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Objective: This study aims to examine perceptions of the helpfulness of treatments/interventions 

for depression held by elderly care recipients, to examine whether these beliefs are related to 

help-seeking and whether the experience of depression affects beliefs about treatment seeking, 

and to identify the characteristics of help-seekers.

Method: One hundred eighteen aged care recipients were surveyed on their beliefs about the 

helpfulness of a variety of treatments/interventions for depression, on their actual help-seeking 

behaviors, and on their experience of depression (current and past).

Results: From the sample, 32.4% of the participants screened positive for depression on the 

Geriatric Depression Scale, and of these, 24.2% reported receiving treatment. Respondents 

believed the most helpful treatments for depression were increasing physical activity, counsel-

ing, and antidepressant medication. Help-seeking from both professional and informal sources 

appeared to be related to belief in the helpfulness of counseling and antidepressants; in addition, 

help-seeking from informal sources was also related to belief in the helpfulness of sleeping 

tablets and reading self-help books. In univariate analyses, lower levels of cognitive impair-

ment and being in the two lower age tertiles predicted a greater likelihood of help-seeking from 

professional sources, and female sex and being in the lower two age tertiles predicted greater 

likelihood of help-seeking from informal sources. In multivariate analyses, only lower levels 

of cognitive impairment remained a significant predictor of help-seeking from professional 

sources, whereas both lower age and female sex continued to predict a greater likelihood of 

help-seeking from informal sources.

Conclusion: Beliefs in the helpfulness of certain treatments were related to the use of both 

professional and informal sources of help, indicating the possibility that campaigns or educational 

programs aimed at changing beliefs about treatments may be useful in older adults.
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Introduction
The perceptions older people have about the potential helpfulness of interventions for 

depression are important, as they are likely to influence how individuals respond to their 

own depression and whether they seek treatment.1–3 Early help-seeking for depression 

is important and improves the long-term outcome of depression,4 and there is good 

evidence for effective psychological and pharmacological treatments for older people 

with depression.5,6 Untreated depression in older people has a number of consequences, 

including increased mortality,7,8 poorer functional outcomes,9–11 and reduced quality 

of life12,13 and is an independent risk factor for developing dementia.14

A number of studies have shown that older people use mental health services at a lower 

rate than the general population despite having high need for such services.15–18 This low 
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rate of service use may, in part, be a result of poor detection 

and treatment rates within aged care settings.19,20 However, 

more recent studies indicate the situation is improving. For 

example, Levin et al21 found depression diagnosis rates of 

48% in nursing home residents, and of these residents, 74% 

were receiving antidepressants. A study examining the char-

acteristics of first-time admissions to nursing homes22 found 

that numbers identified with depression increased from 11% 

in 1999 to 16% in 2005, and that antidepressant use increased 

from 78% to 82%. A study of long-stay residents in nursing 

homes23 found that depression diagnosis increased from 34% 

in 1999 to 52% in 2007, and antidepressant use increased 

from 71% to 83% during the same period. These increases 

are attributed to improved depression detection, rather than 

increases in prevalence.

Several studies have examined the characteristics associ-

ated with help-seeking in older people. Elderly help-seekers 

have been found to have poorer psychological well-being, 

to have experienced more stressful life events and physical 

health problems, perceived themselves to have lower levels of 

social support, to be better educated, to live in capital cities, 

and to be more likely to be widowed, divorced, or separated 

and women.16,24–28

In terms of treatment preferences, a number of studies 

have shown that older respondents are less likely to rate 

professional sources of help, help from family or friends, 

or herbal medicines and vitamins as helpful and to rate pain 

killers, tranquilizers, cutting out alcohol, and help from the 

clergy or prayer more positively.3,18,29–35 In contrast,  studies 

of the general public have found high levels of support 

for professional sources of help such as antidepressants 

and psychotherapy,31,36 as well as for increasing physical 

activity.

Previous research has focused on the attitudes toward 

help-seeking of community-dwelling elderly3,29,30,37 and 

home health care patients,34,38 and not the views of elderly 

care recipients in institutional settings. As depression is 

much more prevalent in residential settings,39,40 it is impor-

tant to assess the views of these care recipients, particularly 

as preferred sources of treatment may not be available in 

institutional settings. The current study attempts to address 

this gap in the literature and aims to examine demographic 

characteristics of the sample, rates of depression and treat-

ment for depression in the current sample, preferred sources 

of help, the perceptions of elderly care recipients about 

the helpfulness of a variety of treatments/interventions for 

depression, whether experience of depression and receiving 

treatment for depression affect beliefs in the helpfulness of 

treatments, whether beliefs about treatment are related to 

help-seeking from professional and informal sources, and 

the characteristics of elderly care recipients that predict 

help-seeking.

Methods
sample
The sample consisted of 118 aged care recipients, aged 

60 years and older, from four different types of aged care 

services: residential settings, including high care (one nursing 

home) and low care (two hostels), and community settings, 

including self-care (one retirement village) and community 

care (home care services), from the Sydney Metropolitan 

area. In Australia, nursing home accommodation is provided 

for care recipients with complex, ongoing needs, and hostel 

accommodation is provided for those with low support needs 

but who require some assistance with activities of daily 

living. Residents of self-care facilities are required to be in 

good health and to be able to manage their own care needs, 

whereas recipients of community care services often have 

high support needs and require assistance with activities of 

daily living in their own home. Participants were required to 

be fluent in English, without a severe cognitive impairment 

(defined as a Clinical Dementia Rating Scale score 2),41 not 

to be subject to guardianship orders, and free from significant 

sensory limitations (ie, able to read the study information and 

hear and respond to the survey questions).

survey
A survey was compiled from a selection of questions from the 

International Depression Literacy Survey42 and the beyond-

blue depression monitor survey43 and was administered to 

participants in person by the first author.

The survey measured:

•	 Demographic variables: sex, age, years of schooling, type 

of care

•	 Depression status: lifetime experience of depression (self-

reported), current experience of depression (aged care 

recipients were screened for depression using the Geri-

atric Depression Scale 15-item version [GDS-15]44 and 

were considered depressed if they scored five or more on 

this scale; this cutoff point has been used in a number of 

studies45,46 and is considered preferable to lower cutoff 

points for research studies46), and current treatment for 

depression (self-reported)

•	 Perceptions of the helpfulness of a variety of treatments/

interventions for depression: for example, brief counsel-

ing, antidepressant medication, reading about people 
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with similar problems, natural remedies, becoming more 

physically active, having an occasional alcoholic drink, 

reading self-help books, long-term counseling; response 

categories were helpful, harmful, neither, never heard of 

it, and do not know

•	 Help-seeking from professional sources: respondents 

were asked to identify, from a list provided, those from 

whom they had sought help, including counselor, fam-

ily doctor, pharmacist, psychiatrist, psychologist, social 

worker, welfare officer, another health professional, or 

none of the above, as well as informal sources such as 

acupuncturist; clergy, priest, or other religious person; 

personal trainer or exercise manager; family; friends; 

naturopath or herbalist; relaxation instructor; traditional 

healer; another health professional; or none of the 

above

•	 Cognitive impairment: measured by the Clinical Demen-

tia Rating Scale,41 which is based on clinically validated 

diagnostic criteria for Alzheimer’s disease.47

ethics
Ethics approval to conduct the project was granted by the 

University of Sydney Human Research Ethics Committee. 

Participants were given a written information statement about 

the research and had the opportunity to discuss the study 

with the researcher before giving their informed consent to 

participate.

statistical analysis
Analyses were conducted using SPSS version 19. For 

analysis of the questions on beliefs about the helpfulness 

of treatments/interventions for depression, variables have 

been recoded into the dichotomous variables “helpful” and 

“all other responses.” Chi-squared analyses (or likelihood 

ratios where cell counts were low) were used for categorical 

variables, and Mann–Whitney U-tests were used for skewed  

continuous variables. For analysis of those who reported 

receiving treatment for depression by GDS  categories, 

GDS-15 scores were recoded into the categories of no 

depression (0–4), mild depression (5–9), and moderate to 

severe depression (10–15).48 Age was recoded into tertiles 

for demographic comparisons. Univariate and multivari-

ate logistic regression analyses were performed to identify 

predictors of ever having sought professional or informal 

help for depression. These analyses were restricted to those 

care recipients who acknowledged ever having experienced 

symptoms of depression. For these analyses, type of care 

was recoded into the dummy variables: high care versus all 

other types of care, low care versus all other types of care, 

self-care versus all other types of care, and community care 

versus all other types of care. Age tertiles were recoded into 

the dummy variables: first tertile versus the other two tertiles, 

second tertile versus the other two tertiles, and third tertile 

versus the other two tertiles. All analyses used two-tailed 

tests and a significance level of 0.05.

Results
Demographics
As shown in Table 1, the majority of care recipients were 

women (72.0%), and their mean age was 81.3 years (standard 

deviation, 7.0). The mean number of years of schooling was 

10.3 years (standard deviation, 2.3).

experience of depression
Of the total sample (n=118), 105 patients had complete 

GDS-15 scores. Of these patients, 32.4% (n=34) screened 

positive for current depression. Of the 117 who answered the 

question relating to lifetime experience of depression, 48.7% 

(n=57) reported having experienced symptoms of depres-

sion at some point in their lives. Of those who answered the 

questions about treatment (n=101), 13.9% (n=14) reported 

currently receiving treatment for depression: 8.8% (6/68) of 

those without depression (GDS, 0–4), 22.2% (6/27) of those 

with mild depression (GDS, 5–9), and 33.3% (2/6) of those with 

Table 1 Demographic characteristics of sample and depression status

High care,  
N=24

Low care,  
N=26

Self-care,  
N=43

Community  
care, N=25

Total,  
N=118

Female, % (n) 62.5 (15) 65.4 (17) 76.7 (33) 80.0 (20) 72.0 (85)
Age, years, mean (standard deviation) 83.9 (6.3) 76.8 (7.7) 81.1 (5.8) 83.7 (7.0) 81.3 (7.0)
Years of schooling, mean (standard deviation) 9.8 (1.9) 10.7 (1.7) 10.8 (2.2) 9.4 (2.9) 10.3 (2.3)
lifetime experience of depression, % (n) 70.8 (17) 65.4 (17) 31.0 (13) 40.0 (10) 48.7 (57)
geriatric Depression scale score, mean (standard deviation) 5.5 (2.7) 3.8 (3.7) 1.4 (1.4) 4.8 (3.6) 3.7 (3.3)
Currently meeting diagnostic criteria for depression  
(geriatric Depression scale $5), % (n)

58.3 (14) 30.8 (8) 3.3 (1) 44.0 (11) 32.4 (34)

Currently receiving treatment for depression, % (n) 25.0 (4) 35.5 (6) 16.7 (2) 22.2 (2) 25.9 (14)
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moderate to severe depression (GDS, 10–15). In summary, only 

approximately a quarter (24.2%; 8/33) of those with depres-

sion reported receiving treatment. All reported treatments were 

pharmaceutical: antidepressants (84.6%, 11/13), anxiolytic 

medication (7.7%, 1/13), and anti-psychotic medication (7.7%, 

1/13). Those from high care were significantly more likely to 

be depressed (41.2% compared with 32.4% of community care 

respondents, 23.5% of low care, and 2.9% of self-care; χ2=20.5;  

df=3; P0.01). There were no sex differences in likelihood of 

being depressed, although this is probably because of the small 

sample size and lack of statistical power, as women were more 

than twice as likely as men to have a GDS-15 score of five or 

more (67.6% compared with 32.4%).

Preferred sources of help
Of those who said they had experienced depression at some 

point in their lives, 9.4% (5/53) said they sought help only 

from professional sources, 17.0% (9/53) only from informal 

sources, and 54.7% (29/53) from both professional and 

informal sources, and 18.9% (10/53) did not seek help from 

any source. As shown in Table 2, the most common sources 

of professional help were the family doctor (46.3%; 25/54), 

psychiatrist (24.1%; 13/54), and counselor (9.3%; 5/54). 

More than one third (35.2%; 19/54) of care recipients had 

not sought any form of professional help. Care recipients 

were most likely to seek informal help from their family 

(45.3%; 24/53), friends (37.7%; 20/53), or clergy (13.2%; 

7/53). More than a quarter of care recipients had not spo-

ken to any informal source about their depression (30.2%; 

16/53). There were no differences in terms of help-seeking 

from professional sources by type of care or sex, but women 

were more likely than men to say they had sought help from 

informal sources (77.8% compared with 22.2%; likelihood  

ratio =3.9; df=1; P=0.05). In terms of age, those in the highest 

age tertile were least likely to have sought help either from 

professional (likelihood ratio =6.5; df=2; P=0.04) or informal 

(likelihood ratio =8.9; df=2; P=0.01) sources.

Perceptions of the helpfulness of certain 
treatments/interventions for depression
As shown in Table 3, the most helpful treatments/interventions 

were seen to be becoming more physically active (78.6%; 

88/112), brief counseling (73.9%; 85/115), long-term coun-

seling (62.5%; 70/112), and antidepressants (60.2%; 68/113), 

and the least helpful treatments/interventions were having 

an occasional alcoholic drink (36.6%; 41/112) and sleeping 

tablets/sedatives (40.4%; 46/114).

The only demographic differences in beliefs about treat-

ment were for age, with those in the highest age tertile least 

likely to believe that sleeping tablets/sedatives (χ2=6.9; df=2; 

P=0.03) or reading about people with similar problems and 

how they dealt with them (χ2=9.05; df=2; P=0.01) would 

be helpful.

experience of depression and belief 
in treatments/interventions
Current experience of depression and belief in 
treatments/interventions
There were no significant differences in beliefs in the help-

fulness of any of the types of treatments/interventions for 

depression between those who were and those who were 

not currently experiencing depression according to the 

GDS-15 (n=103).

lifetime experience of depression and belief in 
treatments/interventions
Those care recipients who reported that they had experienced 

symptoms of depression at some point in their lives were 

significantly more likely to believe in the helpfulness of 

becoming more physically active than those who said they 

had never been depressed (87.3% compared with 70.2%; 

χ2=4.9; df=1; P=0.03; n=112).

Currently receiving treatment for depression and 
belief in treatments/interventions
There were no significant differences in beliefs about treat-

ments for those who were and those who were not receiving 

treatment for depression.

Table 2 help-seeking sources

Source Percentage (n)

Professional sources, n=54
Doctor 46.3 (25)
Psychiatrist 24.1 (13)
Counselor 9.4 (5)
Other (1 pharmacist, 2 psychologists,  
1 social worker, and 1 neurosurgeon)

9.4 (5)

none of the above 35.2 (19)
Informal sources, n=53

Family 45.3 (24)
Friends 37.7 (20)
Clergy 13.2 (7)
relaxation instructor 9.4 (5)
naturopath or herbalist 7.6 (4)
Personal trainer 5.7 (3)
Other (2 staff members, and 1 not specified) 5.7 (3)
none of the above 30.2 (16)

Note: Percentages do not total to 100, as more than one source of help could be 
nominated.
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Table 3 Perceptions of interventions/treatments for depression as helpful or harmful

n Helpful,  
% (n)

Harmful, 
% (n)

sleeping tablets/sedatives 114 40.4 (46) 23.7 (27)
Brief counseling 115 73.9 (85) 0.9 (1)
Antidepressants 113 60.2 (68) 10.6 (12)
reading about people with similar problems and how they dealt with them 110 54.5 (60) 4.5 (5)
natural remedies (eg, vitamins) 112 41.1 (46) 1.8 (2)
Becoming more physically active 112 78.6 (88) 0
having an occasional alcoholic drink to relax, get to sleep, or help cope 112 36.6 (41) 34.8 (39)
reading self-help books 113 55.8 (63) 6.2 (7)
long-term counseling 112 62.5 (70) 4.5 (5)

Note: Only the response categories “helpful” and “harmful” are shown in the table, so percentages do not add up to 100.

Beliefs about the helpfulness of treatments and actual 
help-seeking from professional and informal sources
Those who thought that brief counseling (likelihood 

ratio =9.5; df=1; P0.01) and antidepressants (χ2=5.1; 

df=1; P=0.02) were helpful were significantly more likely 

to have sought help from professional sources for depres-

sion than those who did not believe these treatments to 

be helpful.

Those who thought that long-term counseling (χ2=4.0; 

df=1; P=0.05), reading self-help books (χ2=4.3; df=1; 

P=0.04), sleeping tablets/sedatives (χ2=7.0; df=1; P0.01), 

and antidepressants (likelihood ratio =4.5; df=1; P=0.03) 

were helpful were significantly more likely to have sought 

help for depression from informal sources than those who 

did not believe these treatments to be helpful.

Characteristics of treatment seekers
To ascertain the characteristics associated with help-seeking 

from professional sources, the following factors were used 

in univariate binary logistic regression analyses: age dummy 

variables (first tertile versus the other two tertiles; second 

tertile versus the other two tertiles, and third tertile versus the 

other two tertiles), sex, years of schooling, type of care dummy 

variables (high care versus all other types of care, low care 

versus all other types of care, self-care versus all other types 

of care, and community care versus all other types of care), 

Clinical Dementia Rating Scale score, and GDS-15 score. As 

shown in Table 4, only lower levels of cognitive impairment 

(odds ratio [OR], 2.6; 95% confidence interval [CI] 1.2–6.0; 

P=0.02) and being in the bottom two age tertiles (OR, 5.46; 

95% CI 1.37–21.79; P=0.02) predicted greater likelihood 

of treatment seeking. In multiple regression analyses, only 

Clinical Dementia Rating Scale score remained significant 

(OR, 2.24; 95% CI 1.01–4.95; P=0.05).

The above factors were used in univariate binary regres-

sion analyses to determine the characteristics associated 

with help-seeking from informal sources. Female sex 

(OR, 0.29; 95% CI 0.08–1.00; P=0.05) and being in the 

two lower age tertiles (OR, 8.00; 95% CI 1.92–33.38, 

P=0.004) predicted greater likelihood of help-seeking from 

informal sources. In multiple regression analyses, both sex 

(OR, 0.23; 95% CI 0.05–0.95; P=0.04) and being in the 

lower two age tertiles remained significant (OR, 9.61; 95% 

CI 2.05–45.10; P=0.01).

Discussion
The study examined the prevalence, experience, and per-

ceptions of treatment helpfulness of elderly care recipients 

in relation to depression. In addition, the link between 

receiving treatment for depression and depression severity 

was explored. The study also examined whether the experi-

ences of depression and receiving treatment for depression 

were associated with perceptions about the helpfulness of 

treatments/interventions for depression.

Aged care recipients expressed relatively positive 

perceptions regarding professional treatments for depres-

sion including antidepressant medication and counseling 

(both brief counseling and long-term counseling), but in a 

smaller proportion than those held by the general public in 

the Pfizer36 and Highet et al31 studies. In the current study, 

respondents showed a marked preference for the informal 

approach of increasing physical activity, which is similar but 

again not as prevalent as the general public in the Pfizer36 and 

Highet et al31 studies.

As with previous studies,30,31 older people in the present 

study showed a marked preference for receiving treatment 

from their general practitioner (GP), rather than specialist 

mental health services. This is probably because of the stigma 

associated with mental illness by older persons,49 rather than 

problems with access to mental health services. This places a 

high burden on primary health care and means older people 

may miss out on specialist services and providers that are 
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more knowledgeable about appropriate treatments for this 

age group.16 This is important, as a number of studies have 

shown that when older people do receive treatment for 

depression, it is often not of an appropriate type or duration 

to be effective.50,51

Belief in the helpfulness of professional treatments for 

depression was related to actual help-seeking from both 

professional and informal sources. Lifetime experience of 

depression did not appear to be related to perceptions of the 

helpfulness of treatments/interventions for depression, with 

the exception of becoming more physically active, which was 

seen as helpful by a larger proportion of respondents compared 

with those who did not report experiencing depression. Other 

studies have found that experience with using mental health 

services did increase positive attitudes toward treatment and 

increased the likelihood of using them again.52–55 It should be 

noted that although a high proportion of participants expressed 

positive views on the helpfulness of counseling (both long 

and short term), rating it more highly than antidepressants, 

no participant actually reporting receiving counseling for 

depression, with the majority (around 85%) reporting receiv-

ing antidepressant medication. It is possible that counseling 

would be a more acceptable form of treatment for older per-

sons living in residential settings and, therefore, should be an 

available option. In addition, evidence-based treatments such 

as problem-solving therapy, cognitive behavior therapy, and 

behavior modification programs could be introduced either 

on an individual or a group basis.

Lack of help-seeking may not be a result of a lack of 

willingness to seek help but, instead, a result of a lack of 

knowledge about mental health services and the types of treat-

ment available.30 Education programs for elderly care recipi-

ents may be one way to overcome these barriers to  mental 

health care.56,57 Other barriers include the stigma attached 

to mental disorders,49,58–60 lack of perceived need for mental 

health care,25,61 cost of treatment,30 belief that depression is a 

normal part of aging,62,63 attitudes of GPs and mental health 

professionals,64,65 and a self-reliant belief system.61,66

There are a number of ways these barriers may be over-

come. For example, GPs need to be alert to the possibility 

of depression in aged care recipients and educated in the 

recognition of depression in this group, in which diagnosis 

can be difficult because of the overlap of symptoms with other 

conditions and because of patients presenting with somatic 

complaints rather than psychological symptoms.67 It is also 

important to educate care facility staff and family members 

of care recipients in depression awareness, as evidence sug-

gests that professional help for depression is most likely to 

occur when a significant other person recommends help be 

sought.68,69 Programs that help to destigmatize mental dis-

orders may help increase the likelihood of specialist mental 

health services being used by older persons.

In the current study, nearly a third of respondents were 

depressed, according to the GDS-15, with only around a quar-

ter of those needing treatment reporting they were receiving 

it. Although this rate is low, it should be noted that that those 

with more severe depression were more likely to be receiv-

ing treatment, with a third of those experiencing moderate to 

severe depression receiving help compared with only 22% 

of those in the mild depression category. A small propor-

tion (nearly 9%) of those in the no-depression category also 

reported receiving treatment suggesting the treatment was 

effective in reducing their depression to below case level or, 

alternatively, possible misdiagnoses of false-positives.

There are a number of limitations to this study. In practice, 

care recipients probably do not have access to a wide range of 

Table 4 Univariate predictors of seeking professional or informal help

n Professional help, odds ratio  
(95% confidence interval)

Informal help, odds ratio  
(95% confidence interval)

Age 53
First tertile 0.16 (0.04–0.72)* 0.13 (0.03–0.62)*
second tertile 0.23 (0.05–1.13) 0.12 (0.02–0.66)*
Third tertile 1.00 1.00

sex 53 0.90 (0.28–3.05) 0.29 (0.08–1.00)*
Years of schooling 47 0.92 (0.67–1.26) 1.02 (0.72–1.43)
high care versus other types of care 53 2.93 (0.88–9.70) 1.36 (0.40–4.69)
low care versus other types of care 53 0.97 (0.29–3.22) 1.36 (0.40–4.69)
self-care versus other types of care 53 1.92 (0.45–8.18) 0.69 (0.16–3.00)
Community care versus other types of care 53 0.26 (1.22–5.59) 0.41 (0.04–3.86)
Clinical Dementia rating scale score 53 2.63 (1.16–5.97)* 1.03 (0.49–2.17)
geriatric Depression scale 15 score 48 0.92 (0.67–1.26) 0.95 (0.78–1.15)

Note: *P#0.05.
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treatments for depression, not because of their own treatment 

preferences but because of the practices of their particular 

care facility or their GP. Care recipients’ use of treatments 

and lifetime experience of symptoms of depression were 

assessed through self-report, which may not accurately reflect 

actual use of those treatments or experience of symptoms. It 

would be useful to access objective measures about diagno-

sis and treatment of depression. This was a cross-sectional 

study, so it is not possible to ascertain the direction of the 

relationship between perceptions of helpfulness of interven-

tions for depression and treatment seeking: whether having 

more positive beliefs about treatment means recipients are 

more likely to seek help or whether having sought help leads 

to more positive beliefs about treatment. In addition, the 

survey did not use a validated instrument for beliefs in the 

helpfulness of treatments, such as the Help-Seeking Attitudes 

Scale.56 It should also be noted that the sample size in the 

study was small, which may limit the applicability of the 

results obtained and mean that statistically significant find-

ings may not necessarily be clinically significant.

More research is needed into ways to overcome barri-

ers to help-seeking and treatment in elderly care recipients 

and in educating aged care facility staff and GPs to make a 

wider choice of treatments (not just antidepressants) avail-

able, particularly in relation to counseling, psychological 

interventions, and exercise programs, which have been 

shown to be effective ways of reducing depression for this 

age group.70–75 These forms of treatment may be considered 

more acceptable than medication by elderly care recipients 

and would reduce the effects of polypharmacy, which is 

particularly relevant in this age group, whose members are 

likely to be taking a number of different medications.76 As the 

majority of care recipients with depression are not receiving 

professional treatment, it might be useful to see what self-help 

strategies they are using to manage their depression and to 

examine the effectiveness of these strategies.77

The association between perceptions of the helpfulness 

of professional treatments and actual help-seeking behaviors 

is important, as it may mean that education programs for 

elderly care recipients aimed at encouraging positive beliefs 

about professional treatments for depression will have posi-

tive outcomes in terms of increased use of these treatments 

by this group.

Conclusion
There was a relationship between beliefs in the helpful-

ness of professional treatments and the use of help-seeking 

from both professional and informal sources, suggesting 

that campaigns or educational programs aimed at changing 

beliefs about treatments may be useful in older persons in 

residential care.
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