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Abstract

Objective: To examine differences in use of mental health services between residents of rural, regional and metropolitan areas of Australia in a population-based sample of adults who meet clinical criteria for a mental disorder.
Method: Participants in this study were drawn from the Assessing Mental Health survey, which included 2374 participants who met criteria for one or more mental disorders or reported suicidal ideation in the past month. Rates of self-reported use of specific services for mental health problems (doctor/GP, social worker, hospital, psychologist, psychiatrist or counsellor) were compared between areas of residence, with subsequent logistic regression analyses used to account for potential confounds for variations in service use.
Results: There were no differences in overall rates of use of professional services for mental health problems. There were also no significant differences in help seeking from specific sources, with the exception of psychologists. People in rural areas were 26% less likely to report having sought help from a psychologist in the past year than those in metropolitan areas (18% vs 24%). This discrepancy was not accounted for by stigma, but attenuated after adjustment for severity of psychological distress and demographic factors.
Conclusion: Little evidence of differences in help seeking in rural Australia compared to urban centres was observed, with the important exception of psychological service use. Further research is needed to characterise disparities in quality and accessibility of care.
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Health inequities present in rural Australia may be compounded by structural limitations affecting accessibility, affordability and timeliness of services (Fitzpatrick, Perkins, Luland, Brown, & Corvan, 2017). Accessibility is defined as “a service characteristic, experienced
by patients and their carers, which enables them to receive care where and when it is needed” (Thornicroft & Tansella, 2006). There is a shortage of mental health services in rural and remote areas, with remote communities having access to less than a third of community health services afforded to metropolitan residents (Meadows, Enticott, Inder, Russell, & Gurr, 2015; Shorthouse & Stone, 2018). Rural residents have reported delaying help-seeking for mental health symptoms at a rate more than double of a similar urban health study (Green, Hunt, & Stain, 2012; Thompson, Hunt, & Issakidis, 2004). Access to specialist mental health practitioners, such as a psychologists, is limited in the rural setting, with research suggesting residents depend more upon general practitioners (GPs) for mental health care (Highet, Hickie, & Davenport, 2002). Challenges for mental health professionals working in rural areas include isolated geography with limited flow of patients, service sparsity, career disadvantage, and reduced income and status associated with practising in a rural area (MacIsaac, Snowdon, Thompson, Crossland, & Veitch, 2000; Malatzky & Bourke, 2016; Sarah Larkins & Gupta, 2013).

In additional to structural barriers, factors that have been consistently predictive of mental health service use in rural communities include sociodemographic factors, illness-related factors, and psychological or attitudinal factors (Jackson et al., 2007). Delays in service use may also be compounded by factors that increase risk of mental health problems in rural areas, such as socioeconomic disadvantage, limited access to services, high-risk occupations, exposure to environmental adversity and variation in community resources (Cheesmond, Davies, & Inder, 2019). Attitudinal barriers, including stoicism, stigma, distrust and meaning have been identified as being more prevalent in rural communities, and pose additional challenges to help-seeking behaviour (Cheesmond et al., 2019; Rost, Smith, & Taylor, 1993). 

Attitudes toward help-seeking in rural communities may also vary according to age and other sociodemographic characteristics. Young people have identified lack of reliable transport, lack of child and adolescent specialists, long waiting lists, lack of after-hours care and stigma (specifically rural gossip networks/social visibility) as key barriers to seeking and accessing mental health care (Aisbett, Boyd, Francis, Newnham, & Newnham, 2007). Older adults are less likely to be able to recognise symptom severity and understand when to seek mental health support (Forbes, Crome, Sunderland, & Wuthrich, 2017), which may impact differentially in rural areas as they tend to have higher proportions of older adults than urban areas (Davis & Bartlett, 2008). Older adults also have differences in values and norms, with self-sufficiency perceived as a particular barrier in this age group (Knight & Winterbotham, 2019). Gender differences in suicide risk have also been identified, with suicide in farming communities tending to occur in the absence of higher rates of diagnosed mental health conditions (Kennedy, Brumby, Versace, & Brumby-Rendell, 2018). Suicide rates are estimated to be up to 30% higher outside of metropolitan areas with young rural males, aged 15 to 24, up to 1.8 times more likely to die by suicide (Kõlves, Milner, McKay, & De Leo, 2012). Adherence to masculine norms and socialisation, expectations of self in maintaining family traditions and occupation and a male subtype of depression have also been implicated as potential factors influencing suicidal behaviour in rural communities (Kunde, Kõlves, Kelly, Reddy, & De Leo, 2018). Norms related to high self-reliance have similarly been implicated in reduced levels of help seeking (Han, Batterham, Calear, & Randall, 2018), which may be magnified in rural areas.

Despite the evidence that there are considerable structural and attitudinal barriers to help seeking in rural areas, limited research has examined sources of service use reported by people with mental health conditions living in rural communities. The present study aimed to identify whether there were differences in rates of help seeking for mental health problems in rural versus urban areas, among people meeting clinical criteria for a mental health problem or suicidal ideation. Data came from a large cross-sectional community-based survey on the mental health of Australians. The survey was completed by 3,620 Australian adults, of whom 2,374 met criteria for one or more mental disorders (n=2,088) and/or reported suicidal ideation (n=1,323). We sought to establish: (1) whether rates of receiving professional support for mental health problems were different in urban, regional and rural areas, (2) whether there were differences in the mix of professional services received across these areas, (3) whether there were differences in perceived need for services and in reasons for not seeking help, and (4) whether symptom severity, stigma or demographic variation explained differences in service use. The sample was not representative of the general population, with over-representation of females and people with mental health problems, although representation of people in rural areas was comparable with the Australian population: 11.6% in this sample versus 10.2% in the Australian population (Australian Bureau of Statistics, 2019). Community-based surveys such as this allow for correlational analyses to assess whether there are differences in outcomes such as help seeking across geographical areas, which cannot be directly achieved using data from clinical settings. Analyses accounted for age and gender, based on the potential demographic differences noted above, along with severity of psychological distress as an indicator for level of need for services, and stigma as a key potential barrier to service use.

Based on previous research identifying restricted accessibility of mental health services in rural and regional areas of Australia, we hypothesised that use of all services would be lower for people in rural and regional areas than metropolitan areas, with a declining gradient in service use associated with rurality and the largest disparities seen in specialist services (psychologists and psychiatrists), independently of variations in attitudes, symptom severity and demographics across residential categories. Relatedly, it was hypothesized that there would be no difference in perceived need among those who did not seek help.

Method

Participants
Participants in this study were drawn from the Assessing Mental Health survey (Batterham, Calear, Christensen, Carragher, & Sunderland, 2018a; Batterham, Sunderland, Slade, Calear, & Carragher, 2018b), conducted in January-February 2016. Social media advertising through the Facebook social network platform was used to recruit participants for a 40-60 m survey. The advertisement indicated that the survey related to mental health. From 5,379 individuals who clicked on the survey link, 5,220 (97%) consented and commenced the survey and 3,620 (67%) completed the full survey. There were no missing data as responses were required for all questions except age and gender, with participants encouraged to discontinue if they became uncomfortable with the survey. Eligibility criteria were that respondents had to be aged 18 years or older and living in Australia. Participant characteristics are provided in Table 1.

Procedure
Participants were provided with a detailed information sheet outlining survey involvement and providing mental health resources including help lines and crisis team contact information. Online informed consent was then collected. The survey included measures of help seeking, demographics, disclosure of suicidal ideation, suicide stigma, suicide risk and mental health. No incentives were provided to participants for completion of the survey. Ethical approval was obtained from the ANU Human Research Ethics Committee (protocol: #2015/717).

Measures
The primary outcome was help seeking behaviour, as measured using the Actual Help Seeking Scale (AHSS). The scale assesses self-reported service use from a range of specific informal and formal sources over the past 12 months. The current analyses focused only on service use with health professionals: doctor/GP, social worker, hospital, psychologist, psychiatrist or counsellor. The question text was: “Now we are interested in whether you have sought help for a mental health problem in the past 12 months.  If you have sought help from someone in the past 12 months, please select them from the list below.  If you have not sought help, please select 'I have not sought help from anyone'.”

Secondary outcomes were disclosure of suicidal ideation, assessed using a single item (among participants who reported suicidal ideation), and perceived need for help (among participants who did not seek any help – “Do you consider that you have ever needed help for a mental health problem?”, yes/no). Suicidal ideation in the past year was assessed using a single yes/no item from the Psychiatric Symptom Frequency scale, “In the last year have you ever thought about taking your own life?” (Lindelow, Hardy, & Rodgers, 1997). Predictors of service use included residential area (self-reported as either metropolitan area, regional area or rural area), gender, age group, stigma and psychological distress. Stigma was assessed using the stigma subscale from the short form of the Stigma of Suicide Scale (SOSS; Batterham, Calear, & Christensen, 2013). The SOSS assesses personal stigma toward people who have died by suicide, based on agreement with eight descriptors, with scores ranging from 1-5 based on mean item responses from strongly disagree (1) to strongly agree (5) (Cronbach α = 0.90 in this sample; α = 0.95 in the original validation study). Psychological distress was assessed based on the Distress Questionnaire-5 (DQ5; Batterham et al., 2016), a reliable unidimensional measure that captures a broad range of distress states on the basis of responses to five items rated “never” (1) to “always” (5) with scores ranging from 5-25 (Cronbach α = 0.89 in this sample; α = 0.86 in the original validation).

Participants were selected into the analyses on the basis of meeting clinical criteria to any of the DSM-5 diagnoses assessed in the survey, or on the basis of reporting suicidal ideation in the past 12 months. The assessment of clinical caseness used a comprehensive self-report checklist assessing each of the specific clinical criteria required to meet DSM-5 diagnosis for major depression, generalized anxiety disorder, social anxiety disorder, panic disorder, post-traumatic stress disorder, alcohol use disorder or substance use disorder. The items comprising the clinical assessment have been previously published in full (Batterham et al., 2018a), although the checklist has not been validated against clinician diagnosis. 

Analysis
Sample characteristics were described across the three categories of residential area (metropolitan, regional, rural). Primary analyses were descriptive, examining rates of the various measures of service use across the categories of residential area using chi-square statistics. Subsequently, any forms of help seeking that varied between residential areas were probed using logistic regression analyses. For these analyses, three hierarchical logistic regression models were estimated: (1) the effects of residential area and stigma of suicide, (2) adding general psychological distress as a broad indicator of symptom severity, (3) adding age and gender to capture variation in demographic characteristics.

Results
The characteristics of the sample across the three categories of residential area are provided in Table 1. There were few demographic differences across the categories of residence. Participants in rural areas were significantly older than those in metropolitan or regional areas, with an apparent age gradient from metropolitan to rural. Participants in regional and rural areas had marginally less formal education than those in metropolitan areas. Mental health profiles differed only slightly, with marginally higher rates of alcohol use disorder in metropolitan areas and marginally elevated suicidal ideation severity and psychological distress in regional areas.

Table 2 provides the rates of service use in metropolitan, regional and rural areas among the 2374 participants who met criteria for one or more mental disorders or reported suicidal ideation in the past month. There were no differences in overall rates of use of professional services. There were also no significant differences in help seeking from specific sources, with the exception of psychologists. Specifically, people in rural areas were 26% less likely to report having sought help from a psychologist in the past year than those in metropolitan areas (18% vs 24%), while those in regional areas had intermediate levels of psychologist use (22%). 

There were also no differences by residential area in the rates of disclosure of suicidal ideation – although disclosure was lower among participants in rural areas, this difference was not significant overall. Among individuals who had not sought help from any formal or informal source and met criteria for a mental disorder / suicidal ideation, approximately 48% perceived a need for support, and this did not differ between residential locations. 

To further explore the differences in use of psychological services, a series of logistic regression models was estimated. The models are presented in Table 3. There was no significant difference in use of psychological services between regional and metropolitan areas after adjusting for stigmatising attitudes, although rates of use in rural areas remained significantly (35%) lower than in metropolitan areas (OR = 0.648, p = .007). After adjusting for general psychological distress as an indicator of severity of mental health symptoms, the difference between rural and metropolitan use of psychological services was slightly attenuated but remained significant (OR = 0.684, p = .019). After also adjusting for age group and gender, the difference was no longer significant (OR = 0.747, p = .082). 

Discussion
The findings of the current study were largely inconsistent with the hypotheses. With the exception of psychological service use, there were no disparities in service use between urban and rural areas. Similarly, there were no differences in the disclosure of suicidal ideation, perceived need for help, nor in the reasons for not seeking help. Particularly surprising was a lack of differences in the use of GPs or psychiatrists for people in rural areas compared to their urban counterparts. These findings suggest that people in rural areas who experience mental ill health will seek out appropriate services, even if this requires travel into more populated areas to access the services. This explanation may be consistent with Fennell, Hull, Jones, and Dollman (2018), who found that attitudinal barriers to seeking support for mental health conditions were more salient than structural barriers among rural Australian adults. Similarly, rural cancer patients endorse attitudinal barriers (e.g., perceived need) over structural barriers (e.g., proximity to services) for use of psychosocial services (Corboy, McLaren, & McDonald, 2011). 

The exception of psychological services suggests that limited accessibility to psychologists in rural areas (Aisbett et al., 2007; Sutherland & Chur-Hansen, 2014) may be a barrier to the delivery of evidence-based treatments. This reduced accessibility may be partly counteracted through access to GPs and internet-based cognitive behavioural therapy programs (Fitzpatrick et al., 2018; Sinclair, Holloway, Riley, & Auret, 2013). Although there were no differences in the rates of GP use in this study, there remains the possibility that rural residents use GPs with greater frequency for their mental health needs (Kelly et al., 2010b). There were also no differences in rates of psychiatric service use, which may suggest that individuals with more severe or chronic mental illness in rural areas access psychiatric services despite potential structural barriers. Even when psychological services are available, there is some evidence to suggest that people in rural areas may remain reluctant to seek out care within their local area (Perceval, Ross, Kõlves, Reddy, & De Leo, 2018), potentially due to the stigma associated with accessing mental health care (Cheesmond et al., 2019; Rost et al., 1993). However, we found no significant differences in stigma between categories of residential areas. Overall differences in use of psychological services were attenuated and no longer significant after adjusting for stigma, severity of symptoms and demographic characteristics. The regression analyses suggest that the observed differences in service use may have been partly attributable to different attitudes and varying representation on the basis of symptom severity and demographic patterns. 

The need for personal insight and understanding of the presentation of mental illness may have influenced the outcomes of this study. Poor mental health literacy may impact on an individual’s ability to recognise that they need to seek help (Handley, Lewin, Perkins, & Kelly, 2018). Normalisation of symptoms associated with common mental illness presentations, dismissive attitudes linked to lack of knowledge and a self-sufficient coping framework may have impacted on the lack of disparity in service use and disclosure between rural and urban areas. Nevertheless, we found no evidence of differences in perceived need for care across residential categories, suggesting recognition was not a key contributor to disparities in use of psychological services.

Developing models of health care tailored to the cultural and social factors underlying rural and remote needs is warranted (Wilson, Wilson, & Usher, 2015). Locally-driven approaches to mental health have a number of advantages including reflecting community needs and capacities and sharing values of local practitioners and organisations (Kelly et al., 2010a). Taking advantage of the strong social cohesion often seen in rural areas may provide a framework for encouraging help-seeking by approaching mental health from a community self-sufficiency perspective (Boyd & Parr, 2008; Wilson et al., 2015). Furthermore, pathways to train the current and future workforce in understanding rural and remote needs are also warranted. Approaches including task shifting (shifting tasks from more to less highly trained individuals) and recognising ‘rural generalism’ as a medical speciality may offer more scope in the provision of services to communities in need (Hoeft, Fortney, Patel, & Unützer, 2018; Shorthouse & Stone, 2018). 

There were several limitations of the study. Firstly, cross-sectional data were used, so it is not possible to infer causation. This limitation also means that the analyses may have excluded individuals who were in treatment but no longer met criteria for a mental disorder or suicidal ideation. Secondly, to ascertain the sample for analysis, assessment of clinical caseness was based on a comprehensive self-report diagnostic checklist, which may differ from clinician diagnosis. While the checklist covers all symptoms included in DSM-5 and aligns well with other mental health assessment tools, it has not been validated against clinician diagnosis, so it is possible that individuals may have been excluded from the present analyses despite having a clinical diagnosis, or included despite the absence of diagnosis. Our measure of location category was based on self-report, reflecting perceptions of rurality that may be inconsistent with formal definitions of rurality (Ricketts & Johnson-Webb, 1997). Use of services was also collected using self-report data, which may be open to reporting biases. Access to administrative data to verify reports of service use was not feasible in the context of the current study, although administrative data sets do not always provide information about the reason for the use of a service and may not cover all the professions of interest. Thirdly, we did not have data on specific reasons for seeking help (only that it was a mental health or emotional problem), nor on the quality or accessibility of the care received. It may be the case that people in rural areas received different quality of service due to more limited options, and the distance required to travel to receive services may have subsidiary negative impacts. Similarly, we did not collect data on other forms of stigma (e.g., depression stigma, help-seeking stigma), or broader attitudes towards confidentiality of services. Further exploration of other factors implicated in service use is also warranted, including the roles of perceived need, self-reliance, stoicism (Cheesmond et al., 2019; Han et al., 2018; Knight & Winterbotham, 2019), and conformity to gender norms (Kennedy et al., 2018). 

In addition to exploring other factors associated with service use in rural areas, future research also needs to consider the specific needs of the Aboriginal community. Currently there exists a paucity of research describing the trajectory of Aboriginal people through the mental health care system (Kilian & Williamson, 2018). Complex socio-cultural factors and culturally appropriate mental health treatment objectives need to be recognised and integrated into a more inclusive model. Access to online and telephone methods of support for mental health issues continues to be an evolving area in line with technological advances and growing understanding of how to target social isolation and stigma experienced by people with mental health issues in rural and remote communities (Smith-Merry et al., 2019). Specifically, evidence-based internet interventions to support communities that do not have access to psychological services could be further promoted (Batterham et al., 2015; Williams & Andrews, 2013), although the current research did not examine the use of internet therapy in rural areas. Filling the gap in rural services by increasing uptake of effective technological solutions may appeal to the self-reliance of many people in rural areas who experience mild-moderate symptoms of depression or anxiety.

In conclusion, this study found little evidence of differences in help seeking in rural Australia compared to urban centres, with the important exception of psychological service use. The findings may reflect structural differences in access to care, differing attitudes and preferences about the roles of service providers, higher levels of self-reliance among people in rural areas, and different sociodemographic profiles in rural versus urban areas. Barriers to seeking care may not be uniform across geographical areas, although there may still be disparities in quality and accessibility of care. Further consideration of how to optimally integrate mental health services and supports into rural communities is warranted. A comprehensive needs assessment, informed by the experiences and preferences of people rural communities would be a useful next step to improving mental health outcomes in rural areas.
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Table 1: Characteristics of the sample based on residential area (N=2,347)

	
	Total sample
(N=2347)
	Metropolitan area (n=1249)
	Regional area (n=867)
	Rural area
(n=258)
	
	

	
	n 
	( % )
	n 
	( % )
	n 
	( % )
	n 
	( % )
	χ2
	p

	Gender
	
	
	
	
	
	
	
	
	6.05
	0.195

	Female
	1868
	( 79.6% )
	984
	( 78.8% )
	671
	( 77.4% )
	213
	( 82.6% )
	
	

	Male
	470
	( 20.0% )
	248
	( 19.9% )
	178
	( 20.5% )
	44
	( 17.1% )
	
	

	Other
	36
	( 1.5% )
	17
	( 1.4% )
	18
	( 2.1% )
	1
	( 0.4% )
	
	

	Age group
	
	
	
	
	
	
	
	
	95.40
	<0.001

	18-35
	913
	( 38.9% )
	562
	( 45.0% )
	309
	( 35.6% )
	42
	( 16.3% )
	
	

	36-55
	878
	( 37.4% )
	450
	( 36.0% )
	306
	( 35.3% )
	122
	( 47.3% )
	
	

	56+
	582
	( 24.8% )
	236
	( 18.9% )
	252
	( 29.1% )
	94
	( 36.4% )
	
	

	Current clinical caseness
	
	
	
	
	
	
	
	
	
	

	Depression
	309
	( 13.2% )
	159
	( 12.7% )
	119
	( 13.7% )
	31
	( 12.0% )
	0.70
	0.703

	Generalized Anxiety
	805
	( 34.3% )
	432
	( 34.6% )
	292
	( 33.7% )
	81
	( 31.4% )
	1.00
	0.605

	Social anxiety
	529
	( 22.5% )
	269
	( 21.5% )
	203
	( 23.4% )
	57
	( 22.1% )
	1.05
	0.592

	Panic
	190
	( 8.1% )
	97
	( 7.8% )
	75
	( 8.7% )
	18
	( 7.0% )
	0.96
	0.619

	Post-traumatic stress
	410
	( 17.5% )
	199
	( 15.9% )
	165
	( 19.0% )
	46
	( 17.8% )
	3.50
	0.174

	Alcohol use
	1106
	( 47.1% )
	611
	( 48.9% )
	392
	( 45.2% )
	103
	( 39.9% )
	7.99
	0.018

	Substance use
	344
	( 14.7% )
	176
	( 14.1% )
	135
	( 15.6% )
	33
	( 12.8% )
	1.58
	0.454

	Suicidal ideation (past year)
	1323
	( 56.4% )
	672
	( 53.8% )
	497
	( 57.3% )
	154
	( 59.7% )
	4.41
	0.110

	
	Mean
	( SD )
	Mean
	( SD )
	Mean
	( SD )
	Mean
	( SD )
	F
	p

	Years of education
	15.22
	( 2.25 )
	15.49
	( 2.22 )
	14.88
	( 2.21 )
	15.09
	( 2.34 )
	19.49
	<0.001

	SIDAS suicidal ideation
	7.16
	( 10.27 )
	6.68
	( 10.06 )
	7.99
	( 10.64 )
	6.73
	( 9.86 )
	4.40
	0.012

	SOSS suicide stigma
	14.52
	( 6.34 )
	14.44
	( 6.33 )
	14.56
	( 6.33 )
	14.75
	( 6.45 )
	0.28
	0.754

	DQ5 psychological distress
	13.47
	( 4.89 )
	13.46
	( 4.91 )
	13.68
	( 4.88 )
	12.78
	( 4.82 )
	3.37
	0.035



Notes: The denominator (N=2374) is the sample who met criteria for a mental disorder or reported suicidal ideation in the past month; SOSS = Stigma of Suicide Scale (stigma subscale); SIDAS = Suicidal Ideation Attributes Scale; DQ5 = Distress Questionnaire-5; χ2 tests based on comparisons on the basis of area; bold values represent p<.05


Table 2: Help seeking and disclosure of suicidal ideation in the past 12 months based on residential area
	
	Metropolitan area (n=1249)
	Regional area (n=867)
	Rural or remote area (n=258)
	χ2
	p

	Sought help from doctor/GP 
	484
	( 38.8% )
	334
	( 38.5% )
	98
	( 38.0% )
	0.57
	0.750

	Sought help from social worker
	28
	( 2.2% )
	27
	( 3.1% )
	10
	( 3.9% )
	3.31
	0.191

	Sought help from hospital 
	62
	( 5.0% )
	46
	( 5.3% )
	16
	( 6.2% )
	0.25
	0.884

	Sought help from psychologist 
	388
	( 31.1% )
	256
	( 29.5% )
	58
	( 22.5% )
	7.76
	0.021

	Sought help from psychiatrist 
	176
	( 14.1% )
	116
	( 13.4% )
	38
	( 14.7% )
	0.60
	0.742

	Sought help from counsellor 
	163
	( 13.1% )
	120
	( 13.8% )
	34
	( 13.2% )
	0.86
	0.651

	Sought any professional help 
	708
	( 56.7% )
	472
	( 54.4% )
	137
	( 53.1% )
	1.00
	0.607

	Disclosed suicidal ideation (n=1323)
	322
	( 47.9% )
	228
	( 45.9% )
	59
	( 38.3% )
	4.66
	0.097

	Perceived need for help (N=219)
	44
	( 43.1% )
	48
	( 56.5% )
	14
	( 43.8% )
	1.98
	0.371



Notes: The denominator (N=2374) is the sample who met criteria for a mental disorder or reported suicidal ideation in the past month, except suicide disclosure was restricted to those who reported suicidal ideation in the past month (N=1323) and perceived need was restricted to those with a mental disorder or suicidal ideation who did not seek help from any formal or informal source (N=219); GP = general practitioner; bold values represent p<.05



Table 3: Hierarchical logistic regression model of psychological service use (N=2,373)

	
	Model 1: residential area and stigma
	Model 2: adding psychological distress
	Model 3: adding age and gender

	
	OR
	p
	OR
	p
	OR
	p

	Residential area
	
	0.027
	
	0.061
	
	0.220

	Regional vs metropolitan
	0.934
	0.480
	0.912
	0.349
	0.956
	0.653

	Rural vs metropolitan
	0.648
	0.007
	0.681
	0.019
	0.747
	0.082

	SOSS stigma score
	0.979
	0.004
	0.981
	0.011
	0.985
	0.044

	DQ5 distress score
	
	
	1.100
	<0.001
	1.090
	<0.001

	Age group
	
	
	
	
	
	<0.001

	18-35 vs 56+
	
	
	
	
	1.694
	<0.001

	36-55 vs 56+
	
	
	
	
	1.438
	0.005

	Gender
	
	
	
	
	
	0.118

	Male vs female
	
	
	
	
	0.805
	0.082

	Other vs female
	
	
	
	
	1.428
	0.305

	Constant
	0.606
	<0.001
	0.158
	<0.001
	0.120
	<0.001



Notes: One participant did not provide their age group and was excluded from the analysis; bold values indicate p<0.05; SOSS = Stigma of Suicide Scale (stigma subscale); DQ5 = Distress Questionnaire-5
