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Abstract: Mental health literacy is an important determinant of mental health help-seeking and
is associated with improved mental health. There is evidence that mental health literacy may be
lower amongst some migrant communities in Australia. The present study conducted the first cross-
sectional survey of mental health literacy in Sri Lankan Australians between April and October 2020.
Participants (N = 404) were presented with a culturally-tailored vignette describing an individual with
symptoms of major depressive disorder, with correct recognition determined by the coding of an open
text response to the question ‘what’s wrong with Mr Silva?’. Binomial linear regression modelling
was conducted to identify predictors of the correct recognition of depression. Approximately 74%
of participants recognised the presented symptoms as depression, though multiple other labels
were also used by the respondents. The results also suggested that younger age and having a prior
diagnosis of depression were significant predictors of recognising depression in the vignette. In
the first study of Sri Lankan migrants’ mental health literacy in an Australian context, the rates of
depression recognition were comparable to those found in the general Australian population. Further
research is urgently required to replicate and extend the present findings and ultimately support the
development of tailored interventions aimed at improving mental health literacy across the diverse
Sri Lankan Australian community.

Keywords: mental health literacy; Sri Lanka; Australia; depression; problem recognition; help-seeking

1. Background

Asian migrants and refugees within Australia are less likely to use and report greater
difficulty in accessing mental health services [1–3], despite a need for services being
present [2]. In fact, Australian census data confirms that Asian-born individuals access sub-
sidised mental health services less frequently than Australian-born residents (4.4% versus
7.8%) [4]. Investigations into the factors contributing to lack of service use for each specific
ethnic group are limited, though necessary, in order to improve the ability of services to
meet their mental health needs. Sri Lankan-born Australians are the 10th largest group of
overseas-born residents [5], therefore representing a significant minority group in present
day Australia [6]. In light of the high rate of suicide in Sri Lankan diasporic communi-
ties [7] and the psychological impact of the Civil War [7], Easter Sunday bombings [8,9],
tsunami [10,11] and economic and political crises [12,13] on this population, the paucity
of the literature relating to their experiences of mental illness and factors that shape their
help-seeking behaviours is a key research priority.

One of the putative determinants of professional-help-seeking behaviour is better
mental health literacy (MHL) [14,15]. Jorm et al. [16] defines MHL as “knowledge and
beliefs about mental disorders which aid their recognition, management or prevention”.
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MHL can be divided into five components, including knowledge of prevention and risk
factors of mental conditions; the ability to recognise specific conditions (typically clinical
depression); knowledge of help-seeking options and treatments; knowledge of effective
self-help strategies; and mental health first aid skills to support others who are experiencing
a mental condition or a mental health crisis [17]. The current paper focused on Sri Lankan
Australians’ ability to recognise depression rather than the other components of MHL, as
it is postulated that being able to provide a psychiatric label can activate a schema about
appropriate action that the individual could engage in [17].

No studies to date have investigated Sri Lanka Australians’ ability to recognise de-
pression. However, numerous studies have investigated the recognition of depression
in adults residing in Sri Lanka [18,19]. Amarasuriya et al. [18] found that 17.4% of Sri
Lankan undergraduate students identified depression, and that their ability to accurately
use psychiatric labels when presented with a vignette was the strongest predictor of their
intentions to seek informal and professional help. Recognising the problem as depres-
sion was also associated with an endorsement of more professional help and treatment
options [18]. The authors concluded that educating Sri Lankan undergraduate students to
recognise psychiatric symptoms could trigger treatment beliefs in line with recommended
help-seeking behaviours [18].

One’s ability to recognise depression may also vary as a result of individual dif-
ferences [20]. For instance, studies in Australia have consistently demonstrated that
males are less likely to correctly identify mental conditions (including depression) than
females [21,22], and that younger individuals are more likely to identify the symptoms of
depression than older individuals [23,24]. Furthermore, having a close friend or family
member with a mental disorder has been found to be significantly associated with correct
recognition of depression in Australia [24] and Singapore [25]. Additionally, respondents
with higher education have exhibited greater ability to recognise depression in residents of
Tehran city and suburban areas [26] as well as in Sri Lankan [27] and Australian popula-
tions [24]. Research has also generally found that East Asian immigrants are less likely to
recognise symptoms of depression and schizophrenia compared to the general public [28].

Exploration of factors influencing MHL in specific cultural groups remains in its
infancy [20]. There is some evidence that individual differences in acculturation (broadly
defined as a two-way process of cultural and psychological change due to long-term
contact between two or more cultural groups and their individual members [29]) predicts
problem recognition among East Asian immigrants [28]. For example, utilising the original
MHL vignette methodology, gender was found to be a predictor of correct identification of
depression, with more female than male Chinese-speaking Australians correctly identifying
depression [22]. However, the female participants had been living in Australia for longer
and were more acculturated than their male counterparts, which may have accounted for
the difference [22]. Studies that used questionnaire methodologies have also demonstrated
that acculturation influences depression knowledge and recognition. For instance, Korean
American elders with lower levels of acculturation were found to have less knowledge of
depression [30]. Similarly, Parker et al. [31] found that Chinese Australians who had lower
acculturation were more likely to recognise somatic symptoms of depression and less likely
to recognise cognitive symptoms than participants with higher acculturation. However,
Parker et al. [31] also found that acculturation was a less important predictor of recognition
than prior personal experience of depression. In sum, much remains unknown about the
predictors of depression recognition.

2. The Present Study

To the best of our knowledge, no previous study has assessed MHL amongst the
general Sri Lankan Australian population. The present study sought to advance the
understandings of MHL of Sri Lankan adults residing in Australia and had two aims. First,
we aimed to characterise the MHL of this population in terms of participants’ ability to
correctly identify depression as presented in a vignette. Second, we investigated a series
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of demographic and other predictors of correct recognition. It was that hypothesised
greater acculturation, younger age and prior diagnosis of depression (Hypotheses 1, 2 and
3, respectively) would be associated with the correct identification of depression.

3. Methods
3.1. Design, Participants and Setting

Data was collected through an online cross-sectional survey between April 2020 and
October 2020. Individuals were eligible to participate if they were at least 18 years of
age, English-speaking, self-identified as being of Sri Lankan heritage and currently living
in Australia.

3.2. Survey Development

After obtaining permission from the vignette’s original author, Professor Anthony
Jorm, the survey underwent several stages of adaptation including incorporation of items
relevant to the migrant experience and the Sri Lankan Australian culture. The survey
was piloted with nine Sri Lankan Australians to assess cultural relevance and whether the
questions were clearly written and received appropriate answers (face validity). Feedback
was used to modify some scales in the survey (content validity).

3.3. Measures
3.3.1. Demographics

The survey commenced with a series of demographic questions that assessed age,
gender, education, country of birth, ethnicity, religion, number of years in Australia, age
at migration, reason for migration and state/territory of current residence. Due to the
concern of the confounding impact of COVID-19 during data collection [32], the survey
also included a single item measuring the impact of the COVID-19 pandemic on the
participant’s mental health and wellbeing (response options: 1—not at all affected, 2, 3, 4,
5—greatly affected).

3.3.2. Personal Experience with Depression

In line with the literature [24], a series of items related to mental health history
including if participants had previously received a diagnosis of depression from a health
professional (response options: diagnosis, no diagnosis) and participant’s exposure to
individuals with depression was presented. Participant’s exposure to depression was
examined by asking if any of their family members or close friends had received a diagnosis
of depression (response options: yes, no, don’t know) and if participant’s employment ever
involved providing treatment or services to a person with depression (response options:
yes, no).

3.3.3. Acculturation

Acculturation was measured on a modified version of the commonly used Suinn-
Lew Asian Self-Identity Acculturation (SL-ASIA) Scale. Although the original SL-ASIA
comprises of 21 multiple-choice items [33], researchers have historically adapted the scale by
altering the item wording, as well as by adding and removing items [34–36]. For example,
Leong and Chou [34] created a five-item brief form of the SL-ASIA, which had a Cronbach’s
alpha of 0.80 and was found to be highly correlated to the full-scale SL-ASIA (r = 0.91). In
line with Parker et al.’s [37] adaption for the Chinese Australian population, the SL-ASIA
was modified for use with Sri Lankan Australians, with the final scale including 12 items.
Participants rated each item on a 5-point Likert scale, with a response of 1 indicating a low
level of acculturation and a response of 5 indicating a high level of acculturation [33]. In line
with the scoring procedure identified by Suinn et al. [33], a final mean acculturation score
was calculated by summing the values of all the items and dividing the sum by 12. Each
participant was given a final acculturation score ranging from 1 (Sri Lankan identified) to 5
(Australian identified). Validity results for the 12-item measure have not been published,



Int. J. Environ. Res. Public Health 2022, 19, 14839 4 of 13

but in the current study, a reliability analysis of the acculturation scale suggested that the
internal consistency was excellent (α = 0.90).

3.3.4. Recognition of Depression

Following previous investigations of problem recognition [18,38], this facet of MHL
was measured on a culturally tailored vignette. The vignette described Mr. Silva, a
30-year-old Sri Lankan Australian with major depressive disorder consistent with DSM-5
diagnostic criteria. The below vignette was presented to participants:

Mr. Silva has been feeling unusually sad and miserable for the last few weeks. Even
though Mr. Silva feels tired all the time, Mr. Silva has difficulty falling asleep almost
every night. Mr. Silva doesn’t feel like eating and has lost weight. Mr. Silva finds it
difficult to concentrate at work and make decisions about day-to-day tasks. This has come
to the attention of his boss who is concerned about his lowered productivity. Mr. Silva
doesn’t want to socialize with family and friends anymore, and prefers to stay alone all
the time. Mr. Silva seems very different to what Mr. Silva was like before. Mr. Silva’s
wife and friends are very worried about Mr. Silva.

The vignette was followed by an open-ended question, which asked, “What do you
think is wrong with Mr. Silva?” (recognition of depression), and additional vignette-related
MHL questions (not examined in the present paper).

3.4. Procedure

Ethical approval was obtained from Swinburne University Human Research Ethics
Committee (20202610-4168). A purposive sampling strategy was used to recruit Sri Lankan
Australians, and the online survey was distributed in English through social media accounts,
university cultural groups and via community groups’ websites and radio. Participants
were informed that their identity would be anonymous, and that participation was volun-
tary. Before participants commenced the questionnaire, they were invited to click ‘next’
indicating their consent to participate in the study and for their data to be analysed.

3.5. Coding of Responses for the Recognition of Depression Question

To facilitate comparisons with earlier studies [16,18,39], A.D. recorded responses ac-
cording to response categories used in the above studies, where the correct response was
any answer that contained a variant of the term “depression”. As similar work had not
assessed the current population of interest before, new coding categories were created for
responses that did not fit into the pre-coded categories. As part of the development of
additional coding categories, a second operationalisation of correct recognition was also
developed. In this second category, participants’ response was deemed correct only if they
(a) mentioned the word ‘depression’ and (b) did not mention any alternative psychological
or psychosocial issues in their text response. The aim of this innovative and narrower
category was to characterise whether a given response specifically and unambiguously
identified depression (potentially indicating a clearer opinion of the problem and forming a
stronger basis for treatment seeking). This second operationalisation of correct recognition
(labelled below as depression unambiguously recognised) was a subset of the category
most commonly reported in the literature (depression recognised). Each of the categories
obtained for this question were coded as ‘yes’ or ‘no’ so that multiple responses were possi-
ble [40]. For simplicity, the response categories reported here included those nominated by
more than 1% of the sample.

In order to establish inter-rater reliability, a random sample of 45 responses (approxi-
mately 10% of responses) was independently scored by A.D. and D.P. There was almost
perfect agreement between the raters on the following categories: depression (0.95), ad-
justment (1.0), anxiety (1.0), physical conditions (1.0), stress (1.0), mental problem (0.81),
lack of motivation (1.0), social withdrawal and isolation (1.0) and other (1.0). Cohen’s
Kappa was good for the life problems (0.65) category and fair for the mental illness (0.38)
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category. Kappa could not be calculated because of zero frequencies from one of the raters
for the categories of lack of communication, trauma, emotional symptoms, don’t know and
burnout. To better understand the reasons for the fair agreement on the mental illness cate-
gory, positive and negative agreement were examined separately [41]. There was a 93.3%
percent agreement between the raters for the mental illness category. As the inter-rater
reliability estimates were high, A.D. proceeded to score the other responses of the sample,
consulting with D.P. and G.M. whenever necessary.

3.6. Statistical Analyses

Statistical analyses were performed using IBM SPSS Statistics Version 27. The years
in Australia variable was recoded into four categories and the ages of the participants
were recoded into six categories. Furthermore, the sub-categories relevant to the ethnicity,
country of birth and religion variables, which were of low occurrence, were recoded into
‘other’ categories.

Descriptive analysis was performed to assess the sociodemographic characteristics of
the study participants (N = 404). For Aim 1, recognition percentages were presented as valid
percent frequencies with 95% confidence intervals. A sequential binary logistic regression
model was used to examine the predictors of the depression recognised variable (Aim
2). For consistency with the literature, only the traditional code (depression recognised)
was investigated in Aim 2. Bivariate analyses (t-test or chi-squared, as relevant) were
conducted to identify which demographic and other predictors should be entered into
the multivariate model. Note, the three hypothesised predictors were to be included in
sequential order whether or not they met bivariate significance. An assumption check was
performed suggesting all continuous independent variables were linearly related to the
logit of the dependent variable and that the data met the multicollinearity assumption [42].
Five standardised residuals with values greater than 2.5 standard deviations were also
detected and kept in the analysis.

4. Results
4.1. Descriptive Findings and Sample Characteristics

A missing-values analysis found that there was progressive attrition from the survey,
specifically, 87.5% of variables were complete, and only 4.4% of all values were missing.
Due to the ordering of the items in the survey, only a subset (n = 262) of those consenting to
participate (N = 404) provided data for the analysis of Aim 2.

Of the N = 404 adults (120 males, 284 females) who consented to participate, 84.9%
identified as Sinhalese, 6.7% as Tamil and 8.4% belonged to another ethnicity (see Table 1).
The mean age was 31.6 years (SD = 11.6 years; range = 18–77 years), and the mean final
acculturation score was 3.0 (SD = 0.7; range = 1.6–4.6). Furthermore, 60.8% of participants
indicated that their mental health and wellbeing were moderately to greatly affected
by COVID-19. The demographic distribution of the smaller sample used in Aim 2 was
not significantly different to the full sample described in Table 1. Of the n = 262 Sri
Lankan Australians who completed the entire survey, 53.8% reported previous exposure to
depressive symptoms through their family or close friends, and 32.4% reported previous
exposure through their employment. Additionally, just over 30% of participants reported
having a prior diagnosis of depression.
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Table 1. Demographic and other characteristics of the sample (N = 404).

Variables Frequency %

Gender
Male 120 29.7

Female 284 70.3
Age group (Mean = 31.6; SD = 11.6)

18–29 years 237 58.7
30–39 years 94 23.3
40–49 years 34 8.4
50–59 years 24 5.9
60–69 years 11 2.7
70 and over 4 1.0

Highest level of education
Secondary school or equivalent 50 12.4

TAFE course or equivalent 32 7.9
Undergraduate degree 190 47.0
Postgraduate degree 132 32.7

Country of birth
Australia 127 31.4
Sri Lanka 252 62.4

Other 25 6.2
Years in Australia (Mean = 17.8; SD = 10.0)

Under 10 years 110 27.2
11 to 20 years 101 25.0
21 to 30 years 165 40.8

Above 30 years 28 6.9
Ethnicity
Sinhalese 343 84.9

Tamil 27 6.7
Other 34 8.4

Religion
Buddhist 247 61.1
Christian 29 7.2

Roman Catholic 49 12.1
Atheist or agnostic 43 10.6

Other 36 8.9
Note. Standard deviation (SD), technical and further education (TAFE).

4.2. Recognition of Depression

Table 2 displays the final coding categories: depression recognised (correct recog-
nition), depression unambiguously recognised, anxiety/worry, stress, mental problem,
mental illness, physical condition, emotional symptoms, don’t know, has a problem (nei-
ther physical nor mental), social withdrawal and isolation, burnout, trauma/loss, lack of
motivation, adjustment, lack of communication and other.

The finding for Aim 1 is shown in the first row of Table 2: 73.8% of participants correctly
recognised the syndrome of depression in the vignette. When using the novel, more
restrictive definition of depression recognition (i.e., depression unambiguously recognised),
just over half of the participants (53.7%) correctly recognised the problem as depression.
Following ‘depression recognised’, ‘anxiety’ and ‘stress’ were the most common categories
nominated. In all, the majority of participants mentioned a category that could be regarded
as being within the sphere of mental health.
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Table 2. Problem recognition (N = 404).

Label Category Percentage Recognised
(95% CIs) (N = 404) 1

Depression recognised 73.8 (69.3–78.2)
Depression unambiguously recognised 53.7 (49.0–58.9)

Anxiety 14.9 (11.1–18.6)
Stress/mental suffering 8.4 (5.7–11.1)

Mental problem 6.4 (4.2–8.7)
Mental illness 2 4.7 (2.7–6.7)

Emotional symptoms 4.2 (2.2–5.9)
Has a problem (neither physical nor mental) 3.0 (1.5–5.0)

Social withdrawal and isolation 1.7 (0.5–3.2)
Physical condition 5.0 (3.0–7.2)
Lack of motivation 2.0 (0.7–3.7)

Adjustment 3.0 (1.5–4.7)
Burnout 1.7 (0.5–3.2)

Lack of communication 1.7 (0.7–3.0)
Trauma/loss 1.0 (0.2–2.2)
Don’t know 1.2 (0.2–2.5)

Other 1.7 (0.7–3.2)
Note. Confidence intervals (CIs). % Sample indicates use of the label categories in relation to the total sample.
1 Apart from the “don’t know” category, the pattern of findings did not differ when assessing the subset of
the sample (262 participants) who completed the full survey. 2 The “mental illness” category constituted a
separate category that included all other diagnoseable mental illnesses that were not captured in the depression
or anxiety categories.

4.3. Predictors of Recognition of Depression

First, bivariate analyses of predictor variables and the dependent variable were con-
ducted to inform the regression model. The following predictors were entered in the multi-
variate model as they had bivariate associations with the dependent variable: prior diagno-
sis of depression X2 (1, N = 262) = 7.58, p = 0.01; highest level of education X2 (3, N = 262)
= 24.04, p < 0.001; age t(260) = 6.77, p < 0.001; and acculturation t(260) = −3.98, p < 0.001.
However, country of birth X2 (2, N = 262) = 4.35, p = 0.11; gender X2 (1, N = 262) = 0.03,
p = 0.88; ethnicity X2 (2, N = 262) = 0.14, p = 0.93; religion X2 (4, N = 262) = 5.54, p = 0.24;
having a family member or close friend with depression X2 (2, N = 262) = 3.69, p = 0.16;
exposure to individuals with depression through employment X2 (1, N = 262) = 2.52,
p = 0.11; years in Australia t(260) = 1.17, p = 0.24; and impact of COVID-19 pandemic on
the participant’s mental health and wellbeing X2 (4, N = 262) = 3.07, p = 0.55 did not have
significant relationships with the participants’ ability to recognise depression.

A four-stage sequential binomial logistic regression was performed to assess the predic-
tion of a respondent’s ability to recognise depression, first on the basis of the hypothesised
predictors and then after the addition of other demographic predictors (see Table 3). Model
1 examined the unique contribution of acculturation in a participant’s ability to recognise
depression (H1). In Model 1, acculturation emerged as a statistically significant predictor
of a participant’s ability to recognise depression. In Model 2, the acculturation variable was
retained, and age was added as a predictor (H2). In this model, age was the sole significant
predictor, and acculturation fell to non-significance. Participant’s prior diagnosis of depres-
sion was entered in Model 3 (H3). In Model 3, both age and prior diagnosis of depression
emerged as significant predictors of recognising depression.

Model 4 contained four independent predictors (age, acculturation, highest level of
education and prior diagnosis of depression) that had significant bivariate relationships
with the dependent variable. Model 4 was statistically significant, χ2(6) = 50.44, p < 0.001.
Sensitivity was 94.5%, specificity was 33.9% and the area under the ROC curve was 0.78,
95% CI [0.72, 0.85]. Of the four predictor variables, only three were statistically significant.
Specifically, correct recognition of depression varied according to age, highest level of
education attained, and prior diagnosis of depression. Participants with a diagnosis of
depression were 2.93 times more likely than participants without a diagnosis to recognise
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depression in the vignette. Increasing age was also associated with a reduction in the
likelihood of recognising depression. Additionally, the participants who had completed
a TAFE course or equivalent as their highest level of education had 0.12 lower odds
of recognising depression than participants who had completed secondary college as
their highest level of education. After controlling for the other explanatory variables,
acculturation was no longer a significant predictor.

Table 3. Predictors of recognition of depression examined using sequential binary logistic regression
(n = 262).

Model Predictor B SE Wald p Odds
Ratio

95% CI for
Odds Ratio

Lower Upper
Percent Variance

Explained/Chi-square
Change

Model 1 Acculturation 0.88 0.23 14.29 0.00 2.40 1.52 3.78 8.5/15.26
Constant −1.43 0.68 4.37 0.04 0.24

Model 2 Acculturation 0.30 0.27 1.24 0.27 1.35 0.80 2.29 19.7/21.50
Age −0.07 0.02 19.40 0.00 0.94 0.91 0.97

Constant 2.45 1.13 4.68 0.03 11.60
Model 3 Acculturation 0.24 0.28 0.74 0.39 1.27 0.74 2.19 22.5/5.72

Age −0.07 0.02 18.80 0.00 0.94 0.91 0.97
Diagnosis of depression 0.91 0.40 5.15 0.02 2.48 1.13 5.44

Constant 2.42 1.16 4.33 0.04 11.25
Model 4 Acculturation 0.10 0.28 0.10 0.75 1.10 0.63 1.90 26.3/7.98

Age −0.05 0.02 11.26 0.00 0.95 0.92 0.98
Diagnosis of depression 1.07 0.42 6.51 0.01 2.93 1.28 6.67

Highest level of education
TAFE course or equivalent −2.11 0.93 5.11 0.02 0.12 0.02 0.76

Undergraduate degree −0.81 0.79 1.06 0.30 0.44 0.10 2.08
Postgraduate degree −1.42 0.81 3.12 0.08 0.24 0.05 1.17

Constant 3.55 1.37 6.70 0.01 34.73

Note. B coefficient (B), standard error (SE), Wald test (Wald), p-value (p), confidence interval (CI), technical and
further education (TAFE). Reference categories: secondary school or equivalent; no diagnosis of depression.

5. Discussion

Over the past two decades, MHL has been promoted as a public health intervention
that raises awareness, increases the well-being of the general population and promotes
positive attitudes towards mental health and help-seeking [28]. The present study is the
first to explore the nature of and predictors of recognition of depression (a core component
of MHL) among the Sri Lankan Australian community. The correct identification of de-
pression in the tailored vignette was 73.8%. The predictors of recognition of depression
(Aim 2) were partly as expected; younger age (Hypothesis 2) and self-reported personal di-
agnosis of depression (Hypothesis 3) arose as significant independent predictors of correct
identification, whereas acculturation level (Hypothesis 1) did not. These findings provide
important information that can be used to inform targeted public health interventions for
this population.

In the 2011 National Survey of Mental Health Literacy and Stigma, approximately
75% of the Australian adults surveyed were able to correctly recognise depression in a
vignette [40]. These results are comparable to the current study that found that nearly 74%
of Sri Lankan Australians identified depression in the vignette.

The relatively high rates of depression recognition found here contrast strongly with
the Amarasuriya et al. [18] study of 4671 undergraduates in Sri Lanka, in which only 17.4%
of the respondents recognised depression. This finding may be related to the majority
of the current sample either identifying as bi-cultural or Australian (as suggested by the
acculturation measure). Therefore, a direct comparison between the present study and that
of Amarasuriya et al. [18] could not be drawn, and the cultural comparability of findings
with samples in the country of origin were limited. Interestingly, a study by Wong et al. [15]
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also found that Chinese Australian participants had better recognition of depression (14.4%)
than Chinese participants residing in Shanghai (12.1%) and Hong Kong (13.9%).

The depression recognition rate in the current study was also markedly higher than
the rates identified in studies of other Asian migrant groups in Australia. In a sample of
Chinese immigrants in Australia (age M = 44.7 years), 51% of respondents correctly labelled
depression [43]. Another study among Chinese-speaking Australians found that only 14%
of the respondents were able to correctly label the depression vignette [3]. It is likely that
the higher rates of recognition in the current study compared to the Chinese Australian
samples was related to our sample being significantly younger (age M = 31.6 years, versus
M = 49.2 years in the study by Wong et al. [3]). Additionally, societal changes may shed
light on our findings. For example, our sample had lived in Australia for an average of
more than 17 years, and during that time (and since the Chinese Australian studies were
conducted) many community interventions to improve MHL have been implemented in
Australia [44]. Thus, the improved recognition rates for depression may partially reflect
the efforts of Beyond Blue (an organisation that has been continuously promoting national
depression initiatives in Australia since 2000), Headspace, SANE, the Black Dog Institute
and Everymind [44].

While correct recognition appeared to be common in the present study, the results
using our novel, restrictive definition of depression recognition (i.e., depression unam-
biguously recognised) indicated that approximately half of the participants were unable to
specifically and unambiguously identify depression in the vignette, signifying that 20% of
respondents could not discriminate depression from other psychological and psychosocial
issues. In reality, this could potentially result in the misclassification of depression, and
subsequently delay help-seeking. For example, if one where to recognise the problem as
either depression or anxiety, where anxiety is often perceived by the general public as a less
severe problem and generally perceived as having less need for treatment [40], the individ-
ual may decide to not seek professional help. These findings highlight the need to build on
Sri Lankan Australians’ knowledge of depression specifically in order to differentiate its
symptoms from other conditions [40]. Perhaps the most important aspect to note for future
studies pertains to the use of the vignette methodology to identify MHL. In line with the
considerable critical literature on vignette methodology [45,46], this study showed how
a vignette illustrating depression consistent with DSM-5 diagnostic criteria could yield
multiple labels, including more normalizing language such as stress and burnout. However,
it has been argued that these alternative labels are less likely to facilitate professional help
seeking [17]. The research team recommends that future research pay attention to different
operationalisations of the “correct” recognition of depression when using this methodology
and directly test how the use of multiple labels may influence future treatment seeking.

5.1. Predictors of Recognition of Depression

Other findings from the study offered more specific directions for mental health promo-
tion and interventions. Inconsistent with findings from Chinese subjects in Australia [31],
in the current study, acculturation was not an independent predictor of recognising de-
pression. The results demonstrated that although acculturation uniquely predicted one’s
ability to recognise depression, once other demographic and exposure to depression vari-
ables were controlled for, the relationship between acculturation and problem recognition
decreased. Perhaps these findings highlight the clinical significance of conceptualising
Sri Lankan Australians as multidimensional rather than perceiving them as belonging to
only one social group [47]. Utilising an intersectionality framework when working with
this population would remind mental health clinicians that they cannot understand Sri
Lankan Australians’ experience of one social group membership (e.g., Australian identified)
without reference to their other social group memberships (e.g., age, education, personal
experience of mental health), and that the interactive role of experiences might influence
their mental health and help-seeking behaviours.
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As predicted, the finding that younger Sri Lankan Australians have higher recognition
of depression than their older counterparts aligns with previous problem recognition
studies among the general Australian population [24]. While such findings might reflect
actual MHL deficits among older Sri Lankans in Australia, they might also be explained
by this group holding the belief that depression is “normal” for older adults [30]. The low
level of correct identification of depression in this subpopulation points to the need to
improve knowledge of disorder symptoms among older migrant communities, especially as
help-seeking is often mediated by family members [28] in collective and familial orientated
communities. In fact, research has consistently demonstrated that individuals in these
societies do not make decisions solely on their own, but rather consider the views of
informal sources, especially elders, before seeking professional help [3,18].

As would be expected, participant’s past diagnosis of depression was predictive of
their ability to recognise depression. This finding concurred with previous findings [31]
and could be indicative of increased encounters with psychoeducation [27].

5.2. Limitations

The present study had several limitations that should be noted. First, recruitment
into the survey was originally planned to be via two channels: social media and face-to-
face (particularly through networks developed with key community organisations). The
COVID-19 pandemic made the latter channel unfeasible, and consequently the final sample
was skewed towards the younger population recruited through social media. Older Sri
Lankan Australians were both scientifically and clinically significant and were hypothesised
to have significantly different levels of recognition compared to younger, more acculturated
Sri Lankan Australians. Thus, a major limitation of the overall sample was the fact that
less than 10% of participants were over 50 years of age. Therefore, it would be desirable
to replicate these findings with a more diverse age group, and generalisations to the Sri
Lankan Australian population as a whole must be made with caution.

Second, due to having limited cases within some sub-categories of the ethnicity, coun-
try of birth and religion variables, the research team decided to collapse the aforementioned
categorical predictor variables. Subsequently, some interesting and nuanced data about
the Moor, Burgher, Chinese Sri Lankan and Malay populations may have been removed.
Additionally, the disproportionate underrepresentation of Tamil participants and the over-
representation of Sinhalese participants were significant weaknesses of the current study
and limited the interpretation and generalisation of the results. Future studies should
prioritise recruiting from the range of ethnic and religious groups that make up the Sri
Lankan diaspora in Australia in order to deepen the MHL knowledge base and inform
future health promotion efforts.

Third, the research team is aware of the limitations of only distributing the survey
in English. Ideally, the survey would have been also distributed in Sinhala and Tamil;
however, this was unfeasible due to limited resources. Lastly, despite MHL’s established
utility as a structure for understanding factors that influence individuals’ mental health
help-seeking [48,49], many concerns exist regarding the concept’s ecological validity [20],
vignette-based methodology [50], focus on individual diagnosis [48] and lack of acknowl-
edgment of potential variations in the expression of mental health conditions across cul-
tures [48]. Nonetheless, as this was the first survey investigating MHL in Sri Lankan
Australians, we believed it was advantageous to employ a concept and methodology that
has been used in over five hundred papers [20] including with other Sri Lankan popula-
tions [18] and Asian migrant populations in Australia [3]. Future research could use other
measurements of MHL that address the limitations of vignette-based methodologies.

6. Conclusions

One’s ability to accurately recognise depression is a factor that can facilitate appro-
priate help-seeking behaviours and, in turn, access to effective treatment [51]. The results
demonstrated that Sri Lankan Australians’ ability to recognise depression was compa-
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rable to the general Australian population. As expected, Sri Lankan Australians’ own
experience with depression and younger age were predictive of their ability to recognise
depression. These findings could guide future MHL interventions aimed at increasing
access to mental health services. For example, future interventions could target specific
subpopulations which appear to be less likely to recognise depression, such as older Sri
Lankan Australians or individuals with limited experience with mental health conditions
and treatment. Given the relatively high recognition rate of depression, the current findings
also suggested that there may be other factors that act as barriers to help-seeking among
the Sri Lankan Australian community. For example, pragmatic barriers, stigma and access
to culturally responsive services including translation services and bilingual mental health
professionals may influence help-seeking and need to be further investigated in future
research in order to deepen our understanding of the mental health experiences of the Sri
Lankan Australian population.

Author Contributions: Conceptualisation, A.D., K.F. and G.M.; formal analysis, A.D.; funding
acquisition, A.D.; investigation, A.D.; methodology, A.D. and D.P.; project administration, A.D. and
D.P.; supervision, K.F., C.L. and G.M.; writing—original draft, A.D.; writing—review & editing, D.P.,
K.F., C.L. and G.M. All authors have read and agreed to the published version of the manuscript.

Funding: This study was funded by the Australian Government Research Training Program Scholarship.

Institutional Review Board Statement: The study was approved by Swinburne University Human
Research Ethics Committee (20202610-4168) on 14 April 2020.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Consent for publication in peer-reviewed journals was incorporated in the study consent forms.

Data Availability Statement: The dataset presented in this article is not publicly available, but the
dataset is available from the senior author on reasonable request. Requests to access the dataset
should be directed to Greg Murray, gwm@swin.edu.au.

Acknowledgments: The “Sri Lankan Australians–Let’s Talk About Your Mental Health” research
project was developed and undertaken in collaboration with community groups and organisations.
The authors thank the following community groups and organisations for their assistance in recruit-
ment: Young Sri Lankan Professionals (YSLP), RMIT University Sri Lanka Students’ Association
(RUSLSA), Deakin University Sri Lankan Association (DUSLA), Swinburne Sri Lankan Club (SSC),
The Committee for Sri Lanka Inc, The Sri Lankan Study Centre for the Advancement of Technology
and Social Welfare (SCATS), Foundation of Mindfulness Australia Inc, The Victoria Tamil Senior Citi-
zens Benevolent Society (VTSCBS), LAK-Handa Sri-Lankan Elders Association, Australian Sri Lankan
Association Incorporated (ASLA Inc.), Sri Lankan Community in Canberra, Shakti Mental Health,
Channel 31 Melbourne and Geelong, UNSW SriLankan Society (SLSoc), Sri Lanka Association of
NSW Inc., Lankans Canberra Foundation, Queensland University of Technology Sri Lankan Students
Association (QUT SLSA), Insession Counselling, Tamil Women’s Development Group (TWDG), SBS
Sinhala, ‘Community’ on 3MDR 97.1 FM, and the Sri Lankan Australian Youth Association (SLAYA).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Boufous, S.; Silove, D.; Bauman, A.; Steel, Z. Disability and Health Service Utilization Associated with Psychological Distress:

The Influence of Ethnicity. Ment. Health Serv. Res. 2005, 7, 171–179. [CrossRef] [PubMed]
2. Logan, S.; Rouen, D.; Wagner, R.; Steel, Z.; Hunt, C. Mental health service use and ethnicity: An analysis of service use and time

to access treatment by South East Asian-, Middle Eastern-, and Australian-born patients within Sydney, Australia. Aust. J. Psychol.
2017, 69, 12–19. [CrossRef]

3. Wong, F.K.D.; Lam, Y.K.A.; Poon, A. Depression literacy among Australians of Chinese-speaking background in Melbourne,
Australia. BMC Psychiatry 2010, 10, 7. [CrossRef] [PubMed]

4. Australian Bureau of Statistics. Cultural and Linguistic Characteristics of People Using Mental Health Services and Prescrip-
tion Medications. 2016. Available online: https://www.abs.gov.au/statistics/health/mental-health/cultural-and-linguistic-
characteristics-people-using-mental-health-services-and-prescription-medications/latest-release (accessed on 22 January 2022).

5. Australian Bureau of Statistics. Migration, Australia. 2021. Available online: https://www.abs.gov.au/statistics/people/
population/migration-australia/latest-release (accessed on 20 January 2022).

http://doi.org/10.1007/s11020-005-5785-2
http://www.ncbi.nlm.nih.gov/pubmed/16194002
http://doi.org/10.1111/ajpy.12113
http://doi.org/10.1186/1471-244X-10-7
http://www.ncbi.nlm.nih.gov/pubmed/20082724
https://www.abs.gov.au/statistics/health/mental-health/cultural-and-linguistic-characteristics-people-using-mental-health-services-and-prescription-medications/latest-release
https://www.abs.gov.au/statistics/health/mental-health/cultural-and-linguistic-characteristics-people-using-mental-health-services-and-prescription-medications/latest-release
https://www.abs.gov.au/statistics/people/population/migration-australia/latest-release
https://www.abs.gov.au/statistics/people/population/migration-australia/latest-release


Int. J. Environ. Res. Public Health 2022, 19, 14839 12 of 13

6. Gunasekara, A.; Rajendran, D.; Grant, S. Life Satisfaction of Sri Lankan and Indian Skilled Migrants in Australia. Asian Pac. Migr.
J. 2014, 23, 475–499. [CrossRef]

7. Siva, N. Sri Lanka struggles with mental health burden. Lancet 2010, 375, 880–881. [CrossRef]
8. Wijayaratne, S. After the Violence. J. Relig. Health 2020, 59, 428–430. [CrossRef]
9. Chandradasa, M.; Rathnayake, L.C.; Rowel, M.; Fernando, L. Early phase child and adolescent psychiatry response after mass

trauma: Lessons learned from the Easter Sunday attack in Sri Lanka. Int. J. Soc. Psychiatry 2020, 66, 331–334. [CrossRef]
10. Komesaroff, P.A.; Sundram, S. Challenges of post-tsunami reconstruction in Sri Lanka: Health care aid and the Health Alliance.

Med. J. Aust. 2006, 184, 23–26. [CrossRef]
11. Miller, G. The tsunami’s psychological aftermath. Science 2005, 309, 1030–1033. [CrossRef]
12. Matthias, A.T.; Jayasinghe, S. Worsening economic crisis in Sri Lanka: Impacts on health. Lancet Glob. Health 2022, 10, e959.

[CrossRef]
13. Shoib, S.; Chandradasa, M.; Rathnayake, L.; Usmani, S.; Saeed, F. Children, adolescent, and youth mental health in Sri Lanka in

the context of recent violence, COVID-19, and economic crisis: A call for action. Lancet Reg. Health—Southeast Asia 2022, 2, 100021.
[CrossRef]

14. Bonabi, H.; Müller, M.; Ajdacic-Gross, V.; Eisele, J.; Rodgers, S.; Seifritz, E.; Rössler, W.; Rüsch, N. Mental Health Literacy,
Attitudes to Help Seeking, and Perceived Need as Predictors of Mental Health Service Use. J. Nerv. Ment. Dis. 2016, 204, 321–324.
[CrossRef] [PubMed]

15. Wong, D.F.K.; Cheng, C.-W.; Zhuang, X.Y.; Ng, T.K.; Pan, S.-M.; He, X.; Poon, A. Comparing the mental health literacy of Chinese
people in Australia, China, Hong Kong and Taiwan: Implications for mental health promotion. Psychiatry Res. 2017, 256, 258–266.
[CrossRef] [PubMed]

16. Jorm, A.F.; Korten, A.E.; Jacomb, P.A.; Christensen, H.; Rodgers, B.; Pollitt, P. “Mental health literacy”: A survey of the public’s
ability to recognise mental disorders and their beliefs about the effectiveness of treatment. Med. J. Aust. 1997, 166, 182–186.
[CrossRef] [PubMed]

17. Jorm, A.F. Mental health literacy: Empowering the community to take action for better mental health. Am. Psychol. 2012, 67,
231–243. [CrossRef]

18. Amarasuriya, S.D.; Jorm, A.F.; Reavley, N.J. Depression literacy of undergraduates in a non-western developing context: The case
of Sri Lanka. BMC Res. Notes 2015, 8, 593. [CrossRef]

19. Ediriweera, H.W.; Fernando, S.M.; Pai, N.B. Mental health literacy survey among Sri Lankan Carers of patients with Schizophrenia
and Depression. Asian J. Psychiatry 2012, 5, 246–250. [CrossRef]

20. Furnham, A.; Swami, V. Mental Health Literacy: A Review of What It Is and Why It Matters. Int. Perspect. Psychol. Res. Pract.
Consult. 2018, 7, 240–257. [CrossRef]

21. Gibbons, R.J.; Thorsteinsson, E.B.; Loi, N.M. Beliefs and attitudes towards mental illness: An examination of the sex differences in
mental health literacy in a community sample. PeerJ 2015, 3, e1004. [CrossRef]

22. Wong, D.F.K.; Lam, A.Y.K.; Poon, A.; Chow, A.Y.M. Gender differences in mental health literacy among Chinese-speaking
Australians in Melbourne, Australia. Int. J. Soc. Psychiatry 2012, 58, 178–185. [CrossRef]

23. Farrer, L.; Leach, L.; Griffiths, K.M.; Christensen, H.; Jorm, A.F. Age differences in mental health literacy. BMC Public Health 2008,
8, 125. [CrossRef] [PubMed]

24. Reavley, N.J.; Morgan, A.J.; Jorm, A.F. Development of scales to assess mental health literacy relating to recognition of and
interventions for depression, anxiety disorders and schizophrenia/psychosis. Aust. N. Z. J. Psychiatry 2014, 48, 61–69. [CrossRef]
[PubMed]

25. Tan, G.T.H.; Shahwan, S.; Abdin, E.; Lau, J.H.; Goh, C.M.J.; Ong, W.J.; Samari, E.; Kwok, K.W.; Chong, S.A.; Subramaniam,
M. Recognition of Depression and Help-Seeking Preference Among University Students in Singapore: An Evaluation of the
Impact of Advancing Research to Eliminate Mental Illness Stigma an Education and Contact Intervention. Front. Psychiatry 2021,
12, 582730. [CrossRef] [PubMed]

26. Ghadirian, L.; Sayarifard, A. Depression Literacy in Urban and Suburban Residents of Tehran, the Capital of Iran; Recognition,
Help Seeking and Stigmatizing Attitude and the Predicting Factors. Int. J. Prev. Med. 2019, 10, 134. [CrossRef]

27. Amarasuriya, S.D.; Jorm, A.F.; Reavley, N.J. Quantifying and predicting depression literacy of undergraduates: A cross sectional
study in Sri Lanka. BMC Psychiatry 2015, 15, 269. [CrossRef]

28. Na, S.; Ryder, A.G.; Kirmayer, L.J. Toward a Culturally Responsive Model of Mental Health Literacy: Facilitating Help-Seeking
Among East Asian Immigrants to North America. Am. J. Community Psychol. 2016, 58, 211–225. [CrossRef] [PubMed]

29. Berry, J.W. Acculturation: Living successfully in two cultures. Int. J. Intercult. Relat. 2005, 29, 697–712. [CrossRef]
30. Jang, Y.; Gum, A.M.; Chiriboga, D.A. Knowledge of Depression Among Korean American Older Adults. J. Appl. Gerontol. 2011,

30, 655–665. [CrossRef]
31. Parker, G.; Chan, B.; Tully, L. Recognition of depressive symptoms by Chinese subjects: The influence of acculturation and

depressive experience. J. Affect. Disord. 2006, 93, 141–147. [CrossRef]
32. Santomauro, D.F.; Herrera, A.M.M.; Shadid, J.; Zheng, P.; Ashbaugh, C.; Pigott, D.M.; Abbafati, C.; Adolph, C.; Amlag, J.O.;

Aravkin, A.Y.; et al. Global prevalence and burden of depressive and anxiety disorders in 204 countries and territories in 2020
due to the COVID-19 pandemic. Lancet 2021, 398, 1700–1712. [CrossRef]

http://doi.org/10.1177/011719681402300408
http://doi.org/10.1016/S0140-6736(10)60370-4
http://doi.org/10.1007/s10943-019-00965-w
http://doi.org/10.1177/0020764020913314
http://doi.org/10.5694/j.1326-5377.2006.tb00091.x
http://doi.org/10.1126/science.309.5737.1030
http://doi.org/10.1016/S2214-109X(22)00234-0
http://doi.org/10.1016/j.lansea.2022.100021
http://doi.org/10.1097/NMD.0000000000000488
http://www.ncbi.nlm.nih.gov/pubmed/27015396
http://doi.org/10.1016/j.psychres.2017.06.032
http://www.ncbi.nlm.nih.gov/pubmed/28648988
http://doi.org/10.5694/j.1326-5377.1997.tb140071.x
http://www.ncbi.nlm.nih.gov/pubmed/9066546
http://doi.org/10.1037/a0025957
http://doi.org/10.1186/s13104-015-1589-7
http://doi.org/10.1016/j.ajp.2012.02.016
http://doi.org/10.1037/ipp0000094
http://doi.org/10.7717/peerj.1004
http://doi.org/10.1177/0020764010390431
http://doi.org/10.1186/1471-2458-8-125
http://www.ncbi.nlm.nih.gov/pubmed/18423049
http://doi.org/10.1177/0004867413491157
http://www.ncbi.nlm.nih.gov/pubmed/23744982
http://doi.org/10.3389/fpsyt.2021.582730
http://www.ncbi.nlm.nih.gov/pubmed/34054591
http://doi.org/10.4103/ijpvm.IJPVM_166_18
http://doi.org/10.1186/s12888-015-0658-8
http://doi.org/10.1002/ajcp.12085
http://www.ncbi.nlm.nih.gov/pubmed/27596560
http://doi.org/10.1016/j.ijintrel.2005.07.013
http://doi.org/10.1177/0733464810374468
http://doi.org/10.1016/j.jad.2006.03.002
http://doi.org/10.1016/S0140-6736(21)02143-7


Int. J. Environ. Res. Public Health 2022, 19, 14839 13 of 13

33. Suinn, R.M.; Rickard-Figueroa, K.; Lew, S.; Vigil, P. The Suinn-Lew Asian Self-Identity Acculturation Scale: An Initial Report.
Educ. Psychol. Meas. 1987, 47, 401–407. [CrossRef]

34. Leong, F.T.; Chou, E.L. Developing Brief Versions of the Suinn-Lew Asian Self-Identity Acculturation (SL-ASIA) Scale for
Counseling Research. Asian Am. Pac. Isl. J. Health 1998, 6, 13–24. [PubMed]

35. Edrington, J.; Sun, A.; Wong, C.; Dodd, M.; Padilla, G.; Paul, S.; Miaskowski, C. A pilot study of relationships among pain
characteristics, mood disturbances, and acculturation in a community sample of Chinese American patients with cancer. Oncol.
Nurs. Forum 2010, 37, 172–181. [CrossRef] [PubMed]

36. Baker, A.M.; Soto, J.A.; Perez, C.R.; Lee, E.A. Acculturative Status and Psychological Well-Being in an Asian American Sample.
Asian Am. J. Psychol. 2012, 3, 275–285. [CrossRef]

37. Parker, G.; Chan, B.; Tully, L.; Eisenbruch, M. Depression in the Chinese: The impact of acculturation. Psychol. Med. 2005, 35,
1475–1483. [CrossRef]

38. Nguyen Thai, Q.C.; Nguyen, T.H. Mental health literacy: Knowledge of depression among undergraduate students in Hanoi,
Vietnam. Int. J. Ment. Health Syst. 2018, 12, 19. [CrossRef]

39. Wright, A.; Harris, M.G.; Jorm, A.F.; Cotton, S.M.; Harrigan, S.M.; McGorry, P.D.; Wiggers, J.H.; E Hurworth, R. Recognition of
depression and psychosis by young Australians and their beliefs about treatment. Med. J. Aust. 2005, 183, 18–23. [CrossRef]

40. Reavley, N.J.; Jorm, A.F. Recognition of Mental Disorders and Beliefs about Treatment and Outcome: Findings from an Australian
National Survey of Mental Health Literacy and Stigma. Aust. N. Z. J. Psychiatry 2011, 45, 947–956. [CrossRef]

41. Cicchetti, D.V.; Feinstein, A.R. High agreement but low kappa: II. Resolving the paradoxes. J. Clin. Epidemiol. 1990, 43, 551–558.
[CrossRef]

42. Pallant, J. SPSS Survival Manual a Step by Step Guide to Data Analysis Using SPSS, 4th ed.; Open University Press/McGraw-Hill:
Maidenhead, UK, 2010.

43. Klimidis, S.; Hsiao, F.-H.; Minas, I.H. Chinese-Australians’ Knowledge of Depression and Schizophrenia in the Context of Their
Under-Utilization of Mental Health Care: An Analysis of Labelling. Int. J. Soc. Psychiatry 2007, 53, 464–479. [CrossRef]

44. Jorm, A.F. How the Australian public came to think more like psychiatrists. Aust. N. Z. J. Psychiatry 2021, 55, 135–138. [CrossRef]
[PubMed]

45. Sai, G.; Furnham, A. Identifying depression and schizophrenia using vignettes: A methodological note. Psychiatry Res. 2013, 210,
357–362. [CrossRef] [PubMed]

46. Furnham, A.; Gee, M.; Weis, L. Knowledge of mental illnesses: Two studies using a new test. Psychiatry Res. 2016, 244, 363–369.
[CrossRef]

47. McCormick-Huhn, K.; Warner, L.R.; Settles, I.H.; Shields, S.A. What If Psychology Took Intersectionality Seriously? Changing
How Psychologists Think About Participants. Psychol. Women Q. 2019, 43, 445–456. [CrossRef]

48. Renwick, L.; Pedley, R.; Johnson, I.; Bell, V.; Lovell, K.; Bee, P.; Brooks, H. Mental health literacy in children and adolescents in
low- and middle-income countries: A mixed studies systematic review and narrative synthesis. Eur. Child Adolesc. Psychiatry 2022.
[CrossRef] [PubMed]

49. Spiker, D.A.; Hammer, J.H. Mental health literacy as theory: Current challenges and future directions. J. Mental Health 2019, 28,
238–242. [CrossRef] [PubMed]

50. Kutcher, S.; Wei, Y.; Coniglio, C. Mental Health Literacy: Past, Present, and Future. Can. J. Psychiatry 2016, 61, 154–158. [CrossRef]
51. Wright, A.; Jorm, A.F.; Harris, M.G.; McGorry, P.D. What’s in a name? Is accurate recognition and labelling of mental disorders

by young people associated with better help-seeking and treatment preferences? Soc. Psychiatry Psychiatr. Epidemiol. 2007, 42,
244–250. [CrossRef]

http://doi.org/10.1177/0013164487472012
http://www.ncbi.nlm.nih.gov/pubmed/11567399
http://doi.org/10.1188/10.ONF.172-181
http://www.ncbi.nlm.nih.gov/pubmed/20189922
http://doi.org/10.1037/a0026842
http://doi.org/10.1017/S0033291705005623
http://doi.org/10.1186/s13033-018-0195-1
http://doi.org/10.5694/j.1326-5377.2005.tb06881.x
http://doi.org/10.3109/00048674.2011.621060
http://doi.org/10.1016/0895-4356(90)90159-M
http://doi.org/10.1177/0020764007078357
http://doi.org/10.1177/0004867420978280
http://www.ncbi.nlm.nih.gov/pubmed/33307719
http://doi.org/10.1016/j.psychres.2013.05.004
http://www.ncbi.nlm.nih.gov/pubmed/23712044
http://doi.org/10.1016/j.psychres.2016.06.058
http://doi.org/10.1177/0361684319866430
http://doi.org/10.1007/s00787-022-01997-6
http://www.ncbi.nlm.nih.gov/pubmed/35570227
http://doi.org/10.1080/09638237.2018.1437613
http://www.ncbi.nlm.nih.gov/pubmed/29436864
http://doi.org/10.1177/0706743715616609
http://doi.org/10.1007/s00127-006-0156-x

	Background 
	The Present Study 
	Methods 
	Design, Participants and Setting 
	Survey Development 
	Measures 
	Demographics 
	Personal Experience with Depression 
	Acculturation 
	Recognition of Depression 

	Procedure 
	Coding of Responses for the Recognition of Depression Question 
	Statistical Analyses 

	Results 
	Descriptive Findings and Sample Characteristics 
	Recognition of Depression 
	Predictors of Recognition of Depression 

	Discussion 
	Predictors of Recognition of Depression 
	Limitations 

	Conclusions 
	References

