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Abstract
To analyze the factors that affecting the help-seeking behavior of bipolar disorder (BD) patients by conducting interviews BD
individuals in Hunan province of China.
In 2015, 72,999 people from 123 counties of Hunan province of China were interviewed through multistage stratified random

sampling. Twelve items of general health questionnaire (GHQ-12) and abnormal behavioral clue questionnaire were used as
screening tools. The Structured Clinical Interview for Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV) (SCID) was
used as a diagnostic tool.
Among the 75 BD patients, 36% (27/75) sought help. Compared with help-seekers, non-help-seekers were more likely to

be older, divorced, or widowed, mostly illiterate or elementary education, family monthly income at least 3000 <, more
physically consulted in the past year, able to effective work or study, at a stable illness status. 70.4% help-seekers firstly
sought help from a medical institution. The main reasons that patients did not seek help were economic problem, did not know
where to seek help, unsatisfied with medical services, afraid of mental health stigma, and other problems, such as traffic
inconvenience.
Non-help-seekers were faced with more difficulties in their social functions and social interactions.

Abbreviations: BD = bipolar disorder, CDC =Centers for Disease Control, DSM-IV = Diagnostic and Statistical Manual of Mental
Disorders-IV, GAF = global assessment of functioning, GHQ-12 = 12 items of general health questionnaire, SCID = Structured
Clinical Interview for Diagnostic and Statistical Manual of Mental Disorders-IV, SPSS = Statistical Product and Service Solutions,
TPMD = the Clue Investigation List about People Who Might Have Mental Disorders.
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1. Introduction

Bipolar disorder (BD), as one of the most severe psychiatric
disorders in worldwide, is a chronic disease characterized by
changes in mood, energy, and activity and brings burden on
socioeconomic development and health care system.[1] The
duration of untreated BD is associated with more mood episodes,
more suicidal behavior, and a trend towards greater lifetime
mood instability.[2] Even between mood episodes, its residual
symptoms may disturb circadian cycles, emotional regulations,
cognitive functions, psychiatric disorders, and comorbidities.[3–5]

The high misdiagnose rate of BD has already become a
widespread problem, and it has reached to 36.2% in Africa.[5]

In addition, lifetime prevalence of anxiety disorders in BD
individuals was 45%.[6] Therefore, it requires to find better
diagnosis methods and more appropriate therapeutic strategies
for BD patients.
Help-seekers, the key factor in treatment for BD individuals,

are referred to people who have been diagnosed with mental
disorders and seek help from other professionals. They are
divided into 2 groups, drug-receivers who take medication and
non-drug-receivers who refuse to take any medication. In
Western, it has reported that barriers were mainly related to
accessibility and acceptability of health services,[7] as well as the
social distance between physicians and patients.[8] Many mental
health workers even have set anti-stigma campaigns to decrease
stigmatization. However, in China, traditional views have
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become a major barrier to help-seeking, due to they feel shame
and embarrassment when individuals with mental health
disorder visiting doctors, or their problems are known by
dwellers in their communities. Furthermore, due to lack of mental
health institutes and workers, patients cannot be performed with
mental health service, especially in the vast rural China.
In this research, the key factors that might affect help-seeking

behavior among BD individuals, such as age, sex, living alone,
marital and employment status, education level, physical
hospitalization, and others, were investigated in Hunan Province
of China. Furthermore, we explored the reasons associated with
non-help-seeking and key factors with non-drug-receivers. These
findings on the help-seeking behavior among BD patients would
have great implications on future interventions for BD patients in
China.
2. Method

2.1. Sampling method

A cluster sampling method was implemented in 3 stages. Firstly,
123 cities and counties were randomly chosen in Hunan Province
of China, then 1 street and 1 town were randomly chosen in each
city and county, thus 123 streets and 123 towns were selected.
Secondly, in each street and village, 1 neighborhood committee
and 1 village were randomly chosen. Thirdly, 150 families in each
neighborhood committee and village were randomly selected in
123 neighborhood committees and 123 villages. Finally, a total of
74,370 participants (>15 years old) were selected.
2.2. Training for interview team

This study was approved by the Ethics Committee of Hunan
Brain Hospital (2014–01). The written informed consent was
obtained from all participants. The interview teams consisted of 2
groups of people. In step 1, the psychiatrists were workers from
Centers for Disease Control (CDC) of Hunan Province, Brains
Hospital of Hunan Province, and mental health centers in every
city and county. They were well trained for basic psychiatry and
consistency on every questionnaire in step 1, ensuring they would
complete the interview under the unified standard. In step 2,
psychiatrists received training programs held by Xiangya Second
Hospital and Brains Hospital of Hunan Province. Only those
who passed the final tests could become researchers in this study.
All researchers received professional training for the interview
protocol, administration of the questionnaire, and consistency in
using the Chinese version of the Structured Clinical Interview for
the Diagnostic and Statistical Manual of Mental Disorder
(SCID).
2.3. Instruments and recoded measurements

The study was implemented in 2 steps (Fig. 1).

2.3.1. Step 1. Screening. All participant were asked to evaluate
their health condition by answering the General Health
Questionnaire (GHQ-12), which has been proven to have great
validity and reliability as a screening tool for common psychiatric
disorders.[9] Furthermore, 8 additional questions were also added
to GHQ-12 questionnaire. Two items (choices ranged from
“excellent” to “worst”): how they considered their physical and
mental health condition. Three items (the choices listed from
“never” to “always”): whether they have thought of something
2

repeatedly in the past month; whether they were afraid of being
restricted their activity in the past month; and whether they had
been extremely anxious or nervous in the past 6 months. Three
items (“Yes” or “No”): whether they were in trouble due to a
drinking problem; whether they were hospitalized or had sought
help due to psychiatric or mental disorders. Anyone who chose
“worst,” “always,” or “Yes” would be considered at high risk.
Another questionnaire called the Clue Investigation List about

People Who Might Have Mental Disorders (TPMD) was also
involved in the step 1. This questionnaire was published by
Beijing Ministry of Health Bureau of Disease Prevention and
Control, and has been proven to be great valid and reliable in
China.[10] Informants (parents, spouse, children, friends, or
neighborhood members) who were familiar with participants
were asked to answer the 11 questions as follows: once lived in a
mental health center, but now at home; locked at home due to
mental health disorders; displayed agitation, incomprehensible or
unrealistic speech, such as announcing that they could have
conversations with invisible people or had supernatural powers;
exhibited babbling or violence toward to others without specific
reason or due to drinking; talked to himself or herself, laughed
without reason, or exhibited a dull or bizarre expression; oddly
behaved in public places, such as wearing clothes in abnormal
way or wearing no clothes on purpose; extremely skeptical, such
as wondering if people around were discussing him/her privately,
or plotting to kill him/her; was overly talkative, hyperactive, or
officious; was overly quiet or indolent, showing no passion, or
spending all day in bed; committed suicide or attempted to hurt
oneself; did not go to school, work, or have contact with anyone.
The choices were between “Yes” and “No.”
The participants who met the following criteria entered into

step 2: scored at least 4 in GHQ-12; considered to be at high risk;
the informants answered “Yes” in any item of TPMD.
Furthermore, 20% of people who scored 3 on the GHQ-12
would be randomly selected into step 2. Therefore, there were in
total of 5869 (5869/72,999, 8.04%) participants entered into
step 2.

2.3.2. Step 2. In-depth interview. In this study, the Chinese
version of the SCID,[11] that provided by the Department of
Psychiatry of KaohsiungMedical University in Taiwan, was used
to generate diagnoses for all participants who entered into step 2.
Diagnoses were performed by psychiatrists from the research
teams after interviews with participants and their informants.
Except 110 participants who could not be contacted in 3 different
visits, 5869 participants were interviewed with the SCID. Lastly,
75 (0.10%) participants were diagnosed with BD, and were
interviewed with the following questionnaires. Two informants,
who were familiar with patients, answered questions instead of
those patients who could not answer by themselves. Thus, the
75 participants were divided into help-seekers and non-help-
seekers.
Living condition was dichotomized as “Living in city (1)” and

“Living in county (0)”; “Living alone (1),” and “Not living alone
(0).”Marital status was dichotomized as “currently married (1)”
and “currently unmarried (0),” the former included people who
were married, remarried, or cohabitated, while the latter were
those who were single, separated, divorced, or widowed.
Smoking/alcohol drinking was measured by asking whether they
had habits of smoking and/or alcohol drinking, and the results
were dichotomized as “having smoking/drinking problem (1)”
and “not having smoking/drinking problem (0).” Employment



Figure 1. Sample flowchart in this study.
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status was dichotomized as “currently employed (1)” and
“currently unemployed (0),” the former included workers,
businessmen, housewives, and students, while the latter were
those who were laid off, retired, in pregnancy leave, sick leave or
disability. Education level was dichotomized as “Illiteracy and/or
elementary school (1)” and “At least junior high school (0).”
Health condition was measured by asking them whether they
have suffered from any chronic physical disease, such as
cardiovascular disease, respiratory disease, and others. The
results were dichotomized as “having chronic physical disease
(1)” and “Not having physical disease (0).” They also have to
answer whether they have been physically hospitalized in the past
year (Yes, [1] or No [0]). Medical insurance was dichotomized as
“Having medical insurance (1)” and “Not having medical
insurance (0).” Monthly family income and annual expenses on
inpatients were dichotomized as “Below 3000 < (1)” and “At
least 3000 < (2),” and the expenses on outpatient each year in
Chinese RMB (<) were dichotomized as “Below 600 < (1)” and
“At least 600 < (2).”
3

BD patients were asked the social function characteristics, such
as whether they had committed any illegal acts, including theft,
robbery, violence, or murder. They also had to answer: whether
they could work or study, and solve problems by themselves or
others; whether they had any physical illness and social problems
due to alcohol drinking, any social interactions with other people,
any dangerous behavior including verbal threatening, screaming,
smashing things without reason, hurting oneself, or committing
suicide. The answers for these questions were “Yes (1)” or “No
(0).” Furthermore, they were also asked whether their mental
health condition was better than before, and the answer was
dichotomized as “Being better than before (0)” or “No changes/
even worse (1).” Their current stage of illness was dichotomized
as “Being at stable stage of illness (0)” or “Being at unstable stage
of illness (1).”
Help-seekers were asked several questions about the specific

details of how they sought help. For example, they were asked:
whether they would be hospitalized or receive any drug therapy if
necessary, and the answers were dichotomized as “Yes (1)” or

http://www.md-journal.com


Table 1

Demographic of samples (N=75): help-seekers and non-help-
seekers with bipolar disorder.

Variables

Help-seekers
(n=27)
(n, %)

Non-help-
seekers
(n=48)
(n, %) x2 P

Age 13.994 <.001
∗

15–44 15 (68.2) 7 (31.8)
≥45 12 (22.6) 41 (77.4)

Gender 1.663 .234
Male 16 (43.2) 21 (56.8)
Female 11 (28.9) 27 (71.1)

Community 2.143 .158
City 16 (44.4) 20 (55.6)
Rural 11 (28.2) 28 (71.8)

Marital status 10.068 .018
∗

Unmarried 9 (75.0) 3 (25.0)
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“No (0)”; what kind of help they would seek, with choices among
“institutes related to mental health services,” “non-psychiatric
departments in general hospital,” “community health depart-
ment,” and “others including relatives or friends.”
As for the non-help-seekers, 11 possible reasons of not seeking

help were listed: solving problems by oneself (1) versus not by
oneself (0); not knowing (1) versus knowing (0) where to seek
help; encountering (1) versus not encountering (0) other problems
such as traffic inconvenience; costing too much time (1) versus
not costing too much time (0) to visit doctors; too much expenses
(1) versus not toomuch expenses (0); treatment is not working (1)
versus working (0); afraid of (1) versus not afraid of others’
judging (0); afraid of (1) versus not afraid of coercive
hospitalization (0); not satisfied (1) versus satisfied with medical
services (0); afraid of (1) versus not afraid of mental health stigma
(0); not necessary (1) versus necessary to receive treatment (0).
Any participants could select more than one reason.
Married 16 (30.8) 36 (69.2)
Divorced 1 (20.0) 4 (80.0)
Widowed 1 (16.7) 5 (83.3)

Occupation 2.854 .415
Farmers 12 (35.3) 22 (64.7)
Technology professionals/
administrators

3 (75.0) 1 (25.0)

Industrial and commercial
individual businessman

1 (33.3) 2 (66.7)

Jobless/unemployed 11 (32.4) 23 (67.6)
Education level 6.548 .038

∗

Illiteracy/elementary school 12 (28.6) 30 (71.4)
Junior high school/ senior
high school

12 (40.0) 18 (60.0)

Tertiary, bachelor’s degree
or above

3 (100.0) 0 (0)
2.4. Statistical analysis

Statistical Product and Service Solutions (SPSS) for Windows
(version 18.0, SPSS Inc, IBM, Armonk, NY, USA) was used for
data analysis. t-Test or Chi-square test was used to compare
differences on continuous or categorical variables across groups.
Bivariate correlation analysis was used to explore the factors that
were positively or negatively related to reasons for the non-help-
seekers. In addition, logistic regression analysis was performed to
examine factors related to help-seekers and non-help-seekers, as
well as drug-therapy-receivers and non-drug-therapy-receivers.
All of the factors were chosen as independent variables. All tests
were two-tailed and a P< .05 was considered statistically
significant.
Having medical insurance 0.547 .479
Yes 17 (39.5) 26 (60.5)
No 10 (31.3) 22 (68.8)

Monthly family income 7.221 .013
∗

Below 3000 (<) 22 (47.8) 24 (52.2)
At least 3000 (<) 5 (17.2) 24 (82.8)

Living alone 2.750 .144
Yes 1 (11.1) 8 (88.9)
No 26 (39.4) 40 (60.6)

∗
P< .05.
3. Results

As Fig. 1 shown, a total of 75 (0.10%, 75/72,999) participants,
including 37 men and 38 women and aged 53.57±14.11 years,
were finally diagnosed with BD. Among them, 27 participants
(36%) sought help from others, while 48 participants (64%) did
not seek any help. In addition, 36 participants (48.00%) lived in a
city, 52 (69.33%) were currently married, 34 participants
(45.33%) were farmers, 34 participants (45.33%) were unem-
ployed, 42 participants (56%) were illiterate or only graduated
from elementary school, 46 patients’ (61.33%) monthly family
income was lower than 3000 <, and 43 participants (57.33%)
had medical insurance. There were statistically significant
differences in terms of age, marital status, education level, and
monthly family income between help-seekers and non-help-
seekers. Compared with the help-seekers, non-help-seekers were
significantly older, divorced or widowed, illiteracy or elementary
school cultural level, monthly family income at least 3000 <
(Table 1).
As for social functions, 37 participants (49.33%) consulted

physical problem, 43 participants (57.33%) could not efficiently
work or study, only 30 participants (40%) had social interactions
or entertainment, and 34 participants (45.33%) were at a stable
stage of illness, 19 participants (25.33%) had committed
dangerous behavior, and 4 participants (5.33%) had illegal
behavior. Compared with help-seekers, the non-help-seekers were
inclined to efficiently work or study, higher cost of physically
consulted in the past year, more likely to not changing/even worse
mental health and being at an unstable stage of illness (Table 2).
4

The Table 3 showed the univariate analysis of the influence of
help-seeking behavior in BD patients. In addition, a multiple
logistic regression model was applied to further explore the
reasons that why these patients did not seek help. The single
factors that concluded by univariate analysis, including age,
marriage, nearly 1 year of medical treatment due to physical
diseases, average monthly family income, inability to effectively
work and study, disease stage, emotional polarity, and possibly
influential covariates between urban and rural occupations, were
included in the multivariate analysis. The results showed that
being older (odds ratio [OR]=9.437, 95% confidence interval
[CI]=2.169–41.065), more physically consulted in the past year
(OR=4.006, 95% CI=1.091–14.708), efficiently work or study
(OR=6.809, 95% CI=1.523–30.435), and being at a stable
stage of illness (OR=7.111, 95% CI=1.719–29.415) were risk
factors for non-help-seeker (Table 4).
In terms of 27 (36%) BD help-seekers, 6 cases choose general

hospital as their help-seeking places, 13 cases choose psychiatry
hospital, and 5 cases sought help from relatives or friends. In



Table 2

Social functions of samples (N=75): help-seekers and non-help-seekers with bipolar disorder.

Variables Help-seekers
(n=27)
(n, %)

Non-help-seekers
(n=48) (n, %)

x2 P

Having illegal behavior 0.359 .616
Yes 2 (50.0) 2 (50.0)
No 25 (35.2) 46 (64.8)

Physically consulted in the past year 6.553 .016
∗

Yes 8 (21.6) 29 (78.4)
No 19 (50.0) 19 (50.0)

Cannot efficiently work or study 4.833 .032
∗

Yes 20 (46.5) 23 (53.5)
No 7 (21.9) 25 (78.1)

Having social interactions or entertainments 0.010 1.000
Yes 11 (36.7) 19 (63.3)
No 16 (35.6) 29 (64.4)

Being better than before 0.959 .416
Yes 9 (45.0) 11 (55.0)
No 18 (32.7) 37 (67.3)

Being at a stable stage of illness 12.240 .001
∗

Yes 5 (14.7) 29 (85.3)
No 22 (53.7) 19 (46.3)

Having any dangerous behaviora 1.427 .275
Yes 9 (47.4) 10 (52.6)
No 18 (32.1) 38 (67.9)

a Having any dangerous behavior indicates any behavior due to bipolar disorders, including oral threatening, screaming, smashing anything without reason, and hurting oneself or committing suicide.
∗
P< .05.

Table 3

Univariate analysis of the influence of help-seeking behavior in patients with bipolar disorder.

Variables OR 95% CI P

Age 1.100 1.044–1.158 .000
∗

Urban and rural 2.036 0.781–5.310 .146
Gender 0.535 0.205–1.291 .199
Marital status .040

∗

Currently unmarried 1 – –

Currently married 6.750 1.610–28.297 .009
∗

Divorced 12.000 0.936–153.885 .056
∗

Widowed 15.000 1.215–285.298 .035
∗

Profession .511
Farmer – – –

Workers and technicians 0.182 0.017–1.945 .159
Individual seller 1.091 0.089–13.308 .946
Unemployed and others 1.140 0.417–3.117 .798

Physically consulted in the past year 3.625 1.322–9.938 .012
∗

Monthly family income 4.400 1.430–13.537 .010
∗

Living alone or not 0.192 0.023–1.629 .130
Cannot efficiently work or study 0.322 0.115–0.902 .031

∗

Education level .600
Illiteracy and/or elementary school – – –

Junior high school high school technical secondary school 0.600 0.223–1.616 .312
College, undergraduate, or above 0.000 – .999

Hazardous behavior (yes or no) 1.900 0.658–5.489 .236
Being at a stable stage of illness 6.716 2.169–20.796 .001

∗

Classification of bipolar disorder (predominant polarity)
I 1.244 0.187–8.286 .821
II 1.133 0.161–7.984 .900
Other – – –

Mood episode polarity of the index episode .016
∗

Gloomy – – .215
Impetuous – – .009

∗

∗
P< .1.

Wang et al. Medicine (2019) 98:46 www.md-journal.com

5

http://www.md-journal.com


Table 4

Logistic regressions of risk factors for those bipolar disorder
patients who do not seek help (Method: Forward).

Variables OR 95% CI

Age
15–44 1.000
≥45 9.437

∗
2.169–41.065

Physically consulted in the past year
No 1.000
Yes 4.006

∗
1.091–14.708

Cannot efficiently work or study
Yes 1.000
No 6.809

∗
1.523–30.435

Being at a stable stage of illness
No 1.000
Yes 7.111

∗
1.719–29.415

∗
P< .05.

Table 6

Reasons for non-help-seekers with bipolar disorder (n=48).

Items Non-help-seekers (n=48) (n, %)

Solving problems by oneself 22 (45.8)
Don’t know where to seek help 21 (43.8)
Other problems such as traffic inconvenience 13 (27.1)
Costing too much time to visit doctors 14 (29.2)
Too much expenses 26 (54.2)
No medical insurance 3 (6.3)
Treatment is not working 18 (37.5)
Afraid of others’ judging 13 (27.1)
Afraid of coercive hospitalization 12 (25.0)
Unsatisfied with medical services 9 (18.8)
Afraid of mental health stigma 17 (35.4)
Not necessary to receive any treatment 18 (37.5)
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addition, only 12 cases choose to visit the outpatient department,
7 cases choose to be hospitalized (Table 5). The reasons why
patients did not seek help were multiple choice topic. The findings
suggested that the reasons of non-help-seekers were as following:
54.2% of them worried about costing too much money when
visiting doctors; 45.8% of them choose want to solve problems
by oneself; 43.8% of them to choose don’t know where to seek
help; 37.5% of them think that they does not need to be treated;
35.4% of them afraid of mental health stigma, and 6.3% of them
had no medical insurance (Table 6).
4. Discussion

Many early warning signs of BD, such as sleep deprivation, mania
or depression, are easily overlooked by patients and their
relatives, which is severely insufficient among Chinese people. In
Japan, Koichi et al[12] found the following factors may be
positively related to early help-seeking behavior, recognition of
early warning signs, consultation with non-professional and
professional people, consulting with public mental health
workers, and living with family. All above reminding that
recognition of warning signs are significant for help-seekers in
China and Japan. Therefore, self-awareness of disorders may be
improved by accessing to mental health workers, including
psychiatrist, public mental health workers, and psychotherapist.
In this study, we found non-help-seekers tend to be older,

which may be a potential risk factor. Previously, Webb et al[13]

and Coppens et al[14] reported that elders in Western countries
had social distance and negative attitudes toward to seeking
professional help if they with mentally ill. For Chinese elders,
lacking of knowledge about psychiatry and non-psychiatric
health care providers difficult identifying psychiatric symptoms
should be the most reasons for delaying help-seeking behavior. In
addition, prejudice towards mental disease and being ignored or
Table 5

First way to ask for help among help-seekers with bipolar disorder
(n=27).

Ways Help-seekers (n=27) (n, %)

Friends/relatives 5 (18.5)
Witch doctor treatment 3 (11.1)
General hospital 6 (22.2)
Mental hospital 13 (48.2)

6

negatively treated by family members were also important barrier
factors.[15] These findings demonstrate that older patients should
be given more attention and advocated more knowledge about
psychiatry when access to mental health services. At the same
time, non-psychiatric health care providers may also learn more
about how to detect psychiatric symptoms among elders.
An epidemiological research discovered that the social function

of non-help-seekers was statistically worse than that in help-
seekers according to the Global Assessment of Functioning
(GAF).[16] In Western countries, BD may be associated with the
highest total number of lost work days and productivity
reducing.[17,18] These reminded us the work efficiency and social
contact of non-help-seekers could be worse than that of help-
seekers, and they might easily be neglect. Even though they could
continue to work or study, the low efficiency probable inversely
affect the productivity or economic development. What is worse,
due to being at an unstable stage of illness, their dangerous acts,
such as defacing public facilities or hurting/killing people out of
anger, would put public safety at greater risk.
In this study, several possible reasons were found that may

explain why BD patients did not seek help. It was more likely to
believe that visiting doctors were time-consuming for patients
living in county, which might due to unavailable mental health
related institutes and professionals. According to a study, the
patients lived in rural China no >30km to mental health related
institutes weremore inclined to visit doctors.[19]While inWestern
countries, family practitioners prescribing the samemedication as
psychiatrists or internal physicians would provide primary care
for patients living far away from institutes.[20] However, in
China, similarmeasures could also be taken to solve this problem.
The general practitioners working should be promoted to learn
more about mental health literacy and psychiatric medication in
rural China.
For help-seekers who refuse to receive drug therapy, living in

county and being physically hospitalized in the past year were
risk factors. In addition, the large expense of medication was
another significant reason for poor medication adherence in
China, due to psychotropic substances are too expensive for
people living in county. In Western countries, they favored
psychotherapy instead of medication,[21] and personal stigma
was significantly and negatively associated with medication
application.[22] Another study also indicated that better medica-
tion adherence was associated with greater use of treatment
services and positive attitudes of mental health workers.[23] This
evidence also illustrates the significance of improving medical
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insurance system for Chinese mentally ill patients and lessening
stigma of mental health workers abroad.
Patients with higher monthly family income would not seek

help due to they were afraid of others’ judging or so-called
“mental health stigma,” and believed it was not necessary to
receive any treatment. Within China, monthly family income will
somehow represent the social status, the higher monthly family
income, and the higher status in a certain community. In current
study, stigma of any psychiatric diagnosis would prevent higher
social status patients to seek help from any mental health related
institutes. Yang et al[24] have discovered that patients of urban
China labeled with “psychiatric diagnosis” and “help-seeking”
would engender the greatest social distance, and even prior
personal contact could not decrease community stigma. For
western individuals, internalized stigma still is a pervasive
problem and barrier to seeking help for mentally ill people,
especially for patients with suicidal behavior.[25,26] Furthermore,
stigma and social relationships dissatisfaction appeared to be risk
factors for social isolation of individuals with schizophrenia and
mood disorders,[27] which might explain why they refused to seek
help. These evidences indicated that for mentally ill patients
should be taken lessening stigma measures, especially for patients
with higher monthly family income. In addition, non-help-
seekers with higher social status were afraid of coercive
hospitalization in our study, which may due to unfavorable
atmosphere in hospitals and fearing of health workers’ hostilities.
Swartz et al[28] discovered that individuals suffering from
schizophrenia, fearing of coercive hospitalization were positively
related to barriers to seeking help. The findings indicated that
mental health workers should improve the understanding of
patients and their caregivers about the significance of hospitali-
zation.
Non-help-seekers with physically hospitalization in the past

year or chronic physical illness tended to be unsatisfied with
medical services, which may due to poor patient–doctor
relationships and the stigma of health care workers. Some
Western studies reported that mentally ill patients’ perception of
participation in the decision process and medication adherence
depends on good patient–doctor relationships.[29,30] According
to the reports from Canada and Texas, physicians’ “often
unintentional stigma” or “inadvertent stigma” in the primary
care remains a major barrier to quality care, treatment and
recovery, resulting in higher mortality rates of mental patients
than average.[31,32] To fight against such stigma among primary
care physicians and health workers, Jouet et al[33] have conducted
a research about an anti-stigma campaign involving physicians
and psychiatric patients. After exchanging their points of view
with each other, stigma among physicians was effectively
lessened. This action can also be implemented in China to
decrease the stigma of Chinese physicians and increase the
number of help-seekers.
Non-help-seekers who lived alone inclined to solving

problems by themselves, worrying about as traffic inconve-
nience, too much expenses, others’ judging and coercive
hospitalization and other problems. In rural China, especially
solitary elders, have lower family income and no companion,
resulting in lower quality of life and loss of family support.
Thus, they are susceptible to suffering from mental disorders.
Mentally ill patients lived alone still had negative attitude
toward seeking professional help.[14]

This research had some limitations. Firstly, the control groups
were not included, such as help-seekers with schizophrenia,
7

major depressive disorder, or without any mental disorders.
Secondly, the samples were confined toHunan Province in China,
and further research could be done in different provinces within
China or even across different cultures. Finally, intervention and
psycho-education for non-help-seekers could be done in follow-
up research. In conclusion, non-help-seekers were faced with
more difficulties in their social functions and social interactions.
Therefore, additional measures, such as lessening mental health
stigma and increasing the number of mental health workers and
access to mental health services, should be urgently taken.
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