughly proportionate to the total length of the delay across 

disorders, as can be seen from Figure 2.  Participants with Panic Disorder with or 

without Agoraphobia reported fastest problem recognition (mean 3.9 and 3.0 years 

respectively).  OCD, Specific Phobia, Social Phobia and Mood Disorders had 

approximately equivalent speed of problem recognition (7.2, 7.5, 7.9 and 8.4 years 

respectively) and GAD participants reported slowest problem recognition (10.1 

years).   

 

Predictors of delayed help-seeking (Analysis 1) 

Five variables were significant univariate predictors of delaying seeking help for at 

least one year following onset (α=.05): older age at onset (t=7.76; p<0.001), type of 
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disorder (χ
2
=15.81; p=0.003), faster problem recognition (χ

2
=120.68; p<0.001), 

greater extroversion (t=2.54; p=0.012) and greater neuroticism (t=2.42; p=0.016).  

 

< Insert Table 1 about here > 

 

The results of the first multivariate analysis, examining predictors of delayed help-

seeking, are presented in Table 1.  Two variables remained in the final model: age at 

onset and speed of problem recognition.  People with an older age at onset were 

significantly more likely to seek help within the first year of onset (OR=0.33; 

p<0.001).  Slower problem recognition was also associated with a greater likelihood 

of delaying help-seeking (OR=20.28; p<0.001).  In other words people who took 

more than one year to recognize that the problem was related to anxiety or depression 

were more than twenty times more likely to delay treatment seeking as those who 

recognized the problem within one year.   

 

Once age at onset and speed of problem recognition were taken into account, type of 

disorder was not significantly correlated with help-seeking within one year, nor were 

any of the demographic variables (age, sex, level of education or marital status) or 

personality/attitudinal variables (extroversion, neuroticism or locus of control).  Level 

of disability also failed to reach significance.  

 

Predictors of longer delays (Analysis 2) 

In the second analysis, five variables univariately predicted longer delays to seek help 

(more than five years) among those who delayed for at least one year: 

 younger age at onset (t=7.83; p<0.0001)  

 slower problem recognition (χ
2
=116.38; p<0.0001) 
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 more severe level of current disability (χ
2
=9.35; p=0.025) 

 older age (t=3.50; p=0.001), and  

 being married or previously married (χ
2
=6.13; p=0.017) 

  

< Insert Table 2 about here > 

 

Results of the multivariate analysis of predictors of longer delays are presented in 

Table 2.  As in the first analysis, younger age at onset and slower speed of problem 

recognition remained significant predictors of long delays in the final model  

(OR=0.16; p<0.001 and OR=101.6; p<0.001 respectively). Older current age was also 

a significant predictor of a long delay (Wald χ
2
=7.41; p=0.006).  

 

As in the first analysis, none of the variables of disorder, sex, level of education, 

marital status, current level of disability, locus of control, extraversion or introversion 

were significant in the final model (α=0.05) once speed of problem recognition, age at 

onset and current age were controlled.   

 

Time between problem recognition and help-seeking 

Post hoc investigation revealed a significant interaction between age at onset and the 

time between problem recognition and help-seeking.  A new dichotomous variable 

was created: less than one year and at least one year between problem recognition and 

help-seeking.  People who sought help before problem recognition were excluded 

from this analysis, leaving a sample of 227 respondents.  People with a younger age 

at onset were significantly more likely to report that they didn’t seek help for at least 

one year after problem recognition (χ
2
=17.88; df=4; p=0.001) compared to those with 

an older age of symptom onset.
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DISCUSSION 

 

Key findings 

Long delays to first seek treatment were reported by this sample.  The likelihood of 

first treatment contact was highest in the first year after onset, and decreased with 

subsequent years.  These findings are consistent with previous studies from overseas.  

In the United States National Comorbidity Survey, for example, the proportion of 

people seeking treatment in the year of onset ranged from 10% to 50% across 

disorders (Kessler, Olfson & Berglund, 1998).  This corresponds to a range from 16% 

to 42% in the present study, which involved a smaller range of disorder types (i.e. did 

not include addictive disorders).  Among those who did not seek treatment in the first 

year, the average delay in this study was 11.6 years.  In the NCS, these delays ranged 

from 6 to 14 years across disorders. 

 

The two factors most strongly associated with long delays in this study were slower 

problem recognition and younger age at onset.  Current age also predicted length of 

the delay in the expected direction, with older participants reporting longer delays to 

first treatment contact.  In the delay to seek treatment literature to date, age at onset 

and current age are two of the three most consistent predictors of the length of the 

delay to seek treatment.  The third is disorder type.   

 

It was expected that disorder would also emerge as a significant predictor of length of 

the delay in the present study, however this was not the case.  Between-disorder 

differences in the length of the delay to seek treatment were evident, but these 

differences disappeared once age at onset, age and speed of problem recognition were 

controlled.   
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Of these variables, speed of problem recognition most likely drives the effect of 

disorder.  Speed of problem recognition differed considerably between disorder types, 

with people with Panic Disorder reporting the fastest problem recognition and mood 

disorders the slowest problem recognition.  This pattern of between-disorder 

differences in speed of problem recognition makes intuitive sense, as we would 

expect the typically acute onset of Panic Disorder to aid recognition that there is a 

problem, in contrast to mood disorders and other anxiety disorders, in which 

gradually emerging symptoms are tolerated as normal or ‘just the way I am’.  This 

finding that disorder is not a significant predictor when problem recognition is 

included in the model is notable, as previous studies have not included problem 

recognition as a potential factor in the delay to seek treatment.   

 

A number of other variables that were expected to have some predictive power also 

did not, including current marital status, sex, education level, extroversion, 

neuroticism and locus of control.  Like disorder type, any effect of these variables 

disappeared once the primary predictors of age at onset, problem recognition and age 

were controlled for.   

 

The finding that younger age at onset is associated with longer help-seeking delays is 

a consistent finding (Christiana et al., 2000; Kessler, Olfson & Berglund, 1998; 

Olfson, Kessler, Berglund & Lin, 1998).  One of the explanations for this effect is 

that symptoms emerging earlier in life are more likely tolerated as ‘normal’.  In 

addition, people with onset during childhood or adolescence usually require others 

(parents or guardians) to seek professional help on their behalf, introducing an 
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additional set of barriers to help-seeking.  Another hypothesis is that early-onset 

disorders tend to be more severe, and symptom severity interferes with help-seeking.   

 

The finding that younger generations seek help for mental health problems faster than 

older people has been reported consistently elsewhere (Christiana et al., 2000; Gater 

& Goldberg, 1991; Kessler, Olfson & Berglund, 1998; Olfson, Kessler, Berglund & 

Lin, 1998).  This is an encouraging trend, and may well be due to decreasingly 

negative attitudes towards mental illness in younger generations, as well as increasing 

public awareness of effective treatments in younger generations.  Prolific information 

about mental health on the internet is likely to be facilitating help-seeking (Powell & 

Clarke, 2006) and perhaps with younger generations more likely to access 

information in this medium.  

 

The data reported here suggest that problem recognition is one of the most significant 

remaining barriers to prompt help-seeking for anxiety and mood disorders.  Overall, 

the time taken to recognize the problem accounted for the majority of the total time 

taken to first seek treatment.  Once problem recognition has occurred, the delay to 

seek treatment is relatively short, with the exception of Social Phobia in the current 

sample.  For most people problem recognition occurred prior to help-seeking, 

however it is interesting that a subgroup of people (15% of the sample) actually 

recognized the problem after seeking help for the symptoms.  This was most 

frequently the case for participants diagnosed with GAD.  It is likely that people with 

a generalized pattern of worrying see a health professional because they are 

excessively worried about their health, rather than for the worry itself.  Only through 

consultation with a health professional do these people come to realize that the 

problem is actually anxiety. 
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Although overall, problem recognition seems to be a prompt to seek help, this is less 

the case for people with a younger age at onset.  People with a younger age at onset 

are more likely to have longer delays between problem recognition and help-seeking.  

In other words, when a younger person develops an anxiety or mood problem, even 

when they recognize what the problem is, they don’t seek help.  It seems that while a 

lack of problem recognition is a significant barrier to help-seeking for older people, 

there are other barriers preventing help-seeking for younger people with anxiety or 

mood disorders.   

 

The barriers to care reported by the present sample are given more detailed 

consideration in Thompson, Hunt & Issakidis (2004). 

 

Limitations 

The main limitations of this study relate to the retrospective design, which was 

employed for practical reasons and because of limited resources.   

 

Respondents’ age at onset, age at problem recognition and initial help-seeking were 

assessed by retrospective self-report.  In many cases, there were long periods of recall 

involved.  We do not know how accurately respondents were able to identify the key 

points of their help-seeking history such as age at onset and age at first seeking help 

from a professional.  Respondents were also required to nominate time of onset of 

symptoms, a point which may be subjective and does not necessarily represent 

disorder onset.  However, there is published evidence for the reliability of self-

reported ages of onset (Barkow, Heun, Üstün, Gänsicke, Wittchen & Maier, 2002) 
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and the data were consistent with average ages of disorder onset reported in the 

literature. 

 

The retrospective design also meant that there was no means of reliably measuring 

factors potentially relevant at the time of onset or help-seeking, such as symptom 

severity, comorbidity, disability, or demographic variables which change over time, 

such as marital or employment status (the latter not assessed in the present study).  An 

approximation of some of these variables was attempted by assessing their current 

levels, but these may emerge as stronger predictors if accurately measured at the time 

of onset.  This may particularly be the case for symptom severity and psychiatric 

comorbidity, both of which have been shown to predict levels of health service 

utilization (Andrews, Issakidis & Carter, 2001; ten Have, Vollebergh, Bijl & de 

Graaf, 2001; Katz et al., 1997).  The effect of disorder type, too, may have been 

artificially weak in this study due to the retrospective design, as participants’ reported 

first help-seeking was not necessarily in relation to the same disorder for which they 

were seeking care at the time of the clinical assessment at the specialist clinic.  

 

Finally, the sample of patients from a specialist anxiety treatment clinic will not be 

representative of all Australian help-seekers.  However, as already mentioned, the 

sample is likely to be skewed towards the more severe cases, those who most need to 

access effective treatment.  It should also be remembered that in most cases, the 

initial help-seeking reported was not the current episode of help-seeking, and 

therefore did not necessarily occur at a specialist treatment clinic. Data reported in 

another paper from this study (Thompson, Hunt & Issakidis, 2004) indicate that in 

fact the majority of the sample first sought help from a general practitioner, a pattern 
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consistent with help-seeking for mental disorders in the general population ( 

Andrews, Henderson & Hall, 2001). 

 

Implications 

This study demonstrates in an Australian sample that initial delays to seek treatment 

for mental health problems are long and widespread.  When taken together with 

international findings, it seems clear that the initial delay to seek help contributes 

significantly to the high level of unmet need for treatment for anxiety and mood 

disorders in Western countries.  Facilitating faster help-seeking after symptom onset 

is therefore likely to be crucial in reducing the level of unmet need for treatment.   

 

Problem recognition seems to play a key role in the decision to seek help.  This adds 

weight and import to the number of recent public mental health education campaigns 

aimed at assisting people to recognize the symptoms of common psychiatric disorders 

such as anxiety and depression (e.g. Burns, Morey, Lagelee, Mackenzie & Nicholas, 

2007; Kelly, Jorm & Wright, 2007).  These campaigns should continue to target 

target groups in the population more likely to delay seeking treatment: children and 

young people with anxiety or depressive symptoms (and their parents), as well as 

older generations.  Further exploration is also needed into other barriers to help-

seeking for young people, as even when problem recognition occurs, young people 

still delay seeking professional help.  Understanding the barriers to care for young 

people is particularly important as younger onset disorders tend to be more severe 

(Hoehn-Saric, Hazlett & McLeod, 1993; Kovacs, 1996) and are potentially present 

for more of the lifespan, therefore contributing much to the personal and societal cost 

of these disorders which we know how to treat. 
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FIGURES AND TABLES 

 

 

Figure 1: Distribution of the total length of the delay to seek help 
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* One outlier (a 72 year delay) is omitted from this figure 
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Figure 2: Average age at onset, speed of problem recognition and age at help-seeking 

by disorder (ranked by total length of the delay to seek help, shortest to longest) 
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Speed of problem recognition 

          < 1 year 

          > 1 year 

 

 

 

1.00 

    20.28** 

 

 

 

- 

8.75 - 47.00 
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Table 1:  Predictors of delayed help-seeking (at least one year) from a health 

professional in total sample (n = 241) 

 

** p < 0.001 
Φ
 Variable converted to standard deviation units. 
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Table 2:  Predictors longer delays (at least five years) to first seek help from a health 

professional, among those who delayed at least one year (n = 185) 

 

* p < 0.05;   ** p < 0.001 
Φ
 Variable converted to standard deviation units. 
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