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Abstract of Dissertation

Determinants of Attitudes Toward Government Mental Health Spending for Depression

Among mental health professionals there is a consensus that the mental healthcare
system receives inadequate funding from the government. In theory, public opinion
should impact government funding and policies around mental health. In Study 1, this
research aims to develop a measure of attitudes and determine whether people have
differing attitudes regarding funding of mental health services across basic dimensions of
services: medication versus therapy, children versus adults, prevention or treatment
intervention. In Study 2, this research aims to understand predictors of attitudes toward
government funding for depression with predictors organized into four domains: 1)
predictors related to perceived personal circumstances regarding depression and its
treatment; 2) predictors related to political affiliation and beliefs about general
government spending; 3) predictors related to knowledge and beliefs about depression
and its treatment; and 4) predictors related to stigma and empathy regarding depression.
For Study 1, 148 participants were recruited using the online data collection platform
Prolific. To develop a measure of attitudes toward funding and determine whether
attitudes differ across dimensions, a item pool was developed that included items
corresponding to six possible targets of funding for mental health services: adult therapy,
child-adolescent therapy, adult medication, child-adolescent medication, adult prevention
and child prevention. Factor analysis was used to narrow down the number of items and
measurement models were specified to explore whether attitudes varied meaningfully by

targets. For Study 2, data for 253 participants were recruited through Prolific with the aim
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of having a balanced sample across socioeconomic domains including age, race/ethnicity,
education and political affiliation. This study tested the relationship between predictors
within the four domains and a general factor of government spending on mental health
services. Additional set-wise analysis examined whether each domain contributed
independently to general attitudes. Finally, exploratory analysis examined whether
individual predictors might have somewhat different associations depending on funding
target.

The results from Study 1 indicated high correlations of attitudes toward funding
across the six different dimensions of mental health services, however there was also
evidence for differences. The medication measures, both child and adult medication, had
the weakest loadings on the general factor. Results from Study 2 suggested that general
attitudes toward funding are associated with three somewhat distinct processes aligning
with the first three domains. The first is proximity to depression and treatment
highlighted by a personal desire to use more mental health services if they were easier to
access. The second is attitudes toward government and society highlighted by willingness
to support taxation to benefit lower income individuals. The third is beliefs about
depression and treatment highlighted by beliefs about effectiveness of treatments to
improve symptoms of depression. Results from the set-wise analysis provided evidence
that each of these domains provide independent contributions to general attitudes toward
government funding of mental health services. While some specificity was found, most of
the variance in attitudes was not target specific and the three processes appeared to

mostly be associated with general attitudes.
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Chapter 1: Introduction and Overview of Study Rationale

Approximately five percent of the U.S. adult population have regular feelings of
depression, with impacts on daily functioning and well-being ranging from
mild/moderate to severe (CDC, 2023). Attitudes towards those with such disorders may
be changing: in popular culture including both social and traditional media there is a
growing discussion about normalizing symptoms and treatment of mental distress, most
commonly depression and anxiety. While these trends can be difficult to quantify, a
recent (pre Covid-19) study using data collected from the U.S. population representative
General Social Survey, a population representative US sample, found a significant
reduction in stigma of depression among 2018 respondents as compared to 1996 and
2006 respondents (Pescosolido et al., 2021).

Among mental health professionals there is a consensus that the mental
healthcare system receives inadequate funding from the government and that policies that
would mandate health insurance companies to cover increased mental health services are
not effective (Rochefort, 2018; Satiani et al., 2018).

In theory, public opinion about mental distress and mental health treatment should
impact government funding and policies around mental health as people will be more
likely to elect political representatives that implement their desired policies. This
dissertation is about better understanding what determines public opinions and attitudes
toward spending on mental health services, particularly those targeting depression.

Research on Public Attitudes
Four large-sample studies have reported on public attitudes regarding government

spending on mental health initiatives, along with their associations with personal



attributes of respondents (McSween et al., 2002; Barry et al., 2013; Barry and McGinty,
2014; Stone and McGinty, 2018).

McSween et al. (2002) analyzed available information from the 1996 General
Social Survey (GSS) which had a module specifically focusing on perceptions of mental
illness and the role of government in mental health policy. This study resulted in a sample
of 722 respondents. The dependent variable was attitudes toward the level of federal
government spending for mental health using a single item with a 5-point scale (from 1 =
spend much less to 5 = spend much more). The independent variable of focus was
personal experience with mental disorders, which was measured through questions about
hospitalizations by self, family or acquaintances for mental health concerns or a self-
reported question about whether the respondent had been diagnosed with having a
nervous breakdown or mental illness. Manifestations of mental illness in the self or others
that fell outside these definitions were not included. Other independent variables were
fear of those with mental illness (but not other aspects of stigma), demographic variables
and political party identification. These questions were also used in the 2006 GSS
although no known study has yet examined the 2006 data. Prior experience with mental
illness and political affiliation (Democrat as opposed to Republican) were both associated
with more positive attitudes towards increased funding while beliefs about whether
people with mental illness are dangerous was not a significant predictor.

The other three studies were from the same research group (Barry et al., 2013;
Barry and McGinty, 2014; Stone and McGinty, 2018) and used data collected through
GfK KnowledgePanel. GfK is a private company that at the time maintained a nationally

representative sample of approximately 55,000 people in the U.S. randomly sampled by



addresses and phone numbers. Researchers paid GfK to send their survey to a randomly
chosen subset of the panel. The GfK KnowledgePanel has since been purchased by Ipsos
and is now called the Ipsos KnowledgePanel. Summaries of these studies are as follows:

Barry et al. (2013) assessed attitudes on gun policy and mental illness shortly after the
Sandy Hook elementary school shooting, in early January 2013. The mental health survey
sample size was 1503. One of the questions was “Would you like to see more
government spending on mental health treatment” (measured dichotomously yes/no) and
was endorsed by 59% of respondents overall including 49% of people with no experience
with mental illness and 69% of people with experience with mental illness, defined in this
study as “self, immediate family member, other relative or close friend has been
hospitalized, in counseling or received prescription medication to treat a mental health or
drug or alcohol problem.” Other than this disaggregation there was no other analysis of
predictors of attitudes (e.g., no regression or similar analysis was performed). The authors
also noted that these results may have been impacted by the intentional close time
proximity to Sandy Hook.

Barry and McGinty (2014) assessed attitudes regarding increasing government
spending using a single item measure (from 1 = spend much less to 5 = spend much
more). The sample size was 1,517 and data were collected in 2013. The predictor
variables included personal experience with mental health or substance use (if
respondents reported that themselves, an immediate family member or another relative or
close friend had been hospitalized, in counseling, or received prescription medication to
treatment to treat a mental health, drug or alcohol abuse problem) and a stigma scale with

4 questions (all four of which ask about opinions related to serious mental illness and/or



whether people with mental illness are violent). Other predictors were
demographic/socioeconomic characteristics and political affiliation. Personal experience
with a mental illness or substance use disorder along with being a Democrat as compared
to a Republican or Independent were associated with attitudes in favor or more spending
while higher stigma was associated with less favorable attitudes.

Stone and McGinty (2018) assessed public willingness to pay to improve services
specifically with regard to serious mental illness. Data was collected in 2017 and the
sample size was 1,738. There were two dependent variables: “Would you be willing to
pay $50 in additional taxes to improve health-care services for people with serious mental
illness in the United States?” and “Would you be willing to pay $50 in additional taxes to
improve social services, like programs to help with housing and employment, for people
with serious mental illness in the United States?”” Independent variables collected were a
single measurement of stigma toward people with serious mental illness (“On a scale
from 0-100, where O=extremely warm, 50=neutral, and 100=extremely code, how
warmly (or coldly) do you feel toward people with mental illness?”’) as well as
socioeconomic/demographic and political affiliation variables. Being a Democrat (as
opposed to an Independent or Republican) was associated with higher willingness to pay
whereas higher stigma was associated with lower willingness to pay.

In terms of determinants of attitudes, across these studies higher support for funding
was consistently associated with (1) lower mental health stigma, (2) being a
Liberal/Democrat and (3) personal use of mental health services. While these are
interesting findings there remain important limitations and gaps that are addressed in the

present research.



The first gap is the limited number of predictor variables. Although Stone and
McGinty (2018) found that while Democrats were more likely to support increased
mental health funding as compared to Republicans, this finding was not universal as 31
percent of Democrats disagreed and 48 percent of Republicans agreed with increased
mental health funding. McSween (2002) and Barry et al. (2013) found that only 55-70
percent of people who had close experience with mental health treatment believed in the
need for more funding. The significant diversity of opinion within these results indicates
that there may be additional important predictors not captured by the earlier studies. The
present research used theoretical and empirical justification to develop a longer list of
predictors and test how they may be impacting attitudes toward funding.

The second area for expansion is extending the range of the dependent variables.
In the four existing studies, attitudes toward mental health are measured typically with
single items and make no distinctions regarding type of funding. There are several
potentially important dimensions of how funding could be spent: funding for
psychotherapy versus medication; funding for prevention versus active intervention; and
funding for child-focused programs versus adult-focused programs. The current research
expands the list to reflect these potentially important dimensions.

The list of both independent and dependent variables collected for this study were
developed using a “bottom up” rather than a “top down” approach as they were not
derived using an overarching theory but rather emerged from several sources including
prior findings, psychological theories and intuition.

A third area is that the prior studies also used many single item measures (for

example Barry et al. (2013) measured personal history with mental health as a yes/no



variable or Stone and McGinty (2018) ranked stigma on a single measure from 1-100)
which do not have strong psychometric properties. The current research used multi-item
measures of both dependent and independent variables.

Finally, this research purposely focuses on attitudes about funding for depression
and exclude schizophrenia and severe mental illness (SMI). Two of the four previous
studies focused heavily or exclusively on serious mental illness (Stone & McGinty, 2018;
Barry and McGinty, 2014). This is not unique to these studies. Schizophrenia is
overrepresented in studies about attitudes and stigma toward mental illness (Lauber et al.,
2003; Pescosolido et al., 2021). A concern is that while depression is a more prevalent
mental disorder, if respondents are asked to consider someone with mental illness more
generally, they may think of serious mental illness because it can have more outward
manifestations. It can also bring up concerns about violence and safety as research has
found that people are more fearful of those with serious mental illness. Therefore, it may
be important to draw distinctions around SMI and disorders such as depression. The
present research is focused on depression. Substance use disorders are also not in scope
for this study. While there is a strong overlap between depression and substance abuse as
approximately one-third of patients with major depression have a substance use disorder
as well (Davis et al., 2008), it is unclear the extent to which the general public

understands this level of comorbidity.



Dependent Variables: Attitudes toward mental health spending

In psychology, an attitude is a psychological tendency that is expressed by
evaluating a particular entity/concept with some degree of favor or disfavor. This study
examines attitudes toward increasing government funding for initiatives to reduce
depression. Therefore respondents are expected to either favor or disfavor (or somewhere
in between) levels of mental health funding by the government.

The dependent variables of the previous studies lacked nuance regarding the type
of services that individuals believe should be funded or not. Therefore it is not clear
whether attitudes vary depending on type of mental health services. People may have
differing attitudes across basic dimensions within mental health services: medication
versus therapy, children versus adults, prevention or treatment intervention. This study
explores whether attitudes toward funding reflect a single underlying dimension with
high correlations regarding funding across these dimensions or whether they are more
nuanced where respondents value some more than others, which may be related to
individual characteristics.

Assessing attitudes about increased or decreasing funding presupposes that survey
respondents have some ideas about current levels of mental health funding. People likely
do not know specifics about current levels of government mental health funding. Rather I
am assuming that people generally know that there are people with mental health
concerns that are currently not receiving full services due to funding and availability
constraints. After the recent school shooting in Uvalde, Texas, there were calls for
expanded mental health funding (The Texas Tribune, 2022). While it is unlikely that the

shooter would have voluntarily accessed services, the generally accepted concept was



that a better funded mental healthcare system would have been able to better reach such
an individual. Therefore it is assumed that many people understand the mental healthcare
system is currently not reaching everyone who may benefit from it. This does not
preclude some people from wanting less funding. They may hold attitudes such as mental
health care is ineffective or there are better things for the government to spend its money
on. These types of beliefs are assessed in this research.

Attitudes about Funding Therapy or Medication

After a mental health diagnosis, individuals are often recommended treatments of
psychotropic medications (e.g., antidepressants) or psychotherapy or both. Meta-analytic
research of individuals seeking treatment strongly suggests that individuals prefer
psychotherapy over pharmacological treatment by a ratio of about 3:1 and that this
preference holds for both treatment-seeking and non-treatment seeking samples (McHugh
et al., 2013). I have been unable to locate any studies examining attitudes about whether
the government should be funding more therapy or psychotropic medication for mental
health treatments. The previous studies examined what people prefer to receive for their
own mental health concerns rather than from the lens of being a taxpayer with regard to
how their tax money should be spent.

While both psychotropic medication and psychotherapy have been found to have
positive cost effectiveness profiles (Lave et al., 1998; Maljanen et al., 2016), some
previous research has found that medication management has a better profile mainly
driven by the higher costs of therapy (Lave et al., 1998). However most antidepressant
prescriptions in the United States are prescribed by general practitioners who do not have

specific training in mental health (Morgan, 2009) which may limit the effectiveness of



medication treatments. This also does not account for the potential that because therapy is
preferred but less available to help-seekers, such that it may prevent entry into the mental
health system by those that need support. It is unclear to what extent the general
population understands these dynamics and how this potentially drives differential
attitudes towards funding these treatments.
Attitudes about Funding Interventions for Adults or Children

Another important distinction is attitudes towards funding of interventions aimed
at children or adults. The mental health system in the United States was largely
developed for adults, in particular veterans returning from the Second World War. Over
time, however, recognition has grown about childhood mental health and that childhood
factors are important predictors of adult mental health. Recently there has been a growing
call for increased mental health support for children and adolescents. In late 2021, the
American Academic of Pediatrics, the Children’s Hospital Association and the American
Academy of Child and Adolescent Psychiatry deeming childhood and adolescent mental
health an “emergency” that has been developing and was exacerbated by factors such as
Covid-19 and racial inequities. In 2021 the State of California announced a one-time
investment of $4.4 billion to “enhance, expand and redesign the systems that support
behavioral health for children and youth.” This amounts to approximately $110 per
person in California or $144 per adult (children typically do not pay taxes).

Perry et al. (2007), assessed public attributions, attitudes, and stigma regarding
depression among children and adults. As compared to adult depression, respondents
were more likely to believe that childhood depression is a “very serious” problem,

unlikely to be caused by normal ups and downs and unlikely to improve on its own.



Childhood depression was also more likely to be attributed to genetic problems, a
chemical imbalance or how the person was raised. Regarding treatment, as compared to
adults with depression, respondents more strongly believed that children with depression
should seek help from a professional and/or be forced to go to a clinic.

No known studies have compared attitudes for government funding for children
as opposed to adult focused services. The findings from Perry et al. (2007) suggest that
individuals may be relatively more inclined to increase government mental health
spending when it the money is targeted towards children as opposed to adults.

Attitudes about Funding Prevention or Treatment Intervention

The final dimension is attitudes toward funding treatment as compared to
preventive intervention. Therapy and medication management are treatments as they are
used for people with active depression. Alternatively, government funding for mental
health initiatives may be applied for prevention initiatives. A range of factors involving
families, friends, schools, workplaces, and socioeconomic conditions are risk and
protective factors for the future development (or exacerbation/healing) of depression
(Coie et al., 1993). A particular target for prevention initiatives is child abuse as this is a
demonstrated significant risk factor for future mental distress (Nelson et al., 2017;
Russell et al., 2010).

No known studies have compared attitudes of government funding for mental
health treatment or prevention intervention initiatives. Government spending statistics
suggest that intervention and prevention initiatives are not relatively highly valued within
healthcare. Statistics from the Organization for Economic Cooperation and Development

(OECD) find that only approximately 3 percent of healthcare budgets are spent on
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prevention and public awareness in the 38 developed countries that are members of the
OECD (OECD, 2005). Recent qualitative research on child abuse prevention found that
the largest qualifier of support for local programs (presumably government funded)
would be if the program would work (Todahl et al., 2021). Belief about efficacy may be a
primary driver of support for prevention as opposed to treatment intervention. As further
outlined below, a majority of people do believe that treatment interventions (e.g., seeing a
mental health professional) do work at least to some degree (Angelin, 2008).

Independent Variables: Predictors of Attitudes About Mental Health Spending

This research aims to understand predictors of attitudes toward government
funding for increased services for depression. The goal is to study a wider set of
empirically and theoretically derived predictors. Based on prior research, these
predictors have been categorized into four domains. The first domain involves perceived
personal circumstances regarding mental health disorders, including perceived proximity
to depression and perceived probability of personally using the services if government
spending is increased. The goal is to understand to what extent people’s attitudes toward
spending are impacted by their personal past or ongoing experiences with depression.
The second domain is attitudes towards others focusing on empathy and mental health
stigma. The third domain is broader attitudes toward government and society including
beliefs about government spending and fairness, trust in the healthcare system and
political affiliation/orientation. The fourth domain is knowledge and beliefs about mental
health conditions and treatment.
Three domains generally map onto the three major findings from the previous

studies that (1) personal experience with mental health, (2) mental health stigma, and (3)
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political affiliation are each associated with attitudes toward funding, and expand these
categories, based on empirical or theoretical reasons, to include more specificity and
nuance around understanding attitudes towards mental health funding. The fourth
domain, knowledge and beliefs about mental health conditions and treatment, generally
reflects a novel area not as yet addressed by attitude research.
Perceived Personal Circumstances Regarding Mental Health Disorders

McSween (2002) and Stone and McGinty (2018) both found that people with
personal or family histories of mental health service use reported greater support for
funding. These findings could be for two reasons: personal benefit or societal benefit to
others. Funk (2000) found that support for policy proposals is often based on both self-
interest and societal interest with both independently contributing to policy support.
Potential Personal (or Close Family) Benefit

Respondents may support increased government funding for depression services
if they (or someone close to them) might use them if they were available. Even if
someone is currently receiving services for depression, greater government spending may
lighten their financial burden and lead to increased service access. Along with benefitting
personally, individuals may believe that other people close to them such as family
members or close friends may benefit. Personal benefit also extends to close family
(parents, children, and siblings) as individuals often have strong investment in ensuring
that their family members have mental health support.

This personal benefit may also apply to a person’s future. Asymptomatic
individuals may have varying beliefs about whether they could develop these conditions

in the future. For example, a parent with children who have not had depression may have
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differing beliefs around potential for future for their children to develop depression and
therefore have different desires for these services to be available in the future.
Proximity To Disorder and/or Treatment

As noted above, along with potential benefit, personal history with mental health
disorders may also lead to increased support for funding through the alternative
mechanism of societal interest. An example may be someone who experienced
depression in the past and benefitted from services but no longer needs them as they no
longer have symptoms. Social identity theory (Tajfel & Turner, 1979) posits that people
see themselves as parts of groups where people similar to themselves are part of the in-
group and people different from themselves are part of the out-group. Many studies have
demonstrated that there is a tendency to favor in-group members over out-group members
(Dunham, 2018). Regardless of whether they use services themselves, individuals with
histories of depression may feel that others who struggle with depression should have
access to services.

Among those with depression, there may also be important differences between
those who have or have not sought treatment. Olfson et al. (2016) used a large sample of
US households (covering 46,417 individuals) and found that 8.4% of adults screened
positive for depression; however only about 30% of these people with depression were
receiving any treatment. While some of this disparity is likely due to system or financial
constraints, others are not receiving services because they are choosing not to.

In the current study additional categories of proximity were extended to include
people in the respondent’s social world. Individual survey questions were asked about

history of mental health disorders of close family, extended family, close friends and

13



other acquaintances. I hypothesized that support for funding would be stronger when
someone closer to the respondent had a history of depression or treatment. McSween et
al. (2002) found this type of gradient. However this study only used three categories: (1)
self, immediate family, or other relative; (2) close friend; or (3) acquaintance or other
known person and only reported on whether the person had been hospitalized for a
mental illness. The present study was designed to gain a more nuanced understanding of
these categories.

The distinction between in-group and out-group may also apply to neighborhoods
and communities (Schmid et al., 2014). People may have a feeling that depression is a
major issue for people who live within their community. For example there has been
significant recent media attention about child and adolescent mental health and opioid
overdoses, with the latter having a strong connection to depression (CNN, 2022). If
people believe that depression is prevalent in their local community, they may be more
likely to support increased funding for services. Respondents were also asked about their
impressions of the level of depression in their communities.

This study assessed beliefs about whether depression is prevalent or increasing in
the individual’s city or town, and in society. It was hypothesized that belief in greater
overall prevalence or in growth of depression will be associated with more favorable
attitudes towards funding. Based on social identity theory, beliefs about depression in the
individual’s community were expected to be a stronger predictor as compared to city or
town, or society.

Attitudes Toward Government and Society

Views on Government Spending and Equality

14



Benefits of government funded services for depression would not be distributed
equally across the population. They would go to those who need and choose to use the
services. This inequity of distribution may bring up concerns related to fairness, abuse of
the public social services system and personal versus state responsibility. People vary on
such concerns, often due to political affiliation. Democrats and Republicans often differ
on such political beliefs (Jacoby, 2000; Rudolph & Evans, 2005).

Opinions about the income tax system are a good way to measure these attitudes
because a substantial majority of American adults participate in the income tax system
which is the primary mechanism of wealth distribution by the government. Stancheva
(2021) explored Democrat-Republican differences in supporting higher or lower income
taxes and found that about 65% of the gap in attitudes between Democrats and
Republicans was accounted for by the following three items: “do not trust the
government”, “do not think inequality is a serious issue”, “high-incomes are entitled to
keep their income”. In contrast, beliefs about the effectiveness of the income tax system
such as “believe in trickle-down economics”, “higher taxes hurt the economy”, “taxes
lead to behavior change” only accounted for about 15% of the gap. This demonstrated
that concerns about fairness may be a more important driver of attitudes as compared to
understanding of effectiveness.

Items from Stancheva (2021) were used in the present study. I hypothesized that
individuals who hold positive opinions about the function of the government, believe in
more government involvement in society, believe in the redistribution of income and
believe that wealth accumulation is more likely due to luck rather than talent will be less

likely to hold attitudes of wanting to increase funding for mental health services.
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Trust in the health care system

There is a significant body of research indicating lower trust in the healthcare
system by Black individuals as compared to White individuals in the United States
(Boulware et al., 2003; Hammond, 2010). Trust disparities are related to past and present
differing levels of discrimination, inequities and treatment by the healthcare system. This
distrust is likely passed through families and communities.

I hypothesized that individuals with lower trust in the healthcare system will be
less likely support increased funding. While they may believe that mental health care can
be effective, this may be dampened by their desire not to have it administered through the
current medical system.

Political Affiliation

Findings regarding political affiliation were a core result of previous studies. Each
of Stone and McGinty (2018), Barry and McGinty (2014) and McSween (2002) found
that Democrats and Independents had increased willingness to pay for services as
compared to Republicans. I hypothesized that this study would replicate this finding.
Mental Health Knowledge and Belief About Treatment Effectiveness
Mental Health Knowledge

Individuals with higher levels of knowledge of depression may be more likely to
support treatment as they may better understand the high incidence of these disorders and
their impacts on quality of life. Part of knowledge of mental health disorders is that they
have a negative impact on the individual’s life which aligns with the diagnostic criteria
for depression that symptoms must cause the individual clinically significant distress or

impairment in social, occupational, or other important areas of functioning (DSM-5;
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American Psychiatric Association, 2013). Higher mental health knowledge has been
found to be related to intention to seek treatment in a study from England (Henderson et
al., 2013). The current study used a depression-specific measure of knowledge, the
Depression Literacy Questionnaire, as opposed to the more commonly used Mental
Health Knowledge Schedule which includes questions about other disorders such as SMI
(Evans-Lacko et al., 2010).
Beliefs About Effectiveness of Mental Health Treatment

Prior research has generally found that people believe mental healthcare can be
effective (although with variability in the responses). Angelin et al. (2008) compared
Caucasian and African American beliefs about the effectiveness of mental healthcare for
major depression and schizophrenia. 54% of Caucasian respondents and 65% of African
Americans believed that a mental health professional could help with these two
conditions. However approximately 35% of each group reported that a mental health
professional was only somewhat likely to help. Richardson et al. (2012) used data from
the Behavioral Risk Factor Surveillance System which covers over 30 U.S. states and
found that 65% of respondents strongly agree that mental health treatment helps.
Interestingly this study found that this was consistent across levels of mental distress (as
measured by estimated days of mental distress in the past 30 days). Neither Angelin et al.
(2008) nor Richardson et al. (2012) reported whether these findings had any relationship
with personal use of mental health services.

Comparing beliefs about therapy and medication, Silverman et al. (2021) used a
sample of visitors to a mental health research website (believed to be a motivated and

interested sample) and compared beliefs about relative effectiveness of therapy and
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medication both explicitly and implicitly using the Therapy vs. Medication Effectiveness
Implicit Association Test (IAT). Results for implicit and explicit attitudes consistently
showed that therapy was believed to be more effective than medication, and this finding
was stronger for Black participants when compared to White and Asian participants.
Those who had experienced past mental health difficulties also believed therapy to be
more effective than medication.

Overall I hypothesized that strong beliefs about the efficacy of mental health
services would be related to stronger attitudes in favor of funding services for depression.
Attitudes Towards Others
Mental Health Stigma

Stigma is widely discussed as a critical factor impacting all aspects of mental
health including symptoms and treatment, although it also has not been consistently
operationalized in research. A recent review found that there have been approximately
400 published measures of mental health stigma (Fox et al., 2019). Distinctions have
been made between what the respondent thinks about people with mental illness, what the
respondent believes the general public believes about mental illness and what people
believe about their personal mental illness (Corrigan and Watson, 2002; Griffiths et al.,
2006). Corrigan and Watson (2002) have suggested that stigma has three components:
stereotypes (negative beliefs), prejudice (agreement with negative beliefs and/or negative
emotional reaction) and discrimination (behavior response to prejudice).

Two of the four studies outlined in the introduction found associations between
measures of stigma and lower mental health funding. However these studies used very

brief measures of stigma that focused heavily on stigma around serious mental illness.
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For example Stone and McGinty (2018) used a single item “On a scale from 0-100,
where O=extremely warm, 50=neutral, and 100=extremely cold, how warmly (or coldly)
do you feel toward people with mental illness” while Barry and McGinty (2014)
measured stigma using four Likert scale questions including two items asking whether
people with SMI are dangerous.

Stigma represents negative attitudes toward a specific group of people, and thus is
likely to be associated with less support for them such as lower services being provided.
Under an experimental design where the teacher was using shocks to correct a learner,
teachers were more likely to use higher grade shocks on individuals with a previous
history of psychiatric hospitalization as compared to controls (Mehta and Farina, 1997).
Recent research has found that 10-20 percent of Americans report unwillingness to work
closely with, have as a neighbor or socialize with hypothetical people in vignettes whose
characteristics align with someone with major depression (Pescosolido et al., 2021).

Aligned with the existing studies, I hypothesized that higher stigma will be related
to lower support for increasing mental health funding. The present study expanded on the
previous studies by 1) using longer and better validated stigma measures including items
that cover all three components of stigma (items reflecting stereotypes, prejudice and
negative beliefs); 2) using stigma measures with a much lower emphasis on violence of
people with SMI (only one item of the measure references danger); and 3) emphasizing
issues more relevant to depression such as whether symptoms reflect clinically relevant
conditions (as opposed to common mood changes).

This third component is of particular interest. Pescosolido et al. (2021) had

participants read a vignette about someone with depression with sample descriptors
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including “wakes up in the morning with a flat, heavy feeling that sticks with him/her all
day long”, “nothing seems to give him/her pleasure”, “when night comes he/she can’t
sleep” and “he/she has pulled away from [his family]” along with several other similar
descriptors and no positive/contradictory descriptors, each of which are closely aligned
with the DSM-5 diagnostic criteria for major depressive disorder (DSM-5, American
Psychiatric Association, 2013). Approximately 25 percent of respondents classified these
descriptors as characteristic of day-to-day mood changes potentially reflecting a
discounting of depression symptoms. The depression stigma scale used in the present
study has two items reflecting this discounting of depression “people with depression
could snap out of it if they wanted to” and “depression is not a real medical illness”
which are much more relevant to disorders such as depression as compared to more
severe disorders such as SMI.
Empathy

Empathy may be a psychological factor leading to different attitudes toward
mental health funding. Research has divided empathy into two phenomena: “cognitive
empathy”, the process of taking another’s perspective, and “emotional empathy” or
experiencing emotions such as care, concern or even distress as a result of being exposed
to another’s situation (Davis, 2018). This conceptualizes empathy as a broad personality
dimension, as opposed to empathy specifically related toward those with mental health
concerns. General empathy has been related to prosocial behave or such as reduced
bullying and increased active helping of victims among adolescent boys (Gini et al.,
2007). Higher perspective taking is related to high empathy for people engaging in

negative health behaviors (Shaffer, 2019) and higher levels of perspective taking by
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doctors is related to increased patient satisfaction in medical encounter (Blatt et al.,
2010).

Depression is often less visible to others. Those with higher levels of empathy
may be able to better take the perspective of people with less visible illness and be more
willing to spend taxpayer money to support them.

Potential for Race/Ethnicity Differences

In this study, information was being collected on race/ethnicity along with other
demographic variables. Data collection parameters ensured sufficient sample sizes for
White, Black and Hispanic participants to ensure the ability to make comparisons
between these groups. Differences based on race/ethnicity are plausible and were
examined in this study, however no specific hypotheses were made and the analysis is
considered exploratory.

Research Questions and Hypotheses
Research Questions

The first general research question is whether attitudes toward government
spending for mental health services are general across services and recipient of services
or whether there is differentiation of attitudes. The second general research question is
examining predictors of attitudes toward government funding for mental health services

to test hypotheses about predictors of those attitudes.

Hypotheses about general attitudes or differentiated attitudes:
Due to limited prior research on attitudes by type of service, specific hypotheses

are limited. Based on the literature review, it is anticipated that there will be meaningful
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differentiation between supporting funding for child/adolescent services versus adult

services.

Hypotheses about predictors of attitudes:

Using a “bottom up” approach, this study advances a number of hypotheses
regarding predictors of more positive attitudes toward general attitudes of government
funding for mental health services. These predictors are grouped into the four sets of
conceptually similar items: (1) perceived personal circumstances regarding mental health
disorder; (2) attitudes toward government and society; (3) mental health knowledge and
belief about treatment effectiveness; and (4) attitudes towards others. The predictors and
the directions of the predictions are outlined in Table 1. As there is limited prior research
on predictors of specific funding targets — by recipient of services (Child-Adult), by
service modality (Therapy, Medication or Prevention) or both — these hypotheses are

regarding more general attitudes toward funding.
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Table 0.1
List of Hypotheses

Predictor

More positive attitudes toward funding
associated with:

Perceived Personal Circumstances
Regarding Mental Health Disorders

Desire to use more mental health
services

History of Mental Health Difficulties

Current Internalizing Symptoms

Prior Use of Therapy or Medication

Belief that Family, Relative, Friend
or Acquaintance would use more
mental health services

Family, Relative, Friend and
Acquaintance History of Depression

Family, Relative, Friend and
Acquaintance History of Mental
Health Service Use

Belief that depression is increasing in
the individual’s community, city or
town and/or society

Increased personal desire to use more
services if they were easier to access

Positive reported lifetime history of
depression or anxiety

Higher current internalizing symptoms

Positive reported prior use of therapy or
medication

Higher belief that family, relative, friend or
acquaintance would use more mental
health services if they were easier to access

Positive reported history of family,
relative, friend or acquaintance with
depression with gradient such that more
positive attitudes associated with closer in
relation to the person

Positive reported history of family,
relative, friend or acquaintance mental
health service use

Stronger belief that depression is
increasing in these areas
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Predictor

More positive attitudes toward funding
associated with:

Attitudes Toward Government and
Society

Beliefs about redistribution of
income

Reason for wealth accumulation

Government involvement in society

Satisfaction with the current
government

Political Affiliation

Medical Mistrust

Strongly belief to redistribute income from
wealthier individuals to support lower
income individuals

Higher belief that wealth is accumulated
due luck rather than skill

More desire for government involvement
in society

Higher satisfaction with the current
government

Further towards Democrat on the
Republican — Independent — Democrat
spectrum

Less medical mistrust

Mental Health Knowledge and Belief
About Treatment Effectiveness

Depression Literacy

Beliefs About Treatment
Effectiveness

Greater depression literacy

Stronger beliefs about treatment
effectiveness

Attitudes Towards Others
Stigma

Empathy

Lower levels of stigma

Higher levels of empathy
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Exploratory questions:

If initial analyses find evidence of differentiation of attitudes by target of funding,
- by recipient of services (Child-Adult), by service modality (Therapy, Medication or
Prevention) or both — this raises the question of whether predictors of general attitudes
have different associations with attitudes concerning specific targets. Exploratory
analyses were conducted to evaluate whether any significant predictors of general

attitudes might have different associations depending on target of funding.
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Chapter 2: Study 1

The first study explored whether attitudes about government funding for mental
health services are general and undifferentiated across different recipients of funding and
service modality. Given the absence of prior research studies in this area, this study
developed a new measure for attitudes toward government funding of mental health
services. This new measure included items that refer to different targets of funding. The
targets of funding were whether the services are delivered by two dimensions of age — to
child/adolescents — and three dimensions of service modality — therapy, medication or
prevention. Overall there were six potential targets of government funding for mental
health services: adult therapy, child-adolescent therapy, adult medication, child-
adolescent medication, adult prevention and child prevention.

A review of relevant research literature did not discover measures on three
potential predictors of attitudes: (1) whether the individual or their family would use
more mental health services if they were more accessible, cheaper or easier to access; (2)
perceptions about scope and trends of depression within the person’s neighborhood,
community or society; and (3) perceptions of effectiveness of mental health treatments
across the same six potential targets.

The goal of Study 1 was to explore the research question regarding whether
attitudes are general or differentiated by using measurement modeling to develop a final
measure about attitudes as well as evaluate and refine new measures of these three

predictor constructs.
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Methods

Developing a Pool of Items for Measurement of Attitudes

The measures being developed were the attitudes towards the six dimensions of
mental health: attitudes towards government spending for therapy for adults, therapy for
child and adolescents, mental health medication of adults, mental health medication of
children and adolescents and preventions services for adults and preventions services for
children and adolescents. Six potential items were developed for each dimension.

For each dimension, items asked about spending in different ways: “increase
spending”, spend more” and “fund.” For adult dimensions, a variety of words were used
for adult including “adults” and “people between the ages of 18 and 64” whereas for
child and adolescent dimensions, wording included “kids and teens”, “children and
youth” and people between the ages of “6 and 17.” For therapy, items used wording of

9% 66

“therapy”, “psychotherapy” and “counselling”. For medication, items used wording of
“mental health medication services”, “mental health drug services”, and “antidepressant
services”. The wording used for prevention services was “community and workplace-

based programs” for adults and “community and school-based programs” for children.

The 36 items are outlined in Table 2.1. categorized by the six dimensions.
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Table 1.1.

Item Pool for Attitudes Toward Government Funding for Mental Health Services

Target of Mental #  Items Collected — All starting with the stem:

Health Spending “The government should”

Adult Therapy 1 ... increase spending to provide more therapy for adults
with depression.

2 ... increase spending to provide more therapy for adults
with depression.

3 ... spend more tax money on counselling services for
people between the ages of 18 and 64 years old with
depression.

4 ... increase spending to provide counseling for adults with
depression.

5 ... fund therapy for adults with depression.

6 ... fund psychotherapy therapy services to people between
the ages of 18 and 64 with depression.

Adult Medication 7 ... increase spending to provide mental health medication
services for adults with depression.

8 ... spend more tax money to provide prescription mental
health drug services for adults with depression.

9 ... increase spending to provide antidepressant services for
adults with depression.

10 ... fund mental health medication services for adults with
depression.

11 ... spend more tax money to provide prescription mental
health drug services to Americans between the ages of 18
and 64 with depression.

12 ... fund antidepressant services for Americans between the
ages of 18 and 64 years old with depression.

Adult Prevention 13 ... fund community and workplace-based programs to

prevent future depression in adults.
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Target of Mental #  Items Collected — All starting with the stem:
Health Spending “The government should”

14 ... fund community and workplace-based programs to
people between the ages of 18 and 64 with depression.

15 ... spend more tax money on community and workplace-
based programs for people between the ages of 18 and 64
years old with depression.

16 ... increase spending to provide to provide community and
workplace-based programs to prevent future depression in
adults.

17 ... spend more tax money to provide community and
workplace-based programs to prevent future depression in
adults.

18 ... increase spending to provide community and workplace-
based programs to prevent future depression in adults.

Child/Adolescent 19 ... increase spending to provide more therapy for kids and
Therapy teens with depression.

20 ... spend more tax money to provide psychotherapy for kids
and teens with depression.

21 ... increase spending to provide counseling for children and
youth with depression.

22 ... fund therapy for children and youth with depression.

23 ... fund psychotherapy therapy services to people between
the ages of 6 and 17 with depression.

24 ... spend more tax money on mental health counselling
services for people between the ages of 6 and 17 with
depression.

Child/Adolescent 25 ... increase spending to provide mental health medication
Medication services for kids and teens with depression.
26 ... spend more tax money to provide prescription mental

health drug services for people between 6 and 17 years old
with depression.
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Target of Mental #  Items Collected — All starting with the stem:
Health Spending “The government should”

27 ... increase spending to provide antidepressant services for
children and youth with depression.

28 ... fund mental health medication services for children and
youth with depression.

29 ... fund prescription mental health drug services to kids and
teens with depression.

30 ... spend more tax money on antidepressant services for
people between the ages of 6 and 17 years old with
depression.

Child/Adolescent 31 ...increase spending to provide community and school
Prevention programs to prevent future depression in kids and teens.

32 ...spend more tax money to provide community and school
programs to prevent future depression in people between 6
and 17 years old.

33 ...increase spending to provide community and school
programs to prevent future depression in children and
youth.

34 ...fund community and school programs to prevent future
depression in children and youth.

35 ...fund community and school programs to prevent future
depression in kids and teens.

36 ...spend more tax money on community and school

programs to prevent future depression in people between 6
and 17 years old.
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Developing a Pool of Items for Predictor Variables

(1) Perceived Personal or Family Benefit

I was unable to locate any existing measure of perceptions of potential personal

benefit of future policy changes. I therefore constructed a new measure for this study and

conducted initial tests of its validity.

An original pool of 12 items were developed regarding personal benefit or family

benefit. These used varied wording to determine if wording is important. These items are

provided in Table 1.2.

Table 1.2.
Item Pool for Perceived Personal or Family Benefits
Item Pool Question
Number
Personal I would use more mental health services for depression if 1
Benefit they were less expensive.
I would use more mental health services for depression if 2
they were easier to access.
I would use more therapy or medication services for 3
depression if they were more widely available.
I would use more therapy or medication services for 4
depression if they were less expensive.
I would use more counselling or prescription drug 5
services for depression if they were easier to access.
I would use more counseling or prescription drug services 6
for depression if they were more widely available.
Family Same six items as above except using: “Members of my 7 to 12
Benefit Sfamily would use more” rather than “I would use more”
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(2) Mental Health Within Community and Society

I was unable to locate any measure assessing perceptions of mental health within
the community. Previous studies assessing community attitudes have used the term
“town” or “neighborhood” however depending on the person’s location this may not be
relevant to them (Garcia & Herrero, 2007; Rothman et al., 2019) for example “town”
may not make sense to someone living in a city. It seems reasonable to ask about
“community”. While people may define their community in several ways, it is likely
generally be defined as a group of people that includes similar proximity others who are
outside the individual’s regular acquaintances. Individuals were also asked whether they
believe depression is increasing in society overall. Item pools were developed that
“community”, “city or town” for each of children/adolescents and adults for a total of 12
items. The questions used varied wording to determine if wording is important. Different
wording was used to describe levels of depression: “high level of...depression”,
“struggling with depression” and “depression...is rising”; children and adolescents:
“children and adolescents”, “kids and teens” and “Americans between the ages of 6 and

17”; and adults: “adults” and “Americans between the ages of 18 and 64.” The 12-item

item pool is outlined in Table 1.3
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Table 1.3.

Item pool for measure of perceptions of mental health within the community.

Rate how much you agree with the following Question
statements: Number:
Adults There is a high level of depression among adults in
your community. 1
The adults in your community are struggling with 2
depression.
Rates of depression among Americans 18 to 64 in 3
your city or town is rising.
Americans between the ages of 18 and 64 in your 4
city or town are struggling with depression.
Depression among adults in society is rising. 5
Americans between the ages of 18 and 64 in society 6
have high levels of depression.
Children and There is a high level of child and adolescent 7
Adolescents depression in your community.
The kids and teens in your community are 8
struggling with depression.
Americans between the ages of 6 and 17 in your 9
city or town are struggling with depression.
Rates of depression among children and adolescents 10
in your city or town is rising.
Depression among kids and teens in society is 11
rising
Americans between the ages of 6 and 17 in society 12

have high levels of depression.

33



(3) Opinions About Effectiveness

Participants were asked about their view of effectiveness of different treatment
modalities. These items were developed and organized in a similar method as the items
pool for the attitudes toward mental health funding across the same six target of mental
health spending categories. The 6 items for the Adult Therapy category are fully outlined
in the first part of Table 1.4. The remaining five categories all have the 6 items that use
the same word stems from developing the measure of attitudes. There are a total of 36

items. Answers choices range from “Strongly Disagree” to “Strongly Agree.”
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Table 1.4.

Item Pool for Effectiveness of Services By Modality and Age of Recipient

Target of Mental
Health Spending

#

Items Collected

Adult Therapy

1

For adults with depression, therapy with a mental
health professional can reduce their depression
Symptoms

For people between the ages of 18 and 64 with
depression, psychotherapy can reduce their feelings of
depression.

For adults with depression, counselling can reduce their
depressive symptoms.

For people between the ages of 18 and 64 with
depression, counselling can lower their feelings of
depression.

For adults with depression, therapy with a mental
health professional can reduce their feelings of
depression.

For adults with depression, psychotherapy can lower
their symptoms of depression.

Adult Medication

10

11

For people between the ages of 18 and 64 with
depression, antidepressants can reduce their depression
symptoms.

For adults with depression, prescription mental health
medication can reduce their feelings of depression.

For people between the ages of 18 and 64 with
depression, mental health drugs can reduce their

depressive symptoms.

For adults with depression, antidepressants can lower
their feelings of depression.

For adults with depression, prescription mental health
medication can reduce their feelings of depression.
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Target of Mental
Health Spending

#

Items Collected

12

For people between the ages of 18 and 64 with
depression, mental health drugs can lower their
symptoms of depression.

Adult Prevention

13

14

15

16

17

18

For adults with depression, participating in community
and school programs can reduce their depression
symptoms.

For adults with depression, participating in community
and school programs can reduce their depressive
Symptoms

For people between the ages of 18 and 64 with
depression, being part of community and school
programs can reduce their feelings of depression.

For people between the ages of 18 and 64 with
depression, being part of community and school
programs can lower their feelings of depression.

For adults with depression, participating in community
and school programs can reduce their feelings of
depression.

For people between the ages of 18 and 64 with
depression, being part of community and school
programs can lower their symptoms of depression.

Child/Adolescent
Therapy

19

20

21

22

For children and adolescent with depression, therapy
with a mental health professional can reduce their
depression symptoms.

For kids and teens with depression, psychotherapy can
reduce their feelings of depression.

For people between the ages of 6 and 17 with
depression, mental health counselling can reduce their
depressive symptoms.

For a child or adolescent with depression, mental

health counselling can lower their feelings of
depression.
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Target of Mental
Health Spending

#

Items Collected

23

24

For kids and teens with depression, therapy with a
mental health professional can reduce their feelings of
depression.

For people between the ages of 6 and 17 with
depression, psychotherapy can lower their symptoms of
depression.

Child/Adolescent
Medication

25

26

27

28

29

30

For children and adolescents with depression,
antidepressants can reduce their depression symptoms.

For kids and teens with depression, prescription mental
health medication can reduce their feelings of
depression.

For people between the ages of 6 and 17 with
depression, mental health drugs can reduce their
depressive symptoms.

For a child or adolescent with depression,
antidepressants can lower their feelings of depression.

For kids and teens with depression, prescription mental
health medication can reduce their feelings of
depression.

For people between the ages of 6 and 17 with
depression, mental health drugs can lower their
symptoms of depression.

Child/Adolescent
Prevention

32

33

For children and adolescents with depression,
participating in community and school programs can
reduce their depression symptoms.

For kids and teens with depression, being part of
community and school programs can reduce their
feelings of depression.

For people between the ages of 6 and 17 with

depression, participating in community and school
programs can reduce their depressive symptoms.
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Target of Mental # Items Collected
Health Spending

34  For achild or adolescent with depression, being part of
community and school programs can lower their
feelings of depression.

35  For kids and teens with depression, participating in
community and school programs can reduce their
feelings of depression.

36  For people between the ages of 6 and 17 with
depression, being part of community and school
programs can lower their symptoms of depression.

Determining the Final Item Pool

A major key research question of this study is whether attitudes toward
government spending for mental health services are general across services and recipient
of services or whether there is differentiation of attitudes. Therefore analysis to determine
the final item pool for the attitudes toward funding included initial exploratory factor
analysis and using those results to conduct a confirmatory factor analysis and specify the
measurement model that best fits the data to answer the research question.

For the three predictor variables to be used in Study 2, determining the item pool
included calculations of internal consistency and examining the correlation matrix for
patterns to eliminate items and reduce response burden.

Data Collection

Participants were recruited using the data collection platform Prolific
(prolific.com). Prolific is an online behavioral research platform that has been found to
have high data quality on measures of attention, comprehension, honesty and reliability

(Peer et al., 2022). Participants are verified using their email, phone number and
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verifying their identity with an ID to ensure this higher data quality. In addition,
respondents provide select demographic and socioeconomic data to Prolific such as age,
gender, race/ethnicity, education status, education completed, employment status and
political affiliation. Prolific allows for prescreening participants based on these
characteristics.

Respondents to this survey were paid $5.00 upon completion of the survey. The
median time of survey completion was approximately 16 minutes. After collection of the
first approximately 120 participants, Black and Hispanic representatives were
underrepresented as compared to the percentage of the U.S. population and therefore
researcher specified Prolific to collect 15 Black participants and 15 Hispanic participants
to complete the data collection.

Data from 148 participants were collected. The protocol included Instructional
Manipulation Checks, simple questions which must be answered in a certain way to
ensure that the individual is paying attention. For studies that are more than 5 minutes
long, such as the present one, if two or more attention checks were missed, the program
was set to terminate data collection, and the participant did not receive payment. There
were four attention checks included in this study with an example being “This question is
very simple, please answer strongly disagree, as this is an attention check.” No
participants missed more than one attention check and therefore all respondents
completed all questions and received payment.

Characteristics of sample

The final data used for Study 1 included information from 148 participants. As
demonstrated in Table 1.5., the participants were majority White with the overall race /

ethnicity breakdown of the sample being fairly close to the proportions of the U.S.
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population. The sample was well balanced on gender. There was good variation in
income and education although the sample was somewhat overrepresented by those with

higher incomes and advanced degrees.

Table 1.5.

Demographics Characteristics of Participants in Study 1
Demographic Characteristics Participants (n = 148)
Race

White 85 (57.4%)
Black 32 (21.6%)
Hispanic 17 (11.5%)
Asian 11 (7.4%)
Mixed Race 3(2.0%)
Gender
Male 83 (56.1%)
Female 62 (41.9%)
Non-Binary/Other/Prefer not to answer 3(2.1%)
Sexual Orientation
Heterosexual 113 (76.4%)
Other/Prefer not to answer 35 (23.6%)
Family Income
$0 to $19,999 19 (12.8%)
$20,000 to $49,999 38 (25.7%)
$50,000 to $89,999 43 (29.1%)
$90,000 to $129,000 17 (11.5%)
$130,000 to $149,000 13 (8.8%)
$150,000 or more 18 (12.2%)
Education
High school or lower 18 (12.2%)
Some College (not currently in progress) 22 (14.9%)
Some College (currently in progress) 11 (7.4%)
College Degree 70 (47.23%)
Advanced Degree 27 (18.3%)

Results
Attitudes Toward Funding
For preliminary analysis, patterns of internal consistency for all 36 items and then

for each subset of 6 items were explored. The Cronbach’s alpha for all 36 items together
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was 0.984 indicating high internal consistency and preliminary support for a strong
general factor. For each of the six subsets of items, Cronbach’s items were as follows:
adult therapy (6 items, 0.980), child therapy (6 items, 0.972), adult medication (6 items,
0.966), child medication (6 items, 0.974), adult prevention (6 items, 0.973) and child
prevention (6 items, 0.975).

Next, measurement models were specified to further explore the research question
regarding whether attitudes varied meaningfully by targets. This started with exploratory
factor analysis using SPSS 29. The Scree Plot from SPSS 29 shown in Figure 1.1. and
Component Matrix outcome (not shown) provide significant evidence for a strong single
factor. The Eigenvalue for the first component is above 20 while the next highest is under
5. The loadings between each of the 36 items and the first component are all between
711 and .866 indicating they all load strongly on the general factor. Table 1.6
demonstrates that the first component accounts for 64.330% of the total variance. There

was also some evidence for more specific factors, given that four eigenvalues were above

1.
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Figure 1.1
Scree Plot for Exploratory Factor Analysis of 36 Items Regarding Attitudes
Toward Funding
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Table 1.6

Exploratory Factor Analysis, Total Variance Explained
Total Variance Explained

Component Initial Eigenvalues % of Variance Cumulative %
1 23.159 64.330 64.330
2 3.891 10.809 75.139
3 2.188 6.077 81.215
4 1.686 4.864 85.900

The Direct Oblimin rotation was used allowing for correlations among factors.
Table 1.7 presents the rotated pattern matrix which allows for interpretation of correlated
factors. For simplicity of analysis the items in Table 1.7 are numbered by category,
however they are in the same order as they are ordered in Table 1.1. The clusters of factor
loadings in this table were both positive and negative suggesting that participants were
contrasting sets of items rather than responding to them independently. Component 1 in
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the rotated loadings provides support for a factor based on Prevention services as these
two sets of items (highlighted in blue in Table 1.7) are strongly loaded on Component 1
as compared to the items in the other four sets in that column. Component 2 provides
support for a meaningful factor based on medication services as the two medication
subsets of items (highlighted in orange in Table 1.7) were more strongly loaded on
Component 2 as compared to the other four subsets of items in that column providing
support for a meaningful factor based on medication although child medication appears to
have a lesser relationship with this factor providing evidence that this subset acts has
different response patterns as compared to the other subsets. Component 3 provides
support for a factor based on therapy as these two sets of items (highlighted in yellow)
are strongly loaded on this component as compared to the other subsets in that column.
Component 4 demonstrates a pattern across child-adult such that the child-adolescent
items (highlighted in dark green) are loaded in the positive direction while the adult items
(highlighted in light green) are loaded in the negative direction. Notably the child-
medication subset of items have the weakest loadings in the Component 4 column
potentially indicating that these have a unique relationship with the general factor and

other items as compared to the other five subsets of items.
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Table 1.7

Exploratory Factor Analysis, Pattern Matrix

Component

Item 1 2 3 4

Adult Therapy 1 148 -.028 =772 =227
Adult Therapy 2 129 -.080 -.792 -.300
Adult Therapy 3 .067 -.023 -.843 -218
Adult Therapy 4 117 -.060 -.808 -.229
Adult Therapy 5 154 -.048 -.755 -.298
Adult Therapy 6 168 -.065 -774 -.283
Adult Medication 1 .003 .567 -219 -431
Adult Medication 2 126 .529 -.161 -.448
Adult Medication 3 153 532 -.163 -.438
Adult Medication 4 -.022 .641 -.183 -.360
Adult Medication 5 .005 .595 -.229 -425
Adult Medication 6 145 .583 -.123 -413
Adult Prevention 1 .962 -.009 .049 -.118
Adult Prevention 2 931 .051 .129 -117
Adult Prevention 3 968 -.049 .068 -.126
Adult Prevention 4 955 -.022 .016 -.062
Adult Prevention 5 .840 .029 -.041 -.121
Adult Prevention 6 .885 .032 011 -.110
Child/Adolescent Therapy 1 .046 .028 -.920 192
Child/Adolescent Therapy 2 .001 .160 -.848 145
Child/Adolescent Therapy 3 071 .072 -.860 173
Child/Adolescent Therapy 4 -.024 124 -.887 .160
Child/Adolescent Therapy 5 -.035 206 -.819 227
Child/Adolescent Therapy 6 .037 147 -.782 201
Child/Adolescent Medication 1 .043 974 .071 .057
Child/Adolescent Medication 2 -.004 955 .002 .042
Child/Adolescent Medication 3 .109 811 -.091 .062
Child/Adolescent Medication 4 .058 941 .034 115
Child/Adolescent Medication 5 .043 938 .035 .042
Child/Adolescent Medication 6 .074 798 -.140 101
Child/Adolescent Prevention 1 .845 011 -.142 135
Child/Adolescent Prevention 2 .820 .001 -.183 .180
Child/Adolescent Prevention 3 .882 .025 -.106 101
Child/Adolescent Prevention 4 .834 .087 -.057 205
Child/Adolescent Prevention 5 .822 -.008 -.146 229
Child/Adolescent Prevention 6 772 133 -.066 174
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Prior to the confirmatory factor analysis it was decided to reduce the number of
items within each subset from six to three as the strong internal consistency indicated
redundancy within item sets and fewer items reduces respondent burden of participants.
Three items were retained to ensure that internal consistency within subsets could be
calculated. Priority was given to retaining items that provided higher variance across
responses in order to gain a greater distribution of responses. For example
“psychotherapy” was used more than “therapy” or “counselling” and “spend more tax
money” was prioritized over “fund” and “increase spending” because they provided
somewhat more variance in responses. In addition, items were chosen to maintain
consistency of wording stems across subsets. For example, the child and adult mediation
sentences were identical other than the part referring to target age. The final set of 18
items chosen were as follows from Table 1.1.: number 1-3, 7-9, 15-17, 19-21, 25-27 and
31-33.

The 18 items were analyzed using a series of latent variable models to evaluate
whether they reflected a single general attitude dimension, or attitude dimensions that
varied by funding target. I specified several different measurement models including
models with: 1) a single factor model with all 18 items entered as a single factor; 2) a two
factor model with the two correlated factors based on age of intervention recipient (child
or adult); 3) the two factor model with a higher order general factor; 4) a three factor
model with three correlated factors based on the three different modalities (therapy,
medication, or prevention); 5) a three factor model with a higher order general factor; 6) a
six correlated factors model with factors for each combination of recipient and modality;

and 7) and a six factor model with a higher order general factor.
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The results from Table 1.8 demonstrate that as more specificity of attitudes is
added, the model gains greater fit. This is evidenced by the Chi-Square Test of Model Fit
and the RMSEA decreasing and the CFI and BIC increasing over each subsequent step
until the final one. This provides evidence of both a strong general factor along with
some differentiation of attitudes as a more complex factor including factors related to age
of target (child or adults) and service modality (therapy, medication, prevention).

The final model chosen was the final one in Table 1.8, six correlated factors with
the higher order factor. Despite not fitting as well as the second-last model with six
correlated factors, the analysis in this section has demonstrated strong evidence for a
higher order factor, and some evidence for differentiation of attitudes by target, and was
more conceptually parsimonious. The loadings of the six categories of targets of mental

spending on the higher order factor are presented in Table 1.9

Table 1.8

Confirmatory Factor Analyses, Measure Models and Measures of Fit
Measurement model Chi-Square Test of CFI RMSEA BIC

Model Fit

One factor 1770.312 (df=135) 0.585 0.286 6379.324
Two correlated factors 1647.533 (df=134) 0.616 0.276 6261.543
Two correlated factors 1647.533 (df=133)  0.616 0.277 6266.540
with higher order factor
Three correlated factors ~ 870.077 (df=132) 0.813 0.194 5494.081
Three correlated factors ~ 870.077 (df=132) 0.813 0.194 5494.081
with higher order factor
Six correlated factors 270.407 (df=120) 0.962 0.092 4914.281
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Six correlated factors 453.219 (df = 129) 0.917 0.131 5052.179
with higher order factor

Table 1.9

Factor Loading of Six Factors on the Higher Order Factor
Six Correlated Factors Factor Loading with the Standard Error

higher order factor

Adult Therapy 0.910 0.023
Adult Medication 0.790 0.038
Adult Prevention 0.848 0.034
Child-Adolescent Therapy 0.870 0.027
Child-Adolescent Medication 0.674 0.051
Child-Adolescent Prevention 0.861 0.031

All factors correlated with the higher order factor at the <0.0001 level.

Perceptions of Personal or Family Benefit

Table 1.10 provides the correlations for the personal benefit items, all of which
were high. The Cronbach’s alpha for the personal benefit question was 0.969 and the
Cronbach’s alpha for family benefit was 0.97, both having high internal consistency. The
items also had very little difference in their variances indicating that participants

understood them in the same way.
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Table 1.10
Correlations Between Potential Personal Benefit Items

1 2 3 4 5 6
1 1 .845 811 908 .828 .834
2 - 1 798 71 .859 789
3 - - 1 .823 .890 .898
4 - - - 1 817 .826
5 - - - - 1 .885
6 - - - - - 1
Note: Item numbers are from Table 1.2
Table 1.11
Correlations Between Potential Family Benefit Items
7 8 9 10 11 12
7 1 .860 811 .895 872 827
8 - 1 903 .810 .891 924
9 - - 1 .800 .873 940
10 - - - 1 .838 788
11 - - - - 1 .885
12 - - - - - 1

Note: Item numbers are from Table 1.2

In order to reduce response burden in Study 2, two items were chosen for the

measure of potential personal benefit - “I would use more mental health services if they

were less expensive” and “I would use more mental health services if they were easier to

access” and the mirrored items for family.

48



Mental Health Within Community, City/Town and Society

Initial analysis found the overall Cronbach’s alpha for these 12 items was .952
indicating high internal consistency. Items were aggregated into their pairs to reduce the
number from 12 to 6 such that the two items regarding depression in the community
among adults were aggregated, the two items regarding depression in the community
among children and teenagers were aggregated, the two items regarding depression in
society for adults were aggregated and so forth for all combinations of children/teenagers
and adults, and “community”, “city or town” and “society”. The correlation matrix
between these six aggregations is presented in Table 1.12. All of the bivariate
correlations were strong providing evidence for a strong single factor rather than
meaningful differences between “community”, “city or town” and “society” or between
children and adults. To lower response burden for Study 2, one item for each pair was
removed and all remaining six items were put into a single scale measuring perceptions

about mental health in the community and society. The items selected for Study 2 were

numbers 2, 5, 6, 8, 10 and 12 from Table 1.3.
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Table 1.12
Correlations Between Mental Health Within Community and Society Constructs

Adult Adult Adult Child Child Child
Community Cityor Society Community Cityor Society
Town Town
Adult 1 905 743 .683 748 504
Community
Adult City - 1 753 651 765 491
or Town
Adult - - 1 594 .641 731
Society
Child - - - 1 .839 691
Community
Child City - - - - 1 .663
or Town
Child - - - - - 1
Society

As discussed in the literature review, the classification for this variable under the
first category of predictor variables, personal proximity to mental health, was based on
the predication that “community” would feel closer to the individual than “city or town”
and contribute to the gradient effect moving away from the person. However these
correlations indicate very strong correlations between the “city and town” and
“community” pairs. For adults this correlation is .905 and for children it is .839.
Therefore this measure now represents a general sense about depression for people
outside of their family, relatives, friends and acquaintances. This construct now likely fits
best into the third category of predictors: mental health knowledge and beliefs about
effectiveness. This category will be relabeled “Knowledge and Beliefs about Depression

and Treatment” in Study 2.
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Opinions about Effectiveness

Initial analysis found that the Cronbach’s alphas for each of the six categories
with six items indicated high levels of internal consistency within each category: 0.960
for effectiveness of adult therapy, 0.976 for effectiveness of adult medication, 0.973 for
effectiveness of adult prevention, 0.961 for effectiveness of child/adolescent therapy,
0.974 for effectiveness of child/adolescent and 0.977 child/adolescent prevention. Due to
the high levels of internal consistency within set, items within each category were
aggregated together. The correlation table between these six categories is outlined in
Table 1.4. The correlation matrix was examined to potentially reduce the number of
factors in Study 2. Correlations within modality were stronger than other correlations:
effectiveness of adult therapy with effectiveness of child/adolescent therapy is .807,
effectiveness of adult medication with child/adolescent medication is .733, effectiveness
of adult prevention with child/adolescent prevention is .705. Therefore for Study 2, items
across age will be aggregated together to create three predictor variables: effectiveness of
therapy, effectiveness of medication and effectiveness of prevention. Items within each
category were reduce from 6 to 3 mirroring the wording from the attitudes toward

spending items in order to reduce response burden to 18 items in Study 2.
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Table 1.13
Correlations Between Modality and Target of Services Constructs

Adult Adult Adult C/A C/A C/A
Therap Medicatio Preventio Therap Medicatio Preventio
y n n y n n

Adult 1 493 443 .807 419 567
Therapy

Adult 1 177 411 733 268
Medicatio

n

Adult 1 425 .164 705
Preventio

n

C/A 1 392 527
Therapy

C/A 1 .196
Medicatio

n

C/A 1
Preventio

n

Discussion

The results from Study 1 indicated high correlations between the attitudes toward
funding the six different dimensions of mental health services (by modality and by
recipient), however there was also evidence for differences based on modality (therapy,
medication, prevention) and by age of service recipient (child or adult). The number of
items for each dimension of the attitudes towards funding measure was reduced from six
to three and confirmatory factor analysis using these three items per dimension provided
evidence for a general factor along with some meaningful distinctions based on the six
different combinations of the age of person receiving the mental health service (Child or
Adult) and mental health service modality (Therapy, Mediation or Prevention). Therefore

there is a general factor regarding attitudes towards funding that cuts across all the types
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of mental health services and there is also some differentiation of attitudes across the six
categories.

The medication measures, both child and adult medication, had the weakest
loadings on the general factor. This provides evidence that the differentiation may be
based somewhat more on attitudes toward medication than therapy or prevention.

While there was some differentiation, the strength of the general factor was a
surprising finding. The introduction and literature review discussed the different
dimensions for study (child-adult, therapy-intervention, medication-prevention) however
it did not discuss the potential presence of a very strong general factor. It appears that
attitudes regarding mental health funding are firstly driven by an overall concept about
funding increases rather than what specific services the money should be spent on. One
potential reason is that beliefs about funding are driven by beliefs about mental health in
general, for example those who believe strongly in the importance of mental health and
support for individuals with mental health challenges may wish for them to get any
support available regardless of its modality. An alternative explanation may be that there
is limited information in the general population about the different mental health services
available and their relative place in terms of a helping individuals with depression.
However as will be discussed below, the correlations within the variables related to
beliefs about effectiveness of the six dimensions were not all strong and, while it was not
formally tested, would likely not have had a strong general factor.

In addition to exploring the differentiation of attitudes by modality and recipient
and treatment, this study developed item pools for concepts without previously validated

measures. [tems pools were developed for three predictors measures to be used in Study
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2: desire for self and family future use of mental health services, whether mental health
services are increasing in the individual’s community, city/town or society and
effectiveness of mental health services across the different categories. Analysis of the
item pools allowed for exploration of response patterns across concepts and wording
stems, aggregating categories that are highly correlated to reduce the number of predictor
variables in Study 2 allowing for reduced multicollinearity in Study 2 results, and
reduced response burden as the number of items was reduced if items were highly
correlated.

One notable finding was that responses regarding whether depression is high or
rising was highly correlated across the different categories of whether this is true in the
individual’s “community”, “city or town” and “society.” It had been expected that
respondents would view these differently as “community” was thought to refer to other
individuals within that person’s proximity mainly including similar peers with similar
socio/cultural/economic characteristics whereas society would include others about those
similar to the respondent. However correlations were high across most of the categories
(between .6 and .9). The one exception with somewhat lower correlations with other
groups was the concept that depression is increasing among children in society. For
example the correlation with child-society and adult-city/town was less than 0.5. There
has been significant media attention regarding child and adolescent mental health and
individuals may view this group somewhat differently. Consideration was given to
separating just this one sub-category; however the remaining five categories would have

been a mixture of child and adult variables which did not make conceptual sense.
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Treating these as six independent predictors would have led to multicollinearity concerns.
Therefore they were aggregated together.

Another notable finding from the correlation analysis was the strong patterns of
correlations across the modalities for the effectiveness variables (e.g. child therapy —
adult therapy, child medication-adult medication, child prevention-adult prevention). In
contrast there was a weak correlation between beliefs about effectiveness of medication
and effectiveness of prevention, for examples the child medication- child prevention
correlation was .196 and the adult medication- adult prevention correlation was .177. As
noted above, this is in contrast to attitudes towards funding variables which have a strong
general factor across the dimensions. It seems intuitive that attitudes toward funding
would be driven highly by beliefs about effectiveness as individuals likely would not
want to fund services that they do not belief are effective. Future analysis with this data
set, including a more specific focus on the variables related to beliefs about effectiveness
and their relationship to attitudes toward funding, may wish to explore these concepts
further.

Overall in this study, within any given subset of items, the rating of internal
consistency was extremely high. Despite altering various wording stems, individuals
viewed these items in the same way. Increased creativity in the development of items, for
example changing sentence structures and using more diverse word choices may have led
to greater understanding into how respondents are understanding these questions. On the
other hand, these questions were designed to ensure that they were directly related to the

concepts they were trying to measure.
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Chapter 3: Study 2
Study 2 was developed and implemented to test hypotheses about predictors of
attitudes toward funding, using both existing measures and measures that were newly
created in Study 1. As the results of Study 1 found high correlations among target-
specific factors and strong loadings on the general factors, Study 2 focuses on testing the
relationship between the predictors and the general attitude factor of attitudes toward
government spending on mental health services. However as Study 1 also found some
support for differentiated attitudes across age of service recipient (Child-Adult) and
modality of services (Therapy, Medication and Prevention), exploratory analyses
examined whether significant predictors of general attitudes might have somewhat
different associations depending on funding target.
Methods
Data Platform
As in Study 1, Prolific was used for data collection. Between the collection of
Study 1 and Study 2, Prolific introduced a quota sampling feature allowing for
specification of proportions to be collected across multiple sets of prescreening
characteristics available in Prolific that are provided by users when they sign up for the
service. Two quotas were simultaneously set. The first for political affiliation which was
set at 33.4% Democrat, 33.3% Republican and 33.3% Independent. The rationale was
that given that the outcome variable is regarding government spending, political
affiliation may be an important driver of this outcome and having a good distribution
across political affiliation which provide a more sensitive test of this hypothesis. The

second quota was race ethnicity which was set at 66% White/Caucasian, 20%
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Latino/Hispanic and 14.0% Black/ African American, corresponding to the relative
proportions of these three racial/ethnic categories in the United States population. Data
was not collected on any other racial/ethnic groups as the number would be too small to
make meaningful group comparisons. The target sample size was approximately 225 to
250. After the first 190 responses, the demographic and socioeconomic characteristics
were examined. This revealed a smaller than desired number of respondents with only
high school education or below. At this time Prolific was programmed to collect 30
respondents with high school education or below while maintaining the other quotas
(political affiliation and race / ethnicity), to increase variation in education.

There did appear to be an error in the Prolific data collection system such that
approximately 20 more responses were collected than requested, all of which were Black
/ African American. It is unclear why this occurred and Prolific did not respond to email
queries. Careful analysis of this data such as looking at response patterns was done to
determine whether these were real people responding and there was no reason to believe
that they were not. Due to delayed payment of these individuals for analysis purposes,
several of these respondents messaged through the Prolific system asking about payment
timelines and all of these messages appeared consistent with real people rather than
computerized bots. All of these participants were paid as Prolific has an automatic
payment mechanism 21 days after survey completion.

The final number of completed surveys was 253. Respondents who completed the
survey were paid $6.00. All respondents who completed the survey passed the attention
check threshold of having zero or one failed attention checks, out of the six included in

this survey.
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Sample characteristics

As demonstrated in Table 2.1, the participants were approximately half White and
Black participants were somewhat overrepresented compared to the US census ratio
between the White, Black and Hispanic populations in the United States. The sample was
well balanced on gender. There was good variation in income and education although the
sample was somewhat overrepresented by those with higher incomes and advanced
degrees. These distributions were similar to those in Study 1. The sample was well

balanced on political affiliation (not collected in Study 1.)
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Table 2.1
Demographic Characteristics of Participants in Study 2

Characteristics Participants (n = 253)
Race

White 122 (48.3%)

Black 84 (33.2%)

Hispanic 30 (11.9%)

Mixed (White, Black and/or Hispanic) 17 (6.7%)
Gender

Male 105 (41.5%)

Female 138 (54.5%)

Non-Binary/Other
Sexual Orientation
Heterosexual
Other
Family Income
$0 to $19,999
$20,000 to $49,999
$50,000 to $89,999
$90,000 to $129,000
$130,000 to $149,000
$150,000 or more
Education
High school or lower
Some College
College Degree
Advanced Degree
Political Identity
Strong Democrat

10 (4.0%)

190 (75.1%)
63 (24.9%)

34 (13.4%)
62 (24.5%)
70 (27.7%)
49 (19.4%)
16 (6.3%)
22 (8.7%)

51 (20.2%)
37 (14.6%)
134 (53.0%)
31 (12.3%)

35 (13.8%)

Not so strong Democrat 32 (12.6%)

Independent, close to Democrat 44 (17.4%)

Independent, close to neither party 46 (18.2%)

Independent, close to Republican 22 (8.7%)

Not so strong Republican 37 (14.6%)

Strong Republican 37 (14.6%)
Measures

Attitudes Toward Funding

The measure of attitudes toward funding was developed in Study 1. There were

three items for measures of attitudes toward funding for each of the six categories (age of
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recipient by modality). Each of the items was scaled as 1) Strongly Disagree, 2)
Somewhat Disagree, 3) Neither agree nor disagree, 4) Somewhat agree, and 5) Strong
agree regarding desire for more funding that category. Mean responses across the three
times for each of the six categories are presented in Table 2.2 below. The mean for each
lies closest to 4 which is “Somewhat Agree” with negative skewness indicating most of

the items are at the higher end of the distribution with a longer negative tail.

Table 2.2

Mean Attitudes Toward Funding by Category
Category Attitudes Toward Funding

Mean Standard Deviation = Skewness

Adult Therapy 4.13 1.08 -1.15
Adult Medication 3.88 1.13 -1.08
Adult Prevention 4.03 1.01 -1.22
Child Therapy 4.26 0.98 -1.72
Child Medication 3.78 1.18 -.93
Child Prevention 4.21 1.01 -1.62

Perceived Personal Circumstances Regarding Mental Health Disorders.

Perceptions of Potential for Personal (or Family) Benefit. There was no
preexisting measure found regarding perceptions of potential for personal or family
benefit if mental health services were increased and therefore this was one of the
measures developed and evaluated through Study 1. In Study 2, participants were asked
two questions regarding potential of using more services for each of themselves: 1) “I
would use more mental health services for depression if they were less expensive”; and 2)
“I would use more mental health services for depression if they were easier to access”
with mirror questions for family.

In terms of desire to use services, 38.9% strongly agreed that they would use more

mental health services for depression if they were easier to access and 30.2% somewhat
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agreed with this statement. Only 15.7% of the sample either somewhat or strongly
disagreed with using more mental health services for depression if they were easier to
access. In terms of family use, 28.4% strongly agreed that “members of my family or
close friends would use more mental health services for depression if they were easier to
access”, 36.4% somewhat agreed with the statement while 11.8% somewhat or strongly
disagreed. Overall this sample appeared to have a high level of desire to use more mental
health services for themselves along with a positive belief that their family members
would use them as well.

Personal Present and Past Mental Health. Individuals were asked about their
personal mental health history through several questions to cover both past and present,
symptoms and diagnoses, and treatment.

Respondents were asked about current mental health symptoms using the Kessler-
6, a well-validated and frequently used measure of depressive symptoms (Kessler et al.,
2002). The Kessler-6 has strong internal consistency and reliability (Cronbach’s alpha =
0.89). The Cronbach’s alpha for the Kessler-6 in this present study is 0.873.

Respondents were asked about their past history of depression using two
questions adapted from the Composite International Diagnostic Interview (CIDI) (Robins
et al., 1998): (1) “In your life have you had a period of two weeks or longer when you felt
sad depressed or empty, most of the day nearly every day”; and (2) “People who have
periods of being sad, depressed or empty also have other problems at the same time.
During the time you were sad, depressed or empty, did you also have problems such as

changes in sleep or energy or appetite or concentration or feelings of low self-worth?”.
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Along with symptoms, respondents were asked the following questions created
for this study about their mental health treatment histories: “Have you ever received
psychotherapy to manage or treat your depression?”” and “Have you ever received
medication to manage or treat your depression?.”

Sixty seven percent of participants reported positive to the first CIDI item of
having a time in their life when they “felt sad, depressed or empty, most of the day nearly
every day” which is a crude screener for depression. Seventy seven percent of
participants reported believing that they have had depression or an anxiety disorder in
their lifetime. In terms of the Kessler-6, the measure of internalizing symptomes,
Prochaska et al. (2012) determined Kessler-6 cutoff points for (1) none or low mental
distress, (2) moderate mental distress, and (3) serious mental distress using a
representative sample of California adults. That study found that 36.5 percent of adults
had either moderate or severe levels of internalizing mental health concerns. In contrast,
in the present study fifty two percent of participants had moderate or severe mental health
concerns indicating that the present sample may be skewed toward more significant
depression on average.

Thirty six percent of the sample reported that they have received psychotherapy
sometime in their life and forty six percent reported that they had used mental health
medication to manage their mental health sometime in their life. Fifty-two percent
reported that they knew someone in their life who had used therapy and seventy-one
percent reported knowing someone in their life who had used mental health medication.

The sample has a good distribution between people with a history of mental health
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service use and those who have not used services, as well as between the two types of
mental health services.

Proximity to Mental Health. Questions were asked separately about children,
parents and siblings, other relatives, close friends, and acquaintances. Questions about
history of depression was adapted from The Family History Screen (Weissman et al.,
2000) which only asks about family members. The Family History Screen was designed
to be a shorter questionnaire for assessing mental health history in family members with
1-3 questions per disorder. The sensitivity (the proportion with a diagnosis who were
correctly identified by family report) for major depression with a single informant has
been found to be thirty-six percent. The specificity (the proportion without a diagnosis
correctly identified by a family member) has been found to be eighty-five percent (Milne
et al., 2009). While it has a modest sensitivity, Milne et al. (2009) reported that it is as
valid as other family history instruments specifically citing the Family History —
Research Diagnostic Criteria (FH-RDC) and Family Informant Schedule and Criteria
(FISC) which are significantly longer to administer.

The two questions from the Family History screen for depression used in this
study were: “Without including times of physical illness or mourning after a death, did
any [child/parent/sibling/other relative/close friend/other acquaintance] have a period
during which they felt sad, blue, or depression that lasted 2 weeks or more?” and “During
that same time did that person feel very tired most of the time, have no energy, or not
care about their usual activities?”.

Along with past symptoms, respondents were asked about mental health

diagnoses and treatment of the people around them. These questions were extensions of
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The Family History Screen for this study and have not been validated in other studies.
Example questions included: “To your knowledge has [child/parent & siblings/other
relative/close friend/other acquaintance] ever been diagnosed with depression” and “To
your knowledge has [child/parent/sibling/other relative/close friend/other acquaintance]
ever used [therapy services/ antidepressant medication] for a mental health disorder?”
While respondents may not know all this information, the goal was to determine the
extent that their knowledge impacts their attitudes about mental health spending.

Stigma and Empathy

Stigma (Depression Stigma Scale). Stigma regarding depression was measured
using the 9-item Depression Stigma Scale (DSS) (Griffiths et al., 2008). Only one item
on each measure asked about danger or violence regarding people with depression.
Examples of questions included whether people with depression are “weak”, “lazy” or
would make poor employees. To assess the dismissal of mental health symptoms as
clinically relevant, each scale includes “depression is not a real medical illness” and the
depression scale include “people with depression could snap out of it if they wanted.”
Prior research found that the internal consistency was alpha = 0.82 and the test-retest
reliability was r = 0.71 (Griffiths et al., 2006). The Cronbach’s alpha for the Depression

Stigma Scale in the present study was 0.819.
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Empathy (Toronto Empathy Questionnaire). Empathy was measured by the 16-
item Toronto Empathy Questionnaire which uses a 5-point Likert scales ranging from
Never to Always (Spreng et al., 2009). This scale is a relatively short measure of empathy
as compared to other scales and has good psychometric properties. It demonstrated strong
convergent validity correlating positively with a behavioral measure of social coding,
self-report measures of empathy and correlating negatively with a measure of Autism
symptomatology. It also had good internal consistency (Cronbach’s alpha = 0.85) and
test-retest reliability r = 0.81 (Spreng et al., 2009). The Cronbach’s alpha for the Toronto
Empathy Questionnaire in the present study was 0.848.

Attitudes Toward Government and Society

Fairness of Government Spending and Personal Responsibility. The measure of
opinions about the fairness of government spending and personal responsibility were
adapted Stancheva (2021) which focused on questions about income taxes. These were
informative because most American adults participate in the income tax system regularly
and they are not related to any social programs giving them some distance from questions
about mental health. Questions included information about 1) beliefs about increasing
taxes on higher income individuals to help lower income individuals, 2) desire to increase
government involvement in society, 3) trust in government, 4) the belief whether higher
incomes come from hard work or luck. Stancheva (2021) did not report evidence of

accuracy or precision of items used.
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Trust in the healthcare system. Medical mistrust was assessed with the 14-item
Medical Mistrust Index (LaVeist et al., 2000), which assess an individual’s mistrust in
healthcare organizations. Example items include “Healthcare organization have
sometimes done harmful experiences on their patients without their knowledge”;
“Healthcare organizations often want to know more about your business than they need
to know” and “I trust that healthcare organizations will tell me if a mistake is being made
about my treatment”. Items were ranked from strongly disagree to strongly agree. Six
items were reverse coded and higher scores indicate highly levels of medical mistrust. In
large samples the alpha for this scale has been found to range from .70 to .93 (LaVeist et
al., 2001; Hammond, 2010). The Cronbach’s alpha of the Medical Mistrust scale in the
present study was 0.829.

Political Affiliation. The spectrum political affiliation question is taken from
McSween (2002) — using a 7-point scale ranging from 1 = Very Conservative, 4 =
Neither Conservative Nor Liberal, and 7 = Very Liberal.

Mental Health Knowledge and Beliefs

Beliefs about Effectiveness. This measure was developed and evaluated in Study
1. It is comprised of three items from each of the six categories of targets of mental health
spending for attitudes towards funding, for 18 items in total. Questions were scaled 1)
Strongly Disagree, 2) Somewhat Disagree, 3) Neither Agree nor Disagree, 4) Somewhat
Agree and 5) Strongly Agree. Based on the analysis from Study 1, categories were
aggregated across ages into three predictor variables for use in Study 2: Effectiveness of
Therapy, Effectiveness of Medication and Effectiveness of Prevention Services. Table

2.3 outlines descriptive statistics for these measures of effectiveness. The mean for each
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lies closest to 4 which is “Somewhat Agree” with negative skewness indicating most of

the items were at the higher end of the distribution with a longer negative tail.

Table 2.3
Mean Ratings of Effectiveness by Service Modality
Category Rating of Effectiveness
Mean Standard Deviation =~ Skewness
Therapy 4.15 0.74 -1.412
Medication 3.70 0.89 -0.783
Prevention 4.03 0.7 -1.162

Beliefs about Levels of Depression in the Community. This measure was
developed and evaluated in Study 1. Three items were included for children and
adolescents, one each for whether depression is increasing or high in the individual’s
community or society. A mirror three were included for adults for a total of 12 questions.
Questions were scaled 1) Strongly Disagree, 2) Somewhat Disagree, 3) Neither Agree nor
Disagree, 4) Somewhat Agree and 5) Strongly Agree. Based on analysis from Study 1, all
items were aggregated into one predictor variable, a belief that depression is rising in the
individual’s community or society.

Depression Knowledge. Mental health knowledge was measured with the 22-item
Depression Literacy Questionnaire (D-Lit) (Griffiths et al., 2004). Questions have three
potential responses — true, false or don’t know. For the D-Lit, example statements
include: “People with depression may feel guilty when they are not at fault” (True),
“Reckless and foolhardy behavior is a common sign of depression” (False), & “Moderate
depression disrupts a person’s life as much as multiple sclerosis or deafness” (True).

Based on limited samples the internal consistency was alpha = 0.70 and the test-retest

67



reliability was r = 0.71. The Cronbach’s alpha for the D-Lit in the present study was
0.724.

Background Measures

Additional information to be collected includes gender (female, male, transgender
female, transgender male, gender variant / non-conforming, not listed, prefer not to
answer), race/ethnicity, sexual orientation, family income and educational attainment. A
brief social desirability measure, the Social Desirability Scale — 17 (Stober, 2001), was
administered to assess socially desirable reporting by participants. It was not associated
with attitudes towards funding in any analysis and was removed from the models.
Order of Questions Administration

Measures of attitudes toward funding were administered first to reduce possible
measure reactivity, as questions on stigma, mental health knowledge and proximity to
mental health may lead respondents to think more deeply about funding issues.
Analytic Strategy

For the measures of the predictor variables, correlations among measures were
estimated to assess relative independence. For measures that were strongly correlated,
items were aggregated.
The measurement model for the attitudes towards funding mental health services

was based on the results for Study 1. As the various attitude dimensions from Study 1
were highly correlated, they were combined into a single latent variable loading on to
them and the relationship with the predictor variables was examined. However it was also

found that there was some differentiation by (Child-Adult) and Modality (Therapy-

68



Medication-Prevention) and therefore further analysis was included to determine what
predictor variables were associated with those differences.
Results
Replicating the Measurement Model for Attitudes Towards Funding
The final measurement model from Study 1, six correlated factors with a high
order general factor, was estimated using the Study 2 dataset. The model fit statistics are
presented in Table 2.4 and the loadings of the six correlated factors on the higher order

factor are presented in Table 2.5. Overall there was strong evidence for replication from

Study 1 to Study 2.
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Table 2.4
Confirmatory Factor Analyses, Measure Models and Measures of Fit

Measurement model Chi-Square Test of  CFI RMSEA BIC
Model Fit

Six correlated factors 467.030 (df = 129) 0.944 0.102 8486.132
with higher order
factor

Table 2.5

Factor Loading of Six Factors on the Higher Order Factor
Six Correlated Factors Factor Loading with the Standard Error

higher order factor

Adult Therapy 0.903 0.016
Adult Medication 0.805 0.027
Adult Prevention 0.844 0.023
Child-Adolescent Therapy 0.947 0.013
Child-Adolescent Medication 0.724 0.035
Child-Adolescent Prevention 0.857 0.021

Testing Hypotheses Concerning Predictors of Attitudes towards Funding

For each of the four categories of predictors, individual hypotheses were proposed
regarding the relationship between general attitudes toward funding and each predictor.
These were each tested with separate structural equation models that regressed the
general latent variable on each individual predictor, as well as demographic control
variables including age, gender, sexual orientation, income and education. These were
estimated using Mplus Version 7.1 (Muthén & Muthén, 1998-2010). After examining
each of the predictor variables separately, four set-wise models were specified that
regressed the general latent variable on all predictors in each of the four sets of variables,
including control variables. These models were used to determine which predictors were
independently associated with attitudes towards funding after controlling for all the other

predictors in that set. As a final test of relative importance, a set of hierarchical
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regressions were used to evaluate whether each set accounted for additional variance in
attitudes. Regression parameters were evaluated based on nominal significance levels. In
addition, due to the possibility of Type 1 errors, a Bonferroni correction was used to
determine error rates separately for each of the four predictor sets. These were used for
parameters based on separate regressions within each set of predictors, for the regression
parameters from the four multiple regressions of attitudes on each set of predictors, and
for regression parameters from multiple regression that included all predictors.

As the results from Study 1 also found some differentiation in attitudes for
different funding targets, multivariate analyses of covariance (MANCOVA) were used to
explore whether significant associations might vary by target. MANCOVA’s were
estimated for each individual predictor showing significant associations with general
attitudes. This involved three-way analyses of covariance for each predictor, with the
relevant predictor as a between-subjects variable and the dimensions of child/adult and
intervention modality (therapy, medication and prevention) as the within-subjects
variables. Both 2-way and 3-way interactions were analyzed. Type II sum of squares
output were reported to ensure that significant 2-way interactions could be interpreted
when 3-way interactions were not significant. To make interactions for continuous
predictor variables more interpretable, these variables were recoded with a median split
using constrained randomization for the values that fell on the median. Estimated
marginal means were calculated to interpret patterns in significant interactions.
Demographic variables including all of their interactions with other variables were

included as covariates.
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Proximity to Disorder or Treatment

Consistent with hypothesis, as indicated in first two columns of Table 2.6 several
personal variables were associated with more positive attitudes towards funding. These
included wanting to use more mental health services if they were easier to access, having
current internalizing mental health symptoms, reporting a personal history of depression,
having used therapy in the past, and having used mental health medication in the past.

In terms of proximity through family, relatives, close friends and acquaintances,
several findings were consistent with hypotheses. A history of depression within the
immediate family and a belief that someone in the immediate family would use more
mental health services if they were easier to access were associated with more positive
attitudes toward funding. Knowing nobody with depression was associated with more
negative attitudes toward funding for mental health services. Other hypotheses were not
supported. There were no significant associations for history of depression or treatment
use for friends, relatives or acquaintances.

Fewer predictors showed evidence of significant association independent of all
other predictors in the set. The third and fourth columns of Table 2.6 presents regression
parameters based on the analysis that included all predictors. Personally wanting to use
more mental health services if they were easier to access and personally using mental
health medication were both associated with more positive attitudes toward spending for

mental health services
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For the Bonferroni correction, there were 13 associations tested in the separate
regression analysis. Using this correction, the adjusted significance value is 0.05/ 13 =
0.0038. All predictors remained significant after the correction.

In the multiple regression analysis there were also 13 associations tested. Family
use of mental health services was no longer significant after the Bonferroni correction

(0.05/13 = 0.0038).
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Table 2.6
Regressing Attitudes Towards Funding on Predictors Involving Proximity to
Depression or Treatment

Predictor Separate regressions for Regression with all
each predictor predictors in set
B SE B SE
I would use more 0.537%** 0.047 1.005%** 0.163

mental health services

Ever Depressed 0.233%** 0.061 0.034 0.587
Current Internalizing 0.245%**

Symptoms 0.061 -0.007 0.038
Personally Used 0.204%** 0.062 0.075 0.867
Therapy

Personally Used Mental 0.342%** 0.057 1.366%* 0.457
Health Medication

Family would use more 0.390%** 0.055 0.289* 0.170

mental health services

Closest person

depressed
0.209%** 0.062 0.706 0.563
Family -0.010 0.065 0.604 0.746
Relative -0.019 0.019 -0.021 0.727
Close Friend -0.014 0.065 0.145 1.022
Acquaintance -0.169%** 0.063 Reference Reference
No Person
Family Used Therapy 0.032 0.065 -0.420 0.396
Family Used Mental 0.109 0.064 -0.204 0.666
Health Medication

Note: Regression controlled for demographics: age, income, education, gender, sexual
orientation. Nominal p-values: *** p <0.001, ** p <0.001, * p <0.5.
Bolded parameters also met Bonferroni-corrected p-value below .004.
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Exploring whether associations differ by target of funding. MANCOVAs were
estimated for the 8 predictors showing significant associations with general attitudes. As
summarized in Table 2.7, there was a significant three-way interaction between having a

family member with depression, whether the target was child or adult, and intervention

modality.
Table 2.7
MANCOVA Main Effects and Interactions for the Between Subjects Variable Family
Member Depressed
Variable Type Il Sum  Mean Square F-Value P-Value
of Squares
Main Effects
Child/Adult 234 234 0.082 174
Modality 31.261 19.828 3.142 0.056
Family Member Depressed 228.172 228.172 5.394 0.021*
Two-way interactions
Child/Adult 4.681 2416 1.352 260
* Modality
Child/Adult* 25.796 25.796 9.091 .003**
Family Member Depressed
Modality* 13.167 8.351 1.323 264
Family Member Depressed
Three-way interaction
Child/Adult*
Modality* 18.984 9.799 5.482 005%*

Family Member Depressed

Regression controls for demographics: age, income, education, gender, sexual orientation
as well as interactions between the above variables and demographic variables.
Due to violating Sphericity, output with the Greenhouse-Geisser correction is reported.
**% p <0.001, ** p<0.01, *p<0.05

Table 2.8 and Figure 2.1 report adjusted means and standard deviations for this

interaction. Post hoc analysis, using the Bonferroni correction to correct for 66 possible
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pairwise mean differences found only one met the critical value: attitudes toward funding
of prevention services for children were more positive among respondents with a

depressed family member than those without a depressed family member.

Figure 2.1

Graph of Adjusted Means for Three-Way Child/Adult by Modality by Family Member
Depressed Interaction

Mean Attitude Toward Funding
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Table 2.8
Adjusted Means for Three-Way Child/Adult by Modality by Family Member Depressed
Interaction

Family Member Child-Adult Modality Effective Standard
Depressed Dimension Dimension Mean Error
No Child Therapy 12.265 0.247
No Child Medication 11.078 0.305
No Child Prevention 11.910 0.253
No Adult Therapy 12.058 0.275
No Adult Medication 11.420 0.288
No Adult Prevention 11.906 0.262
Yes Child Therapy 13.376 0.267
Yes Child Medication 11.644 0.330
Yes Child Prevention 13.464 0.273
Yes Adult Therapy 12.779 0.298
Yes Adult Medication 11.922 0.312
Yes Adult Prevention 12.288 0.283

Covariates appearing in the model were evaluated at the following values:
SexualOrientation = 1.2490, Familylncome = 3.0672, Education = 2.5731,
FemaleDummy = .5455, OtherGenderDummy = .0395, BlackRaceDummy = .3320,
HispanicRaceDummy = .1186, MixedRaceDummy = .0672.

There were no significant within subjects interactions for either the Child-Adult
dimension or the Modality dimension across the remaining predictor variables involving
proximity to disorder or treatment.

Attitudes Toward Government and Society

In terms of regression parameters for individual predictors, outlined in Table 2.9,
a lower level of medical mistrust, a more liberal political affiliation, a desire to raise taxes
on higher income individuals to support lower income individuals, a desire for more
government involvement in society and a belief that people are rich due to luck rather
than hard work were also associated with more positive attitudes toward government

mental health spending. Satisfaction with the current government in Washington D.C.

was not significantly associated with attitudes toward mental health funding.
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In multiple regression analysis, belief that inequality is a big problem, a desire to
increase taxes to help lower income individuals and a desire for greater involvement in
more parts of society were significant associated with more positive attitudes toward
increased funding for mental health services when controlling for all demographic
variables.

For the Bonferroni correction, there were 6 associations tested in the separate
regression for each predictor analysis. Using this correction, the adjusted significance
value is 0.05 / 6 = 0.00833. Overestimation of level of taxation and medical mistrust were
no longer significant after the Bonferroni correction.

In the multiple regression analysis there were also 6 associations tested. Belief
that inequality is a big problem and desire for greater government involvement were no
longer significant leaving a desire to increase taxes to help lower income individuals as
the only significant variable in multiple regression analysis after the Bonferroni

correction (0.05/6 = 0.00833).
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Table 2.9
Regressing Attitudes Towards Funding on Predictors Involving Attitudes Toward
Government or Society

Variable Separate regressions for Regression with all
each predictor predictors in set
B SE B SE
Increase taxes to help lower  0.529%** 0.047 2.204%%* 0.508

income individuals

Desire for greater 0.483%** 0.050 0.590* 0.237
government involvement in
more parts of society

Satisfied with current -0.013 0.065 -0.047 0.221
government in Washington
D.C.

People are rich because of 0.403%** 0.055 0.662 0.419
luck rather than hard work

Political Affiliation 0.420%%* 0.054 0.259** 0.099
(Liberal Higher,
Conservative Lower)

Medical Mistrust -0.158* 0.063 -0.026 0.022

Regression controls for demographics: age, income, education, gender, sexual orientation
ik p <0.001, ** p<0.01,*p<0.5
Bolded parameters also met Bonferroni-corrected p-value below .00625.

Exploring whether associations differ by target of funding. MANCOVAs were
estimated for the 5 predictors showing significant associations with general attitudes. The
MANCOVA for medical mistrust found a significant three-way interaction between

Child-Adult x Modality x Mistrust along with a two-way interaction between Modality

and Mistrust, as reported in Table 2.10.
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Table 2.10
MANCOVA Main Effects and Interactions for the Between Subjects Variable Mistrust

Variable Type II Sum Mean Square F-Value P-Value
of Squares

Main Effects

Child/Adult 234 234 .079 178

Modality 31.261 19,721 3.192 054

Mistrust 251.575 251.575 5.961 015%

Two-way interactions

Child/Adult 4.681 2418 1.342 262

* Modality

Child/Adult* 0.065 0.065 0.022 0.882
Mistrust

Modality* 50.839 32.072 5.191 0.010*
Mistrust

Three-way interaction

Child/Adult* 12.769 6.596 3.660 .028*
Modality*

Mistrust

Regression controls for demographics: age, income, education, gender, sexual orientation
as well as interactions between the above variables and demographic variables.
Due to violating Sphericity, output with the Greenhouse-Geisser correction is reported.
**% p <0.001, ** p<0.01, *p<0.05

Table 2.11 and Figure 2.2 report adjusted means and standard deviations for this
interaction. Post hoc analysis, using the Bonferroni correction to correct for 66 possible
pair-wise comparisons, found only one significant pairwise comparison. Attitudes toward

funding of medication services for children were more positive among respondents with

lower levels of mistrust as compared to higher levels of mistrust.
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Figure 2.2
Graph of Adjusted Means for Three-Way Child/Adult by Modality by Mistrust Interaction
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Table 2.11

Adjusted Means for Three-Way Child/Adult by Modality by Mistrust Interaction
Mistrust Child-Adult Modality Effective Standard

Dimension Dimension Mean Error

Low Child Therapy 13.067 259
Low Child Medication 12.154 308
Low Child Prevention 12.803 270
Low Adult Therapy 12.815 284
Low Adult Medication 12.186 295
Low Adult Prevention 12.361 270
High Child Therapy 12.493 258
High Child Medication 10.533 307
High Child Prevention 12.456 269
High Adult Therapy 11.971 283
High Adult Medication 11.122 294
High Adult Prevention 11.807 269

Covariates appearing in the model were evaluated at the following values: Sexual
Orientation = 1.2490, Family Income = 3.0672, Education = 2.5731, Female Gender
Dummy = 0.5455 Other Gender Dummy = 0.0395, RaceBlack = 0.3320, RaceHispanic =
0.1186, RaceMixed = 0.0672
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There were no significant interactions of predictors and within-subject variables
in MANCOVAs for any other variable involving attitudes towards government and
society.

Knowledge and Beliefs about Depression and Treatment

The first two columns of Table 2.12 present separate regressions for each
predictor involving knowledge and beliefs about depression and treatment. Four
predictors had significant associations: beliefs about effectiveness of therapy,
effectiveness of medication, and effectiveness of prevention, as well as belief that
depression is rising in the individual’s community or society. Using Bonferroni
corrections (adjusted significance value = 0.05 / 5 = 0.01) all four variables remained
significant. Depression literacy was not significantly associated with general attitudes
toward funding.

The third and fourth columns in Table 2.12 present the multiple regression results.
In the multiple regression analysis there were also 5 associations tested. Three of the four
belief variables continued to have significant associations with attitudes toward funding,

both nominally and after Bonferonni correction (0.05/5 = 0.01).

82



Table 2.12
Regressing Attitudes Towards Funding on Predictors Involving Knowledge and Beliefs
About Depression and Treatment

Variable Separate regressions for each Regression with all predictors in

predictor set

B SE B SE

Depression 0.005 0.065 -0.036 0.051
Literacy
Effectiveness  0.549%** 0.046 0.512%** 0.090
of Therapy
Effectiveness ~ 0.424%** 0.054 0.175%** 0.064
of Medication
Effectiveness  0.309%** 0.059 -0.055 0.083
of Prevention
Rising Levels ~ 0.436%** 0.053 0.335%%* 0.066
of Community/
Society
Depression

Regression controls for demographics: age, income, education, gender, sexual orientation
% p <0.01, ** p<0.05, *p<0.1
Bolded parameters also met Bonferroni-corrected p-value below .01.

Exploring whether associations differ by target of funding. MANCOVAs were
estimated for the 4 predictors showing significant associations with general attitudes.
MANCOVAS found significant interactions for three predictors. These included two-way
interactions between the Child-Adult dimension and beliefs about the effectiveness of
medication, a significant two-way interaction between the Modality dimension and

beliefs about the effectiveness of medication, and a significant two-way interaction

between beliefs about effectiveness of prevention and modality. There were no
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significant interactions with beliefs about the effectiveness of therapy or depression
literacy.

Table 2.13 reports results for the interactions involving beliefs about effectiveness
of medication.
Table 2.13

MANCOVA Main Effects and Interactions for the Between Subjects Variable
Effectiveness of Medication

Variable Type II Sum Mean Square F-Value P-Value
of Squares

Main Effects
Child/Adult 234 234 0.081 776
Modality 31.261 19.462 3.293 0.049**

Effectiveness 1054.262 1054.262 27.100 <0.001***
of Medication

Two-way
interactions

Child/Adult  4.681 2.430 1.331 265
* Modality

Child/Adult*
Effectiveness
of Medication  11.948 11.948 4.128 0.043**

Modality*
Effectiveness 123.948 77.165 13.057 <0.001***
of Medication

Three-way
interaction

Child/Adult*

Modality* 5.562 2.887 1.581 208
Effectiveness

of Medication
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Regression controls for demographics: age, income, education, gender, sexual orientation
as well as interactions between the above variables and demographic variables. Due to
violating Sphericity, output with the Greenhouse-Geisser correction is reported.
*¥*% p <0.001, ** p<0.01, *p<0.5

Table 2.14 and Figure 2.3 report the adjusted means for the two-way interaction
involving child or adult as target. Post hoc analysis, using the Bonferroni correction to
correct for 6 possible pair-wise comparisons, found that attitudes toward funding both
child and adult mental health services were more positive among those with higher belief
in medication effectiveness as compared to those with lower belief in medication
effectiveness, although mean differences were greater when the child was the target of
funding.
Figure 2.3

Graph of Adjusted Means for Two-Way Child/Adult by Belief in Medication Effectiveness
Interaction
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Table 2.14
Adjusted Means for Two-Way Child/Adult by Belief in Medication Effectiveness
Interaction

Effectiveness of Child Adult Mean Standard Error
Medication

Low Child 11.310 231

Low Adult 11.284 243

High Child 13.181 230

High Adult 12.318 242

Covariates appearing in the model were evaluated at the following values: Sexual
Orientation = 1.2490, Family Income = 3.0672, Education = 2.5731, Female Gender
Dummy = 0.5455 Other Gender Dummy = 0.0395, Black Dummy = 0.3320, Hispanic
Dummy = 0.1186, Mixed Race Dummy = 0.0672

Table 2.15 and Figure 2.4 report the adjusted means relevant for the interaction
between beliefs in medication effectiveness and modality. Post hoc analysis, using the
Bonferroni correction to correct for 36 possible pair-wise comparisons, found that each of
attitudes toward funding therapy, medication and prevention services were higher among
respondents with a higher belief in medication effectiveness as compared to respondents

with a lower belief in medication effectiveness, although the mean differences were

greater when medication was the target of funding.
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Figure 2.4
Graph of Adjusted Means for Two-Way Modality by Belief in Medication Effectiveness

Mean Attitude Toward Funding
133

12.7 13
11.9 11.8
I 10.2 I I
Low Belief in Medication Effectiveness High Belief in Medication Effectiveness

mTherapy m Medication m Prevention

Table 2.15
Adjusted Means for Two-Way Modality by Belief' in Medication Effectiveness
Effectiveness of Modality Mean Standard Error
Medication
Low Therapy 11.896 252
Low Medication 10.239 268
Low Prevention 11.756 244
High Therapy 13.269 251
High Medication 12.743 267
High Prevention 12.951 243

Covariates appearing in the model were evaluated at the following values: Sexual
Orientation = 1.2490, Family Income = 3.0672, Education = 2.5731, Female Gender
Dummy = 0.5455 Other Gender Dummy = 0.0395, RaceBlack = 0.3320, RaceHispanic =
0.1186, RaceMixed = 0.0672

Table 2.16 reports results involving the interaction between effectiveness of

prevention and modality.
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Table 2.16
MANCOVA Main Effects and Interactions for the Between Subjects Variable
Effectiveness of Prevention

Variable Type II Sum Mean Square F-Value P-Value
of Squares

Main Effects
Child/Adult 234 234 0.000 .998
Modality 39.456 25.091 4.184 0.024*

Effectiveness 809.018 809.018 20.905 <0.001***
of Prevention

Two way
interactions

Child/Adult  2.486 1.290 0.718 0.484
* Modality

Child/Adult*
Effectiveness 0.822 0.822 0.256 0.613
of Prevention

Modality*
Effectiveness 34.382 21.864 3.646 0.037*
of Prevention

Three-way
interaction

Child/Adult*
Modality* 0.138 0.072 0.040 0.961
Effectiveness
of Prevention

Regression controls for demographics: age, income, education, gender, sexual orientation
as well as interactions between the above variables and demographic variables. Due to
violating Sphericity, output with the Greenhouse-Geisser correction is reported.

% p<0.001, ** p<0.01, *p<0.5

Table 2.17 and Figure 2.5 report the adjusted means for this interaction. Post hoc

analysis, using the Bonferroni correction to correct for 36 possible pair-wise
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comparisons, found that each of attitudes toward funding therapy, medication and
prevention services were higher among respondents with a higher belief in prevention
effectiveness as compared to respondents with a lower belief in prevention effectiveness,
although mean differences were greatest for the modality of prevention.

Figure 2.5

Graph of Adjusted Means for Two-Way Modality by Belief in Prevention Effectiveness
Interaction
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Table 2.17
Adjusted Means for Two-Way Modality by Belief in Prevention Effectiveness Interaction
Effectiveness of Modality Mean Standard Error
Prevention
Low Therapy 11.478 310
Low Medication 10.711 355
Low Prevention 11.124 290
High Therapy 13.241 245
High Medication 11.959 .280
High Prevention 13.226 228
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Covariates appearing in the model were evaluated at the following values: Sexual
Orientation = 1.2547, Family Income = 3.1038, Education = 2.5991, Female Gender
Dummy = 0.5472 Other Gender Dummy = 0.0330, RaceBlack = 0.3255, RaceHispanic =
0.1179, RaceMixed = 0.0708
Stigma and Empathy

Regression findings reported in the first two columns in Table 2.18 demonstrate
that lower levels of depression stigma and higher levels of empathy were associated with
more positive attitudes towards mental health services. The third and fourth columns of
Table 2.18 indicate that, when entered together in a multiple regression, the association

with stigma remained significant while that with empathy did not. Effects for both

separate and multiple regressions remained significant after Bonferroni correction (0.05/2

=0.125).

Table 2.18

Regressing Attitudes Towards Funding on the Predictors Stigma and Empathy
Variable Separate regressions for each Regression with all predictors in

predictor set
B SE B SE

Stigma -0.374%** 0.056 -0.190%** 0.033
Empathy 0.153** 0.063 0.004 0.026

Regression controls for demographics: age, income, education, gender, sexual orientation
**% p <0.001, ** p<0.01, *p<0.5
Bolded parameters also met Bonferroni-corrected p-value below .025.

Exploring whether associations differ by target of funding. MANCOVAs were
estimated for both predictors showing significant associations with general attitudes.

MANCOVAs found a significant two-way Empathy by Modality interaction, reported in

Table 2.19, but no significant interaction for stigma.
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Table 2.19
MANCOVA Main Effects and Interactions for the Between Subjects Variable Empathy

Variable Type II Sum Mean Square F-Value P-Value
of Squares

Main Effects

Child/Adult 0.234 0.234 0.079 0.778
Modality 31.261 19.872 3.179 0.055
Empathy 11.034 11.034 0.255 0.614
Two-way

interactions

Child/Adult 4.681 2431 1.332 0.265
* Modality

Child/Adult* 0.127 0.127 0.043 0.835
Empathy

Modality* 40.898 25.998 4.159 0.024*
Empathy

Three-way

interaction

Child/Adult*

Modality* 6.263 3.252 1.781 0.171
Empathy

Regression controls for demographics: age, income, education, gender, sexual orientation
as well as interactions between the above variables and demographic variables. Due to
violating Sphericity, output with the Greenhouse-Geisser correction is reported.
% p <0.001, ** p<0.01, *p<0.5

Table 2.20 and Figure 2.6 report the adjusted means for this interaction. Post hoc
analysis, using the Bonferroni correction to correct for 36 possible pair-wise
comparisons, found no mean differences in any between subjects categories, although

mean differences for the prevention modality were somewhat higher than for the other

two modalities (and were in the opposite direction for medication), suggesting that higher

91



empathy was associated with more positive attitudes toward funding for prevention
interventions.

Figure 2.6
Graph of Adjusted Means for Two-Way Modality by Empathy Interaction
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Table 2.20
Adjusted Means for Two-Way Modality by Empathy Interaction
Empathy Modality Mean Standard Error
Low Therapy 12.526 .260
Low Medication 11.599 291
Low Prevention 12.049 250
High Therapy 12.643 259
High Medication 11.394 .290
High Prevention 12.660 249

Covariates appearing in the model were evaluated at the following values: Sexual
Orientation = 1.2490, Family Income = 3.1038, Education = 2.5991, Female Gender
Dummy = 0.5472 Other Gender Dummy = 0.0330, RaceBlack = 0.3255, RaceHispanic =
0.1179, RaceMixed = 0.0708

Multiple Regression Analysis Combining All Predictors

To evaluate whether individual predictors had associations with attitudes

independent of all other predictors, a final multiple regression was estimated that
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included all predictors and covariates. Table 2.21 presents the results. Several predictors
were found to have significant independent associations.

From the first domain of predictor variables, a personal interest in using more
mental health services and past use of medication were significant in the multiple
regression analysis, although only the former remained significant after Bonferroni
correction (critical value = 0.05 /27 = 0.0019).

From the second domain of predictor variables, the belief that income taxes
should be increased to fund services for lower income populations and Liberal political
orientation were significant in the multiple regression analysis, although only the former
remained significant after Bonferonni correction.

From the third domain of predictor variables, perceived effectiveness of therapy
and a belief that depression is rising in the individual’s community or society were
significant in multiple regression analysis, although only the former remained significant
after Bonferroni correction.

From the fourth domain of predictor variables, lower amounts of depression

stigma was significant, but did not remain so following Bonferroni correction.
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Table 2.21

Regressing Attitudes Towards Funding on All Predictor Variables

Variable Regression Standard error of
coefficient regression coefficient
B SE
I would use more mental health 0.502%** 0.136
services
Ever Depressed 0.692 0.356
Current Internalizing Symptoms 0.007 0.032
Personal Therapy Usage -0.825 0.346
Personal Medication Usage 1.061** 0.341
Family would use more mental health  -0.252 0.145
services
Closest person depressed
Family 0.073 0.456
Relative 0.242 0.599
Close Friend -0.83 0.585
Acquaintance 0.673 0.811
No Person Reference Reference
Family Therapy Use -0.287 0.304
Family Medication Use -0.087 0.361
Increase taxes to help lower income 1.857%** 0.429
individuals
Desire for greater government 0.188 0.198
involvement in more parts of society
Satisfied with current government in -0.152 0.186
Washington D.C.
People are rich because of luck rather  0.438 0.355
than hard work
Political Affiliation 0.175* 0.088
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(Liberal Higher, Conservative Lower)

Medical Mistrust 0.005 0.020
Effectiveness of Therapy 0.284** 0.083
Effectiveness of Medication 0.111 0.057
Effectiveness of Prevention 0.032 0.069
Community/Society 0.201* 0.068
Depression Rising

Depression Literacy 0.029 0.047
Stigma -0.057* 0.029
Empathy -0.023 0.019

Regression controls for demographics: age, income, education, gender, sexual orientation
**% p <0.001, ** p<0.01, *p<0.5
Bolded parameters also met Bonferroni-corrected p-value below .0019.
Background and Demographic measures

Results related to background measures are not presented as there were no
hypotheses related to these variables in the introduction to this study. Exploratory
analysis revealed no significant relationships between age, income, education or
race/ethnicity and attitudes toward funding services either in separate regressions or with
all four groups of predictors in the set. In separate regression, females had significantly
higher attitudes toward spending as compared to males and individuals with other gender
identities.
Set-Wise Regression

As a final exploratory analysis, predictor variables in the four domains were
entered into the model in a set-wise manner based on their hypothesized priority in

impacting attitudes towards funding: 1) Proximity to Disorder or Treatment; 2) Attitudes
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toward government and society; 3) Knowledge and beliefs about depression and
treatment; and 4) Stigma and Empathy. All models also included demographic variables.
When entered in this order, sets 1, 2 and 3 added significantly to prediction of attitudes

toward funding while Set 4 did not, as reported in Table 2.22.

Table 2.22
Results of Set-Wise Regression
Model R Change Degrees Change in F-Value of F-Value
Squared in R of degrees of changein Significance
Squared freedom freedom R Squared Level
(df1, df2)
1 0.398 0.398 24 -- --
1 and 2 0.553 0.155 34 10 5.5199 <0.01
(10, 101)
I,2and 0.668 0.125 40 6 7.81 <0.001
3 (6, 176)
1,2,3 0.675 0.009 42 2 2.31 >0.05
and 4 (2,170)
Discussion

Regression results from Study 2 demonstrated that a large majority of the
individual predictor variables collected were associated in the separate regressions for
each predictor analysis with increased spending on mental health services. However
when predictors were included simultaneously by set, a smaller number of variables
emerged as significant.

In the proximity to disorders and treatment set of predictors, all personal variables
related to mental health — ever being depressed, currently being depressed, having used
therapy in the past, having used mental health medication in the past and a desire to use
more mental health services were significantly correlated with more positive attitudes

towards funding mental health services. However in the regression with all predictors in
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the set, of the personal mental health variables, only a personal desire to use more mental
health services if they were easier to access and a history of using mental health
medication were independent predictors. In multiple regression analysis including using
the Bonferroni correction, a personal desire to use more services was the only variable
from the first domain that remained significant from this set indicating that it passed the
most stringent statistical test for association with attitudes toward funding.

These findings suggest that the association between a personal history of
depression and attitudes toward funding is mostly due to a desire to increase their
personal use of services in the future or when it has led to treatment, particularly
treatment with medication. Results suggest that simply having a history of depression
with no past treatment or desire for future treatment were not associated with more
positive attitudes toward mental health services.

In terms of a history of treatment, both a history of therapy and a history of
medication were positively associated with attitudes toward funding in separate
regression analysis. However only past use of medication was significant in multiple
regression. One potential reason is that there was both an overall higher prevalence of
medication use in this sample and a high degree of overlap between therapy and
medication use. Cross tab analysis found that 32 percent of this sample had previously
used both medication and therapy, 14 percent had only used medication, 4 percent had
only used therapy and 49 percent had used neither.

Regarding proximity and treatment among family, relatives, close friends and
acquaintances, in the separate regressions for each predictor analysis, only a history of a

family member being depressed and a belief that a family member would use more
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mental health services were associated with increased attitudes toward funding. Contrary
to expectations, having relatives, close friends or acquaintances having a history of
depression were not associated with attitudes towards funding. This analysis did not
demonstrate a gradient based on proximity to the individual other than that depression in
a family member may be a more important predictor as compared to all other
relationships. Furthermore there was no indication that history of therapy or medication
use by family was associated with attitudes toward mental health services. Future
analysis may be warranted to examine the relationship between family use of mental
health services and effectiveness of services.

In the regression with all predictors in the set, neither a family history of
depression nor a belief that family members would use additional mental health services
remained significant. This potentially indicates that these variables were mediated
through the individual variables of personally wanting to use more mental health services
and having used mental health medication in the past as research has overwhelmingly
demonstrated that depression co-occurs in families. Overall this provides further evidence
that attitudes toward funding of mental health services may be self-driven rather than
thinking about the other individuals in their life. It is important to note that this analysis
did not evaluate whether effects differed for different types of family members. Parents
of children may care significantly more about their own children as compared to other
family members such as their parents and siblings) and may take on their children’s
problem areas as their own.

Regarding attitudes towards government and society, as hypothesized four

variables were associated with increased attitudes toward mental health spending in
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separate regression analysis: 1) the desire to increase taxes to help lower income
individuals, 2) a desire for greater government involvement across society, 3) a belief that
people become rich because of luck rather than hard work and 4) Liberal as compared to
Conservative political affiliation. While the first three variables are conceptually distinct,
each of them generally aligns with the Liberal political ideology (Stancheva, 2021). In
the regression with all predictors in the set, two of these accounted for unique variance in
attitudes toward funding: 1) a desire to increase taxes to help lower income individuals
and 2) a desire for greater involvement in more parts of society remained significant.
These align strongly with the dependent variable of attitudes toward funding mental
health services as these would likely be understood by respondents to require spending
that would go mainly towards lower income individuals as at present they may not be
able to afford private mental health services. It also involves the government becoming
more involved in an aspect of society. Political affiliation is likely no longer significant in
the multiple regression model as those two items represent specific pathways through
which political affiliation is associated with attitudes towards funding mental health
services. In multiple regression analysis including using the Bonferroni correction, a
belief in increasing taxes to help lower income individuals was the only variable from the
second domain that remained significant from this set including a strong association as it
passed the most stringent statistical test.

Satisfaction with the government in Washington D.C. was not associated with
attitudes toward mental health services. It is possible that the current political climate in

the United States has reduced satisfaction with government across all responders based
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on political dynamics and that this may not be connected to the actual services that the
government is delivering.

Regarding knowledge and beliefs about depression, as hypothesized effectiveness
of therapy, medication and prevention services were associated with more positive
attitudes toward funding mental health services in the separate regressions for each
predictor. This was predicted based on the assumption that individuals would only want
to increase funding for a service that they believed was effective at improving depression
symptoms. In the regression with all predictors in the set, both therapy and medication
services remained independently predictive while effectiveness of prevention services did
not. It is possible that individuals have stronger feelings overall regarding therapy and
medication as these are more widely known compared to preventive interventions for
depression. In multiple regression analysis including using the Bonferroni correction, a
belief in the effectiveness of therapy for reducing depression symptoms was the only
variable from the third domain that remained significant from this set including a strong
association as it passed the most stringent statistical test.

The measure of beliefs that depression is increasing in the individual’s
community or society as a whole was a significant predictor in both the separate
regression and the regression will all predictors in the set, although it did not remain
significant after the final Bonferroni adjustment. This provides evidence that a general
sense about rising depression contributes to more positive attitudes toward funding
services. As outlined at the end of Study 1, it had initially been proposed that individuals
may answer differently depending on whether they were asked whether depression was

SN 1Y

rising was rising in their “community”, “city or town” or “society” as these may represent
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different proximities to the individual, however they were responded to very similarly
and it appears individuals are imposing their general attitude across each of these
categories. In the present study, approximately two thirds of respondents either somewhat
agreed or strongly agreed that levels of depression are rising. This aligns with survey
evidence from the past 10 years that depression in the United States has been rising
(Gallup, 2023). If this trend continues and if individuals continue to recognize this trend
it may lead to increased attitudes towards increasing mental health services for
depression.

The measure of depression literacy was not related to attitudes toward funding in
either the separate regression analysis or the regression with all predictors in the set. It
had been predicted that individuals with more knowledge of depression would understand
the negative impact on someone’s functioning and therefore would lead to increased
desire to fund these services. These results could potentially provide evidence of weaker
validity of this measure; however, it is correlated at a bivariate level with mental health
stigma. It appears that more precise knowledge about depression is not linked to attitudes
about service use. Explanations may include that individuals lower in depression literacy
may still believe in the provision of mental health services for individuals struggling with
their mental health although they have a harder time identifying mental health conditions.
Conversely, it is possible that individuals with higher depression literacy may have
significant experience with depression for themselves or a family member (such as
having depression for a long time) may have some skepticism regarding the treatment
effectiveness of therapy and medication. When comparing this finding to health literacy

to better understand its generalizability, a review of the literature did not find any studies
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examining the relationship between regarding general health literacy (e.g. physical
health) and attitudes towards general healthcare spending. There is a literature examining
the link between health literacy and healthcare usage with mixed findings including that
lower healthcare literacy has been associated with more healthcare use across doctor
visits and emergency room visits (Berens et al., 2018), however higher healthcare literacy
has been associated with greater usage of preventative healthcare (Tracy et al., 2002). It
is likely that use of preventative services is a better reflection of attitudes toward funding
as these services are voluntary as compared to other services which are more dependent
on current need for healthcare services.

Regarding stigma and empathy, both of these variables were significant predictors
of attitudes toward funding in the separate regression analyses. In the regression with
both of these predictors in the set, stigma remained significant while empathy did not. In
this dataset these measures were correlated 0.328. Stigma may have emerged as the
significant predictor in this case as it refers specifically to stigma involving mental health
whereas the measure of empathy involved general empathy rather than empathy directed
towards those with depression. Neither of these variables were significant in the multiple
regression model after the Bonferroni correction.

The tests of interactions were exploratory, rather than hypothesis-driven- and
findings therefore should be considered tentative and requiring future replication. Out of
the 19 predictor variables that were associated with attitudes toward spending in
separated regression analysis, only six had significant interactions by receipt of Modality
(therapy, medication or prevention) or recipient of services (Child or Adult). This

provides further evidence of the strength of the general factor of attitudes toward mental
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health funding rather than attitudes being target specific. Of the six variables that had
interactions, two of the findings were that beliefs about the effectiveness of specific
interventions had effects on attitude specifically for those types of interventions as beliefs
about the effectiveness of medication predicted attitudes toward funding medication and
beliefs about the effectiveness of prevention predicted attitudes toward funding
prevention services. Therefore there appears to be some context specific differentiation of
attitudes based on individual’s opinions regarding specific treatment modalities. There
were other notable exploratory findings in interaction analyses. Attitudes toward
prevention were more positive among individuals with a depressed family member
potentially indicating a belief that depression could have been prevented before it
occurred. Individuals with higher mistrust were less in favor of funding medication for
children and while loadings were strong for all six categories on the general factors, they
were lowest for child-medication and an individual’s level of mistrust may be a
contributor to this differentiation of attitudes.

In summary, results from Study 2 suggest the following broad conclusions.
General attitudes toward funding are associated with three somewhat distinct processes
aligning with the first three domains. The first is proximity to depression and treatment
highlighted by a personal desire to use more mental health services if they were easier to
access. The second is attitudes toward government and society highlighted by willingness
to support taxation to benefit lower income individuals. The third is beliefs about
depression and treatment highlighted by beliefs about effectiveness of treatments to
improve symptoms of depression. Results from the set-wise analysis provided evidence

that each of these domains provide independent contributions to general attitudes toward
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government funding of mental health services. Regarding differentiation, there appears to
be some limited distinctions including that beliefs about effectiveness about specific
targets are related to attitudes towards funding of that specific target. However most of
the variance in attitudes is not target specific and the three processes appear to mostly be

associated with general attitudes.
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Chapter 4: General Discussion

The overall purpose of this project was to examine attitudes toward government
spending on mental health services for depression. This included testing whether attitudes
are differentiated by funding targets varying by service type — therapy, medication or
prevention — or services recipient — child and adolescents or adult — or whether attitudes
are similar regardless of funding target. This study also examined predictors of attitudes
and addressed the question of whether attitudes about funding for specific targets differed
based on these predictors.

In general, the two studies reported here found that the majority of variance in
attitudes towards funding reflect a general belief about funding of mental health services,
with evidence that there is weaker variation across funding targets. These general beliefs
are predicted by individual variables across a range of domains including personal
circumstances regarding mental health, opinions about politics and society, and beliefs
about depression and effectiveness of treatment. Evidence from both studies also
demonstrated there was some differentiation in attitudes toward funding by service type
and recipient of services.

This study helps fill the research gaps outlined in the introduction of this paper. It
extended the range of predictor variables beyond that of previous research. It also
extended the dimensions of the dependent variable to explore differentiation of attitudes
across categories of services. Finally, this study extended the literature on attitudes
toward funding for services for disorders other than severe mental illness. While services

for individuals with severe mental illness are critical, it is also important to understand
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individual’s attitudes toward funding services for depression given how widespread it is

in society.
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Strengths

A key strength of this project was availability of a data collection platform,
Prolific, that allowed for accruing a sample with substantial variation on key variables
such as political affiliation, age, education and race/ethnicity. Political affiliation was
viewed as a key variable expected to have a major impact on attitudes toward government
funding and Prolific allowed for accruing a sample with roughly equal levels of
individuals identifying as Democrat, Republican and Independent. This data collection
platform also allowed for collection of information on a range of predictors across many
domains of an individual’s life and psychological variables.

Study 1 expanded the existing literature on government mental health spending in
several ways. It allowed for the development and testing of survey items for measuring
attitudes toward government funding for mental health services related to depression, an
area that has not yet been studied. It also allowed for expanding items regarding attitudes
toward funding to include a range of specific targets including different forms of
intervention (therapy, medication and prevention) and different target populations
(children or adults receiving the services). Study 1 allowed for evaluating whether
variance in attitudes was due to a more general factor or was differentiated according to
target. Finally Study 1 allowed for the development of new measures of predictors that
had not yet appeared in the research literature.

Study 2 also expended the research literature by using four domains of predictors
relevant for funding of services for depression which substantially expanded beyond

those tested in earlier studies of attitudes towards funding for mental health services.
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Limitations

One surprising finding was the limited significant impact of several personal
mental health variables other than a desire to use mental health services. One limitation
that emerged was having limited information about the history of an individual’s mental
health history. Potential variables that may be of interest in future research include length
of time being depressed or anxious, length of time using therapy or medication, the
reported impact of depression on the individual’s life and the impact of depression on the
lives of their family, relatives and close friends. Depression can occur for varying
amounts of time whereas some individuals may be depressed for relatively short periods
in their lives with limited long term impact on their functioning whereas other individuals
may be depressed repeatedly or for a longer period of time with immense impact on their
life. In terms of service use, some individuals may have used mental health services such
as therapy or medication for shorter or extended periods of time with strong or weaker
results which will impact their attitudes. These longitudinal dynamics are likely
complicated however they may be important considerations to understanding public
attitudes toward mental health services for depression.

As demonstrated across several variables, the level of depression experienced by
survey participants appeared to be elevated compared to the prevalence rates found in
other regional surveys. These included more than 50% of the participants indicating
Kessler-6 scores indicating moderate levels of internalizing mental health concerns or
higher, 36.4% of the same having received psychotherapy in their lifetime, 46.2%
reporting that they had used medication in their lifetime and 69.1% either somewhat or

strongly agreeing that they would use more mental health services for depression if they
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were easier to access. These rates are above known population averages. This indicates
that there may have been selection bias regarding participants in this study. The language
used to describe the study on Prolific referred to depression and this may have attracted a
sample with a greater exposure to and interest in depression.

More generally, while there are benefits to using online data collection platforms
including ease of data collection and reach to the general population (for example outside
of college research settings), there remains an ongoing conversation about the possibility
of selection bias, the profile of users and data quality that they provide (Albert & Smilek,
2023; Peer et al., 2022; Zickar & Keith, 2023). Ultimately with all online data collection,
it is more difficult for survey creators to verify and understand the characteristics of the
person who is actually completing the survey (Belliveau & Yakovenko, 2022; Goodrich
et al., 2023; Griffin et al., 2021;).

While both studies had diverse samples in terms of race/ethnicity, the sample
sizes were too small to evaluate whether the findings vary across race/ethnicity. Given
that social dynamics such as racism have shaped access to mental health services
(Dobalian & Rivers, 2008; Le Cook et al., 2016), these findings may not generalize to
populations who have been exposed to these dynamics. Future research is warranted to
address these questions more directly.

Finally, although this study extended the range of plausible predictors of attitudes
towards funding, and included several covariates to reduce potential confounding, its
cross-sectional design does not allow for interpretation of causal impact. Future research
using longitudinal or regression discontinuity designs would be necessary to provide

stronger evidence for causal inference.

109



Future Directions

Due to the large number of predictive variables and a focus on multiple
dimensions of attitudes towards funding, this study focused on analysis of main effects
and evaluated the predictors within conceptually defined domains. Future analysis could
explore interactions between predictors. For example personal and family use of therapy
were not as predictive of attitudes toward funding services as hypothesized. Exploring the
interaction between use of therapy and effectiveness of therapy may be beneficial to
advance understanding of whether the lack of predictive power of therapy use is due to
differences in perceptions of therapy effectiveness between those who have used therapy
and those who have not. Future analysis could also include more parsing out of certain
constructs. For example there may be certain patterns of depression with families such as
in children or parents that may lead to better understanding of predicting attitudes toward
funding.

This study demonstrates that an individual’s attitudes toward mental health
services are associated with multiple individual factors including those related to their
personal circumstances around their mental health, those related to their beliefs about
society such as their political affiliation and those related to general beliefs about
depression. Future studies including a mixture of quantitative and qualitative methods
may provide greater insight into these complex dynamics. As an example, for individuals
reporting Republican political affiliation while agreeing for the need for funding for more
mental health services, structured qualitative interviews could help understand how
political affiliation might be balanced by other factors leading to support for funding. As

another example, in this study a general belief that depression is high or rising in the
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individual’s community, city/town and/or society was significantly related to positive
attitudes toward funding services, yet reports of depression in relatives, friends, and
acquaintances was not. Qualitative methods could be used to help understand this
discrepancy.

This study used a “bottom up” approach to identify the variables for collection.
Future research can use the results from this study to aid in developing an overarching
theory for both the measurement of attitudes about mental health funding and predictors
of attitudes.

This study also collected information on beliefs about treatment effectiveness as
predictor variables. As discussed in the literature review, there is broad agreement that
therapy and medication are effective for mental health concerns despite most people not
having direct evidence that this is the case (Lave et al., 1998; Maljanen et al., 2016). A
future study could examine effectiveness as the dependent variable and test whether there
is a general factor in terms of effectiveness across services or whether they beliefs differ
across different types of intervention, and evaluate what predicts such differences. More
complex modelling could determine the differences in predictors between the present
analysis with attitudes toward funding as the dependent variable and analysis with beliefs
about effectiveness as the dependent variable. For example, beliefs about effectiveness
may be less related to variables related to government spending and more related to
personal experiences of using those services.

This survey collection method appears to have yielded a greater than population
average level of experience with depression potentially due to selection of who is

completing the survey. Future research on this topic would benefit from sampling frames
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that accrue samples that are not as restricted in range of exposure to depression. As noted
in the literature review, earlier studies have examined similar issues using representative
samples that are available for purchase from private companies. Insights from the present

study could inform the questions on future versions of those studies.
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