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Abstract 

Problem 

The increasing incidence of suicide in recent years is a major public health concern in the United 

States (Centers for Disease Control and Prevention, 2018). The rate of suicide in rural areas 

continues to exceed that found in metropolitan areas (Hirsch & Cukrowicz, 2014; Singh & 

Siahpush, 2002). Specifically, a recent survey shows the rate of suicides in rural counties was 1.8 

times the rate of urban counties (Centers for Disease Control and Prevention). It is important to 

gain a deeper understanding of factors that influence the increased rate of suicide in rural areas in 

order to develop and implement effective interventions. The current study’s purpose is to 

compare urban and rural individuals’ stigma and attitudes towards seeking professional mental 

health services and its effects on their willingness to seek help for suicide. Specifically, 

researchers want to see if self-stigma, public stigma, and attitudes toward seeking professional 

help are mediating variables for individual’s willingness to seek help for suicide.  

Hypotheses 

The primary hypotheses examined in this study were: 1) to determine if the effect of public 

stigma on willingness to seek help for suicide is mediated by self-stigma; and 2) if the effect of 

self-stigma on willingness to seek help for suicide is mediated by attitudes towards seeking 

psychological professional help. Additional hypotheses include identifying rural-urban 

differences on each variable measured including public stigma, self-stigma, attitudes towards 

mental health, and willingness to seek formal and informal help for suicide.  

Methods 
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Participants received the following questionnaires to measure the variables of interest: a rurality 

measure (Albin, 2011), two adapted versions of the Mental Health Help-Seeking Intention Scale 

(Hammer and Spiker, 2018), Attitudes Toward Seeking Professional Psychological Help Scale – 

Short Form (ATSPPHS) (Fischer and Farina, 1995), Perceptions of Stigmatization of Others for 

Seeking Psychological Help Scale (PSOSHS) (Vogel, Wade, and Ascheman, 2009), and the Self-

Stigma of Seeking Help (SSOSH) (Vogel, Wade, & Haake, 2006). Participants received the 

questionnaires in a randomized order.  

Results 

Multiple regression analyses were conducted to assess whether the effect of public stigma on 

willingness to seek help for suicide was mediated by self-stigma, and if the effect of self-stigma 

on willingness to seek help for suicide was mediated by attitudes towards seeking psychological 

professional help. Neither mediation model was significant as self-stigma did not significantly 

mediate the relationship between public stigma and willingness to seek help for suicide, and 

attitudes toward seeking help did not significantly mediate the relationship between self-stigma 

and willingness to seek help. In addition, across the multiple independent samples t-tests 

assessing urban-rural differences on stigma and willingness to seek help for suicide no 

significant differences were found.   

Conclusion  

The lack of urban-rural differences in the current study suggests urban and rural individuals have 

similar attitudes toward mental health, self-stigma, public stigma and willingness to seek help for 

suicide. Potential explanations for a lack of identified differences are offered.   
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Urban-Rural Differences in Attitudes Toward Mental Health, Stigma and Willingness to  

Seek Treatment for Suicide 

Suicide is a major public health concern in the United States as suicide rates are up 33% 

from 1999 to 2017, specifically, from 10.5 to 14.0 per 100,000 (Centers for Disease Control and 

Prevention [CDC], 2018). Suicide is the second-leading cause of death for people in the United 

States ages 10-34 and the fourth-leading cause of death for ages 35-54 (CDC, 2018). Suicide risk 

is influenced by several demographic characteristics such as age, gender, and socioeconomic 

status. Despite the fact that the completed suicide rates in rural areas have consistently been 

higher compared to metropolitan areas for several decades (Hirsch & Cukrowicz, 2014; Singh & 

Siahpush, 2002), the influence of geographic location has received much less attention than other 

risk factors and is often discounted. Specifically, in 2017, the rate of completed suicides in rural 

counties was 1.8 times the rate of urban counties (CDC, 2018).    

 Higher rates of suicide in rural areas compared to urban areas are a national and 

international concern, with recent research supporting the urban to rural difference coming from 

a number of different countries such as the United States, Australia, China, Japan, and India 

(Hirsch & Cukrowicz, 2014). Paradoxically, some research shows a lower prevalence and 

incidence of suicide-related mental health concerns in rural areas (Paykel, Abbott, Jenkins, 

Brugha, & Meltzer, 2003).  In recognition of higher suicide rates in rural areas, research focusing 

on risk factors and interventions for suicide in rural areas has recently increased (Hirsch & 

Cukrowicz, 2014). 

A conceptual model focused on suicide in rural areas illustrates that completed suicides 

are the product of several inter-related components (Stark, Riordan, & O’Connnor, 2011). The 

model proposed by these authors starts by identifying factors influencing suicide rates that are 
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present in both urban and rural settings including gender, poverty, mental illness, substance 

misuse, biological factors, coping skills, and media coverage. Following consideration of factors 

common across settings, additional components of the model are the occurrence of stressors, 

factors that affect support, helplessness, decision to self-harm, and likelihood of death. Stark et 

al.’s (2011) model also emphasizes factors that may be specifically relevant to suicide rates in 

rural settings, including the influence of stigma towards mental health and cultural norms on 

help-seeking. Before delving into possible explanations for differential rates of suicide in rural 

versus urban areas, clarifying the definition of what is considered rural is important. Within the 

rural psychology literature, a decades long dispute exists over how rural should be defined.  

Defining Rural  

While some researchers have defined rural as people who live in communities having less 

than 50,000 residents (Cantrell, Valley-Gray, & Cash, 2012), other researchers have set a cut-off 

as low as 5,000 residents per county. Despite the population employed, a drawback of definitions 

that rely on dichotomous categories based on population of current residence is that they ignore 

potential influences of population density (Provorse, 1996a). Another commonly used approach 

is to define rural based on the US Department of Agriculture’s (USDA) Rural-Urban Continuum 

Codes (RUCCs; Nestadt, Triplett, Jowler, & Mojtabai, 2017). The RUCCs approach expands 

beyond the dichotomous urban-rural distinction based on a single population-based cut-off point 

by utilizing a scale of 1-9 based on population density as well as adjacency to an urban area 

(USDA, 2013). The lower numbers designate the most urban locales, and the higher numbers are 

the most rural. For example, using the RUCCs model, persons living in a county that shares a 

border with a metropolitan area would be classified as “rural adjacent” while persons living in a 

rural county where a “buffer” of at least one other county separates residents from a metropolitan 
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area would be classified as “rural non-adjacent.”  A similar, but even more extended, approach 

used by researchers to define rurality is to employ the Urban Influence Codes, which place each 

U.S. county into one of 12 categories based on population density and their proximity to a 

metropolitan county (Searles, Valley, Hedegaard, & Betz, 2014). Like RUCCs, the lower codes 

indicate urban areas and higher codes indicate rural areas (USDA, 2013).  

Critiques of the rural psychology literature have identified limitations with all prior 

approaches used to establish rurality (Provorse, 1996a; Provorse 1996b). Most importantly, the 

prior definitions miss important factors that influence rurality such as the constant migration in 

and out of rural counties (Provorse, 1996a). As the codes previously described focus on current 

residence, a person who spent their whole life in a rural county, but recently moved to and 

currently resides in metropolitan city, would be categorized as urban. Another major concern is 

the differential assignments of persons who differ only slightly based on the cut-off points 

established in the most commonly used classification systems, creating a problem because the 

population difference may be quite small, but result in placement in two different categories 

(Provorse, 1996a). For example, if the definition of a metropolitan area is designated as “over 

100,000 people,” a person living in a location with 99,999 people would be categorized as “non-

metropolitan.” Conversely, if the definition of rural is a population of less than 5,000, a person 

living in a community of 5,001 persons would be categorized as “non-rural.” 

When considering how individuals should be classified in regard to rural versus urban, 

previous research has identified additional variables that could be included. These variables 

strive to capture aspects of the “rural mindset” that incorporate cultural similarities distinct from 

urban individuals, and not based exclusively on population of current residence (Provorse, 

1996a). An individual’s rural mindset includes a set of values, beliefs, and attitudes that are 
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different from those an urban person holds (Provorse 1996b). An individual’s current residence 

may not capture essential aspects of what being a “rural person” means, as it does not consider 

their previous residence, especially during particularly influential and formative times in their 

lives. To address these concerns, Provorse (1996a) included an individual’s hometown (the place 

they were born) and their parents’ hometown as variables to consider when attempting to identify 

persons likely to possess the “rural mindset.” 

Another variable Provorse (1996a) proposed as an important factor of rurality is what he 

labeled “farm influence.” The “farm influence” variable was assessed by obtaining how much 

time a person has spent living in an inarguably rural farm or ranch setting. Including farm 

influence can be beneficial, especially when assessing the relative rurality of an individual whose 

current residence is urban, but whose beliefs and values were shaped while living “on the farm” 

(Provorse, 1996a). In addition, adding the “farm influence” factor can help classify an individual 

who might currently reside in a rural area, but whose experience has been relatively detached or 

separate from the farm or ranch lifestyle.  Including farm influence helps to mediate the effects 

of frequent migration to and from rural areas. Provorse (1996a) also identified a purely 

subjective rating of rurality that improved the identification of persons who espouse beliefs and 

values consistent with the rural mindset.  The current study will employ more multi-faceted 

definitions of rurality based on Provorse’s findings and utilized in previous research (Albin, 

2011) in an effort to minimize the confusion caused by the potential misclassification of some 

individuals when population of current residence is used as the exclusive measure of urban or 

rural status.  

Gender Differences  
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Research has consistently identified distinct gender difference with regards to suicide 

rates, with males having a higher suicide rate than females. Specifically, in 2017 the rate of 

completed suicide for males was 22.4 deaths per 100,000 standard population, while the rate of 

completed suicide for females was 6.1 deaths per 100,000 standard population (CDC, 2018). 

While men have a higher rate of completed suicide, women attempt suicide more often than men. 

In 2017, women engaged in suicide attempts 1.4 times more often than men (American 

Foundation for Suicide Prevention, 2019).  

Current research shows the gender difference in the rate of suicides holds in rural areas as 

well (Hirsch & Cukrowicz, 2014; Nicholson, 2008; Searles, et al. 2014; Stark et al. 2011), such 

that the suicide rate for males in rural areas is higher than for females. A potential explanation 

for the difference given by researchers is the strict gender roles placed on males by rural society 

(Judd, Cooper, Fraser, & Davis, 2006).  These gender-based societal expectations may lead rural 

men to feel more inadequate when they fail to live up to the standards embedded in the male 

stereotypes (e.g., being reliable economic provider, independent, physical strength, being 

“tough” and emotionally resilient). In addition, men in rural areas may hold negative attitudes 

towards mental health such as viewing the need for mental health services as a sign of mental 

weakness, potentially preventing them from seeking help.  

Previous research supports a difference between rural men and rural women regarding the 

degree of stigma attached to seeking mental health services (Jones et al., 2011). Specifically, 

rural men were found to have higher levels of public stigma than women. If men are perceiving 

higher levels of public stigma surrounding mental health, they might be more likely to also have 

higher levels of self-stigma, based on the finding that public stigma predicts self-stigma (Vogel 

et al.2007). Previous research suggests that the relationship between public-stigma and self-
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stigma is stronger for men than for women (Vogel et al. 2007). Despite the presence of public 

stigma in rural women, when faced with a personal crisis the relative absence of self-stigma may 

allow rural women to seek help. In contrast, the high rate of self-stigma combined with high 

public stigma may prevent rural men from seeking services (Vogel et al.2007). Therefore, when 

comparing the influences of gender and urban-rural status, higher levels of stigma that result in 

lower rates of help seeking should be found in rural men. Greater stigma and more negative 

attitudes towards seeking mental health might account for the higher suicide rates among rural 

men. 

Willingness to Seek Help 

 Compared to urban persons who commit suicide, rural individuals who commit suicide 

are less likely to have been under the care of a mental health professional at the time of their 

death (Snearles et al., 2014). Specifically, while 33.6% of urban individuals are in treatment 

when they complete suicide, only 32.6 percent of rural adjacent and 29.3 percent of rural non-

adjacent individuals were in treatment for a mental health problem at the time of their death. 

The scholarly literature on mental health help-seeking behavior has also differentiated 

between “formal” treatment provided by licensed mental health professionals, and “informal” 

help provided by non-mental health trained persons (e.g., family, neighbors, clergy).  Research 

has demonstrated that informal help-seeking has been shown to predict suicide rates in that the 

more willing someone is to seek informal help, the less likely they are to commit suicide 

(Reynders, Kerkhof, Molenberghs, & Van Audenhove, 2016). 

Despite the comparatively high suicide rates in rural areas, research on willingness to 

seek help for suicide comparing rural and urban individuals is scarce. The one recent study that 

investigated urban vs. rural differences in willingness to seek mental health services (Stewart, 



URBAN-RURAL DIFFERENCES IN WILLINGNESS TO SEEK TREATMENT FOR SUICIDE 12 

 

 

 

Jameson, & Curtin, 2015) failed to find a difference between older adults in rural and urban 

areas. This single utilized a broader definition of mental health and did not specifically address 

suicide risk. In the current author’s review of the recent literature, no studies were identified 

comparing rural and urban individuals’ willingness to seek professional help for suicide. If the 

difference between rural and urban individuals’ willingness to seek mental health services 

extends to, and is possibly even more pronounced with, suicidality, interventions in rural 

communities designed to increase willingness to seek help could place particular emphasis on 

suicide prevention.  

Previous research suggests stigma and attitudes towards seeking help influence an 

individual’s willingness to seek professional help (Vogel et al., 2007). However, the link is 

currently only found for willingness to seek help for general and non-life-threatening mental 

health issues.  Further investigation of elements in Stark et al.’s (2011) model that are less well 

understood is important because of the established increased incidence of suicide in rural areas in 

recent years. To improve the effectiveness of suicide prevention efforts in rural areas, researchers 

need a complete understanding of elements such as the willingness to seek mental health services 

that contribute to the increased rate of suicide in rural areas. In addition, researchers also need to 

understand the role of stigma on willingness to seek help for suicide. 

Stigma 

A factor that could explain the difference between rural and urban individuals’ 

willingness to seek mental health services for suicide is stigma toward seeking services. Stigma 

associated with mental health is made up of stereotyping, prejudice, and discrimination 

(Corrigan, 2004).  Stigma can be split into two forms: public stigma and self-stigma. Both have 

been shown to contribute to an individual’s proclivity for avoiding seeking services for mental 
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health concerns.  Public stigma is the stereotyping, prejudice, and discrimination of the public 

towards a group. In other words, the concept of public stigma suggests a person may choose to 

not pursue mental health services because of concerns that it might tarnish their reputation 

among other members of the local community. Self-stigma is the internalization of public stigma 

in that over time, and as a result of socialization into the values and morals of their family, 

friends and neighbors, a person may come to judge themselves using the same standards applied 

by members of the local community (Corrigan, 2004). Though separate, public and self-stigma 

interact with each other to affect individuals’ decision to seek treatment; and Corrigan’s theory 

suggests that individuals refuse to seek treatment in efforts to escape public and self-stigma.  

 In summary of previous research on the stigma of seeking psychological help, it is important to 

treat public stigma and self-stigma as separate, but interrelated, factors. While a person with low 

public stigma could still be reluctant to seek services due to high self-stigma, a person exposed to 

high public stigma could override its influence by maintaining low self-stigma; the more 

common relationship is that public stigma promotes self-stigma (Corrigan, 2004). The product of 

the combined types of stigma influences attitudes towards seeking psychological help, which, in 

turn, could predict willingness to seek help (Vogel et al., 2007). Research by Rost, Smith, and 

Taylor (1993) showed that rural individuals are less likely to seek treatment because more 

negative public labeling is associated with treatment-seeking while the negative public labeling 

has no impact on treatment seeking for urban persons.  

Unlike previously mentioned research, some studies found no association between 

perception of stigma from the public and willingness to seek professional help (Judd, Cooper, & 

Davis, 2006; Komiti et al., 2006). However, in the study by Komiti et al. (2006), researchers 

looked only at public stigma. Results of other studies support Corrigan’s (2004) suggestion to 
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treat perceived public stigma and self-stigma separately. While at least theoretical support for 

how the internalization of public stigma would predict willingness to seek help exists, the most 

reliable research findings show self-stigma as a stronger indicator of willingness to seek help 

than perceived public stigma (Vogel et al., 2007). Higher levels of self-stigma have been 

specifically identified as a strong predictor of higher suicide rates (Reynders et al., 2015).  

However, Reynders et al. (2015) also found that the association between self-stigma and suicide 

was mediated by informal help-seeking. Therefore, additional research is needed to help clarify 

the relationships between public stigma, self-stigma, and suicide rates. Specifically, research on 

the relationship between stigma and suicide is needed in rural settings as the dynamics between 

public-stigma and self-stigma may manifest differently and have a different impact on help-

seeking behavior for rural persons.  

Most studies focused on the connection of stigma and willingness to seek help have 

looked at help-seeking for mental health problems as a whole. Looking at the connection 

between self-stigma and willingness to seek help for suicidal thoughts and behaviors could help 

clinicians understand the differences in rural and urban suicide rates. Researchers have identified 

that self-stigma is positively associated with suicide rates (Reynders et al., 2015). Currently, no 

studies have compared influences of public and self-stigma on rural and urban individual’s 

willingness to seek help specifically for suicide. More research is needed to focus on the 

relationship between self-stigma and formal help-seeking for suicidal risk among rural persons.  

 Several effects of stigma surrounding seeking psychological help are quite prevalent, and 

may be even more pronounced among rural persons. Individuals with mental health concerns 

may fear experiencing difficulty obtaining and keeping employment and housing due to 

discrimination from employers and landlords (Corrigan, 2004). Thus, stigma could be 
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exacerbated in a rural area where opportunities for employment and housing are more limited 

than in urban areas. Additionally, seeking services is more difficult to hide in rural areas. Rural 

individuals might choose to avoid seeking services altogether rather than risk being seen and 

subjected to stigma from members of the local community.  

Previous research has documented that stigma surrounding mental health issues is greater 

in rural areas (Fuller, Edwards, Procter, & Moss, 2000; Hammer, Vogel, & Heimerdinger-

Edwards, 2013; Jones, Cook, & Wang, 2011; Stewart, Jameson, & Curtin, 2015). One study 

found a connection between rural men’s conformity to masculine norms and self-stigma, in that 

masculine norms were linked to higher self-stigma (Hammer et al., 2013). When Fuller et al. 

(2000) interviewed participants, a theme of the stigmatization of mental illness arose. Findings 

from Fuller et al.’s (2000) study suggests that in rural areas the community engages in 

stereotyping and discrimination of individuals who are considered to have a mental illness or 

sought help for mental health. Jones et al. (2011) specifically examined stigma surrounding 

depression, and found heightened stigma only in rural males, not in rural females. Other research 

has adopted a broader focus on stigma associated with seeking mental health services. Komiti et 

al. (2006) reported the majority of rural participants believed that individuals in their community 

would gossip about someone with a mental illness, adding they would be wary of someone who 

had been hospitalized for a mental illness. 

Attitudes Toward Seeking Professional Help 

Individuals might be more willing to seek help for psychological problems when they 

have more positive attitudes towards seeking psychological help (Komiti, Judd, & Jackson, 

2006). Previous research supports a difference between urban and rural individuals’ attitudes 

towards mental health (Hammer et al., 2013; Stewart et al., 2015), with rural individuals holding 
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more negative attitudes than urban individuals.  In possible explanation, previous research has 

posited that rural individuals may have lower psychological openness than their urban 

counterparts, suggesting that individuals in a rural community might hold an expectation that one 

should deal with psychological problems privately and independently (Stewart et al., 2015).  

Fuller et al. (2000) also identified this theme of self-reliance among their rural participants. 

Consistent with these rural traits, Stewart et al. (2015) found a difference between rural and 

urban individuals on two of the three factors assessed by measures of attitudes towards mental 

health. Urban and rural isolated individuals only differed on measures of psychological openness 

and indifference to stigma. They did not differ on a measure of help-seeking propensity, 

suggesting rural persons may be just as likely as urban persons to seek help regardless of stigma.  

A quite recent study provided conflicting findings, with no significant differences found 

between urban and rural individuals in attitudes towards seeking professional help (Dschaak & 

Juntunen, 2018). Interestingly, these researchers employed a definition of rurality based on the 

participant’s subjective description of their hometown and current residence. When allowed to 

self-identify as rural or urban, differences identified in previous research using location of 

current residence to define rural-to-urban status may dissipate. The current study will utilize a 

multi-factored definition of rurality that includes subjective elements, but excludes current 

residence.   

Specifically, when researchers have differentiated rural persons into the two categories of 

rural adjacent (defined as living in a county that shares a border with a more metropolitan 

county) and rural isolated (defined as a county where at least one other county separates the 

person’s residence from a metropolitan county), differences in individuals’ attitudes toward 

seeking mental health services have been identified when comparing the two groups with the 
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most notable separation--urban compared to rural isolated. However, no differences were found 

between urban and rural adjacent individuals (Stewart et. al., 2015). These findings suggest that 

the geographic location of the residence could make an important difference, as proximity to an 

urban center may reduce some of the barriers to seeking mental health services experienced by 

more geographically-isolated rural persons.    

While research has shown that positive attitudes toward seeking help have been linked to 

a higher willingness to actually seek mental health services (Komiti et at. 2006; Vogel 2007),  

rural persons who may view help-seeking as a personal weakness may have a lower willingness 

to seek help. Rural persons have shown a preference for dealing with mental health problems on 

their own or by seeking informal help from people such as family or friends (Komiti et at., 

2006). Komiti et al. (2006) reported the majority of rural persons consider pursuing formal help 

as a last resort.  

If individuals are holding these attitudes towards seeking help, they may be less inclined 

to seek professional help for suicidal thoughts and behaviors. Instead, they might believe that 

having thoughts about suicide is a personal weakness and that they should deal with it 

themselves rather than seek help. If a link in rural areas between attitudes towards seeking 

professional help and willingness to seek help for suicide is found, community interventions 

could focus on increasing positive attitudes towards seeking help as a mechanism for reducing 

the incidence of suicide in rural areas. 

Current Study 

The intent of the current study was to investigate the association between public stigma, 

self-stigma, attitudes towards seeking psychological professional help, and willingness to seek 

help with a specific focus on suicidal thoughts and behaviors. The aims of the current study are 
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threefold: first, to explore whether a difference between urban and rural individuals’ willingness 

to seek help for suicidal thoughts and behaviors is present; second, to explore whether stigma 

(public and self) and attitudes towards mental health seeking influences rural individuals’ 

willingness to seek help for suicide; and lastly, given the evidence for gender differences in 

suicide as well as stigma, to examine rural gender differences in individuals’ self-stigma and 

attitudes toward help-seeking and their willingness to seek help for suicide.  

Previous research is mixed on the definition of rurality. For the current study, rurality will 

be defined using a combination of variables identified in previous research (Provorse, 1996a) and 

will adopt a model and scoring system utilized by Albin (2011). The variables that will be 

incorporated into this composite definition are one’s own hometown, parents’ hometowns, farm 

influence, and a subjective rating of self-reported rurality. 

The current study will test the following hypotheses: 

1. Rural participants will report being less likely than urban participants to seek 

treatment for suicidal thoughts and behaviors.  

2. Rural participants will have greater self-stigma, public stigma, and more 

negative attitudes toward seeking treatment than urban participants. 

3. Participants classified as rural will be more willing to seek informal help than 

formal help. 

4. Rural men will have greater self-stigma, more negative attitudes toward 

seeking help, and will be less willing to seek help for suicide in comparison to 

rural women. 

5. The effect of public stigma on willingness to seek help for suicide will be 

mediated by self-stigma. The effect of self-stigma on willingness to seek help 
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for suicide will be mediated by attitudes towards seeking psychological 

professional help.  

Method 

Participants 

 To fulfill the need for a sample with a near-to-equal number of persons classified as 

urban and rural, 77 participants were recruited from three sources. First, students enrolled in 

introductory psychology classes at a small midwestern university located in a metropolitan 

county were accessed with the assumption that participants acquired from this setting would  

likely be classified as “urban.” To ensure the presence of a sufficient number of persons who 

would be classified as “rural,” participants were recruited from psychology and humanities 

classes at a separate midwestern community college that was located in a more rural county. 

Third, participants were recruited from Facebook by posting on the author’s social media page. 

Demographics of the participants included a mean age 22.18 (SD = 9.49) within an age range 

from 18 to 72. The gender ratio across the entire sample of participants was 74.0% female and 

23.4% male. Among the 28 participants eventually classified as rural, 22 (78.6%) participants 

self-identified as female, with only 6 (21.4%) participants self-identifying as male. The gender 

ratio among the 47 participants classified as urban was quite similar, with, 35 (74.5%) females 

and 12 (25.5%) males. Cultural diversity was limited, with as much as 89.6% self-identifying as 

White/Caucasian. When the multi-pronged definition of rurality was employed to assign each 

participant a score along the rural-to-urban continuum, a tri-partite split of the sample produced 

27 participants classified as urban, 28 as rural, and 22 as occupying the space between urban and 

rural.   

Procedure 
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Participants were recruited via self-selection from the two different college setting 

previously described. Participants from the university setting were enrolled in introductory 

psychology courses and received course credit for the completion of the study. Participants from 

the community college were recruited from announcements posted in their classes and did not 

receive course credit for their participation. Participants recruited through a Facebook post with a 

short description of the study asking for voluntary participants. All participants accessed this 

study through Qualtrics.com and were first given an informed consent to read and sign (See 

Appendix A for university sample, Appendix B for community college sample, and Appendix C 

for Facebook sample). If participants consented to participate, they received the following 

questionnaires: demographics, Rural Versus Urban Status Questionnaire (Albin, 2011), Mental 

Help-Seeking Intention Scale (MHSIS; Hammer & Spiker, 2018),  Attitudes Toward Seeking 

Professional Psychological Help Scale – Short Form (ATSPPHS; Fischer & Farina, 1995), 

Perceptions of Stigmatization of Others for Seeking Psychological Help Scale (PSOSHS; Vogel, 

Wade, & Ascheman, 2009), and Self-Stigma of Seeking Help questionnaire (SSOSH; Vogel, 

Wade, & Haake, 2006). All participants completed the demographics page first, followed by the 

other four measures administered in randomized order using Qualtrics question randomization 

function. After completing the questionnaires, participants received a debriefing form (see 

Appendix D) that included contact information for the researchers as well as resources for mental 

health concerns.  

Measures 

 Demographics and Rurality Measures. Basic demographic information of self-identified 

gender, age ,ethnicity and year in school was obtained. To measure rurality, researchers used the 

Rural versus Urban Status Questionnaire (Albin, 2011), (see Appendix E). The demographic 
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form used in the study was created by Albin (2011) to determine age, gender, and rural, non-

metro, or urban status. This form was created based on previous research (Provorse, 1996) in 

order to encompass multiple facets of rurality. The form consists of eleven questions that address 

the four elements of rurality. The four elements included in the questionnaire are the 

participant’s own hometown, their parents’ hometown, farm influence, and a subjective rating of 

self-reported rurality.  

 Consistent with the scoring of the questionnaire employed by Albin (2011), the three 

variables based on hometowns were scored using the Rural-Urban Continuum Codes (RUCCs). 

Question one was used to identify participants’ hometowns. The city and state provided by each 

participant were used to identify the county which then was coded using the assigned codes per 

the USDA’s 2013 data set. While Albin (2011) used the 2003 Rural-Urban Continuum Codes, 

the current study used the RUCCs that had been updated in 2013 (USDA, 2013), which 

categorizes counties based on population size and whether the county is adjacent to one or more 

metropolitan areas. Counties are considered metropolitan if they are coded 1-3 and non-

metropolitan if they are coded 4-9. For the purposes of this study, to be consistent with Albin’s 

(2011) original questionnaire, counties with RUCC codes of 1, 2, and 3 were considered urban 

and assigned a score of 1; RUCC codes of 4, 5, and 6 were considered non-metro and assigned a 

score of 2; and RUCC codes of 7, 8, and 9 were considered rural and assigned a score of 3.  

 Questions 3 asked participants to provide their father’s hometown, and Question 4 asked 

for mother’s hometown. in the form of city and state, which was then used to identify the county. 

Then, researchers assigned a RUCC code from the 2013 data set. The two codes for the parents 

were added together and then divided by two to create an average of parent hometown. Again, 

counties with RUCC codes 1, 2, and 3 were considered urban and assigned a score of 1; RUCC 
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codes of 4, 5, and 6 were considered non-metro and assigned a score of 2; and RUCC codes of 7, 

8, and 9 were considered rural and assigned a score of 3. 

 Farm influence was measured by Question 6, which asked participants how much time 

they spend on a farm each year. Farm influence was scored as follows: no time on the farm was 

scored a 1, less than one month was scored a 2, and more than one month was scored a 3. These 

scores reflect the assumption that scores of 1 represent a primarily urban status, and scores of 3 

represent more familiarity with farm settings.  

 Subjective rating of rurality was obtained through three questions, numbers 2, 5, and 7. 

Item 2 reflected how the participants viewed themselves according to the following labels: with a 

score of 1 (city person), 2 (suburban person), 3 (small-town person), 4 (country person), and a 

non-scored response option of “I don’t think of myself in such terms.” Item 5 reflected where the 

individual would prefer to live on a 6-point continuum ranging from 1(very rural) to 6 (very 

urban). Item seven was the purely subjective rating in which participants rated themselves on a 

6-point continuum ranging from 1 (urban) and 6 (rural). A total score reflecting the three 

subjective rating questions was obtained by reverse scoring items 5 and 7 and then summing 

across the three items and dividing the sum by 3. Mean scores derived from the three subjective 

rating items were then converted using these ranges: mean scores 1 to 2.33 were coded as a 1 

(most urban), 2.67 to 3.67 were coded as a 2 (non-metro) and scores greater than or equal to 4 

were coded as a 3 (most rural). “I don’t think of myself in such terms” responses were excluded 

from the calculations.   

 Participants’ overall rating determined their rurality and the group that they were placed 

into for analysis. To calculate the overall rating, researchers summed the four scores derived 

from the seven rurality items as described above and then divided the sum by 4. Scores of 1 to 
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2.58 were coded as 1, which made up the urban group; scores of 2.59 to 3.32 were coded as 2, 

which made up the non-metro group; and scores of 3.33 to 6 were coded as a 3 which made up 

the rural group.  

Attitudes Toward Seeking Professional Psychological Help. The Attitudes Toward 

Seeking Professional Psychological Help Scale – Short Form (ATSPPHS; Fischer & Farina, 

1995) was used to measure attitudes toward seeking formal help (see Appendix F). The 

ATSPPHS was developed by Fischer and Farina (1995) to measure an individual’s attitudes 

toward seeking psychological help. The ATSPPHS is a 10-item revised version of Fischer and 

Turner’s (1970) original 29-item measure. Participants responded to the 10 items using a 4-point 

scale ranging from 1 (disagree) to 4 (agree). After reverse-scoring items 2, 4, 8, 9, and 10, the ten 

items are summed to create a score ranging from 10 to 40. Higher scores indicate more positive 

attitudes toward seeking help. An example of a non-reverse scored item is “If I believed I was 

having a mental breakdown, my first inclination would be to get professional attention;” a 

reverse-scored item is “The idea of talking about problems with a psychologist strikes me as a 

poor way to get rid of emotional conflicts.” The correlation between the shortened revised scale 

and the original scale has been reported as r =.87. The creators of the shortened scaled have 

reported good test-retest reliability as r = .80 and strong internal consistency as alpha = .84. 

Favorable internal consistency has also been reported by Vogel et. al. (2006) with alpha = .82 

and .81; and Dschaak and Juntunen (2018) with alpha = .90. The internal consistency in the 

current study was alpha = .80.  

Public Stigma. To measure public stigma, researchers used the Perceptions of 

Stigmatization of Others for Seeking Psychological Help Scale (PSOSHS; Vogel, Wade, & 

Ascheman, 2009), (see Appendix G).  The PSOSHS was developed to measure an individual’s 
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perception of whether seeking psychological help would be stigmatized by others. The PSOHS 

has been used in studies comparing urban and rural populations (Dschaak & Juntunen, 2018). A 

longer 21 item POSHS has identified a significant difference between rural and urban older 

adults in previous research (Stewart. et. al, 2015).  The current scale is a 5-item measure that 

utilizes a 5-point response format ranging from 1 (not at all) to 5 (a great deal). Items are 

summed to produce total scale scores in the range of 5 to 25 with higher scores representing 

greater perceived stigma from others. Although limited in scope, strong psychometrics have been 

reported, with test – retest reliability over a three-week period as r = .77. Reported internal 

consistency include alpha = .84 and .85 by the original authors, and alpha = .94 by Dschaak and 

Juntunen (2018). The internal consistency in the current study was alpha = .91.  

  Self-Stigma. To measure self-stigma, researchers used the Self-Stigma of Seeking 

Help questionnaire (SSOSH; Vogel, Wade, & Haake, 2006), (see Appendix H). The SSOSH was 

created by researchers Vogel, Wade, and Haake, based on Corrigan’s (2004) conceptualization 

of self-stigma and it is intended to measure the self-stigma associated with seeking psychological 

help. The SSOSH has been used in previous research to compare urban and rural individuals 

(Dschaak & Juntunen, 2018) and has identified a significant difference between rural and urban 

older adults (Stewart. et. al, 2015). The SSOSH is a 10-item measure that uses a 5-point response 

format ranging from 1 (strongly disagree) to 5 (strongly agree). The responses are summed to 

produce total scale scores ranging from 10 to 50, with higher scores indicating more severe 

levels of self-stigma. The limited psychometrics reported have been favorable, as the original 

authors reported test-retest reliability of r = .72 over a 2-month period, and internal consistency 

across multiple studies ranging from alpha = .91 and .89. Stewart et. al. (2015) reported 
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somewhat lower internal consistency at alpha = 75. The internal consistency in the current study 

was alpha = .88.   

Willingness to Seek Help for Suicide. To measure participants’ willingness to seek help 

for suicidal ideation, the current researcher adapted the Mental Help-Seeking Intention Scale 

(MHSIS), originally developed by Hammer and Spiker (2018). (See Appendix I for the Seeking 

Help for Suicide adaptation of the MHSIS). To make the measure consistent with the purposes of 

the current study, researchers gained permission to change the wording of the questions to create 

parallel adaptations of the MHSIS. To address willingness to seek help for suicidal thoughts and 

behaviors, the adaptation was limited to changing the wording of items that referenced “mental 

health concerns” to “suicidal thoughts and behaviors.” For example, the item that read “If I was 

experiencing mental health concerns” was adapted to read “If I was experiencing suicidal 

thoughts or behaviors.”  

To address willingness to seek informal help for suicidal thoughts and behaviors, the 

questionnaire was adapted to ask about an informal source of help instead of a mental health 

practitioner. In this version, the adaptation was limited to changing the instructions from “mental 

health professionals” to “an informal help source such as clergy, a member at church, a family 

member, a friend, or a general health practitioner.” The prior changes to address suicidal 

thoughts and behaviors were retained in the items that assessed informal help. At the end, 

participants were asked to specify which informal source they would use. (See Appendix J for 

the Seeking Informal Help adaptation of the MHSIS).  

 On both adaptations of the MHSIS, participants responded to the three items 

using a 7-point Likert scale ranging from 1 (definitely false) to 7 (definitely true). To calculate 

the score, responses to the three items are summed and divided by three which produces a mean 
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score ranging from 1 to 7 with higher scores indicating a higher intent to seek mental health help. 

For the set of originally worded items, Hammer and Spiker (2018) reported strong internal 

consistency of alpha = .94. They also reported strong predictive validity, in which scores on the 

MHSIS predicted future help seeking behavior of participants with almost 70% accuracy. The 

internal consistency of the formal scale in the current study was alpha = .97. The internal 

consistency of the informal scale in the current study was alpha = .94.  

  

Results 

Hypothesis 1. To test the hypothesis, rural participants would report being less likely than 

urban participants to seek treatment for suicidal thoughts and behaviors, researchers conducted 

an independent samples t-test. The independent variable in this hypothesis was the two-level 

classification of rurality into urban and rural groups. The dependent variable was the score 

derived from MHSIS. This hypothesis was not supported, as rural (M = 4.82, SD = 1.77) and 

urban (M = 4.54, SD = 1.72) individuals did not significantly differ in their willingness to seek 

treatment for suicidal thoughts and behaviors, t(52) = -.59, p =.56, d= -.16. 

Hypothesis 2. To test the hypotheses that rural participants would have greater public 

stigma, self-stigma, and more negative attitudes toward seeking treatment than urban 

participants, researchers conducted three independent samples t-tests. The independent variable 

in both t-tests was the two-level classification or rurality into urban and rural groups. The 

dependent variable for the first analysis was the scores produced by the public stigma of seeking 

mental health services measure. This hypothesis was not supported as rural (M = 10.5, SD = 

5.55) and urban (M = 9.27, SD = 4.51) individuals did not significantly differ in their perceived 

public stigma, t(52) = -.89, p =.38, d= -.24.  The dependent variable for the second analysis was 
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the scores produced by the self-stigma of seeking mental health services measure. This 

hypothesis was not supported as rural (M = 34.07, SD = 6.87 and urban (M = 33.80, SD = 7.53) 

individuals did not significantly differ in their perceived self-stigma, t(50) = -.14, p = .89, d = -

.04.. The independent variable in the third analysis was the two-level classification of rurality 

into urban and rural groups.  The dependent variable was the score produced by the attitudes 

toward seeking treatment measure. This hypothesis was not supported as rural individuals (M = 

18.26, SD = 4.15) and urban individuals (M = 17.65, SD = 6.28) did not significantly differ in 

their attitudes toward seeking mental health treatment, t(51) = -.42, p =.68, d = -.11. 

Hypothesis 4. To test the hypothesis that rural men will have greater self-stigma, more 

negative attitudes towards seeking help, and will be less willing to seek help for suicide in 

comparison to rural women, researchers conducted three independent samples t-tests. The 

independent variable was self-identified gender within participants classified as rural.  For the t-

test using stigma about mental health services as the dependent variable, rural men (M = 9.17, 

SD = 4.58) and rural women (M = 10.86, SD = 5.83) did not differ significantly on their 

perceived public stigma, t(26) = -.66, p = .58, d = -.30.  Furthermore, rural men (M = 35.17, SD = 

3.92) and rural women (M = 33.76, SD = 7.55) did not differ significantly on their perceived self-

stigma, t(25) = -.4, p = .67, d = -.20. For the analyses using negative attitudes toward seeking 

help as the dependent variable, rural men’s (M = 18.6, SD = 1.14) and rural women’s (M = 

18.18, SD = 4.58) attitude towards seeking mental health treatment also produced results that 

were not significant, t(24.47) = .38, p =.71, d = .10. For the analyses using willingness to seek 

help for suicide as the dependent variable, there was no significant difference between rural men 

(M  = 5.22, SD = 1.36) and rural women (M = 4.71, SD = 1.88) on willingness to seek formal 

help, t(26) = .61, p = .31, d = .28; nor was there a significant difference between rural men (M = 
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5.06, SD = 1.36)  and rural women (M = 4.76, SD = 1.65) on willingness to seek informal help, 

t(26) = .41, p = .69, d = .19.  

 Hypothesis 5. To test the hypothesis that the effect of public stigma on willingness to 

seek help for suicide would be mediated by self-stigma, and that the effect of self-stigma on 

willingness to seek help for suicide would be mediated by attitudes towards seeking 

psychological professional help, researchers conducted multiple regression analyses. Three sets 

of hierarchical multiple regressions were conducted for each dependent variable. In set one, 

regressions were conducted to examine whether public stigma and self-stigma would predict 

willingness to seek formal help. In set 2, regressions were conducted to examine whether public 

stigma would predict self-stigma and to see if self-stigma would predict attitudes toward mental 

health. In set 3, regressions were conducted to examine whether self-stigma and attitudes were 

related to formal help. In set 4, regressions were conducted to examine whether public stigma, 

controlling for self-stigma, would predict willingness to seek help. Also, in set 4, regressions 

were conducted to examine whether self-stigma, controlling for attitudes, would predict 

willingness to seek help.  

The mediation models are presented in figure 1 and 2. For mediation to occur, the 

independent variable (model 1: public stigma; model 2: self- stigma) must be significantly 

related to the dependent variable (models 1 and 2: willingness to seek help; Set 1), the 

independent variable (model 1: public stigma) must be significantly related to the mediating 

variable (model 1: self-stigma; Set 2), the independent variable (model 2: self-stigma) must be 

significantly related to the mediating variable (model 2: attitudes toward seeking mental health 

services; Set 2), and the mediating variables (model 1: self-stigma; model 2:attitudes) must be 

significantly related to the dependent variable (models 1 and 2: seeking formal help ;set 3). If 



URBAN-RURAL DIFFERENCES IN WILLINGNESS TO SEEK TREATMENT FOR SUICIDE 29 

 

 

 

self-stigma significantly mediates the effect of public stigma on willingness to seek formal help 

(model 1), public stigma must no longer significantly predict willingness to seek help when 

controlling for self-stigma, or would have to significantly decrease in its predictive value (Set 4). 

Lastly, if attitudes toward mental health significantly mediates the effect of self-stigma on 

willingness to seek formal help (model 2), self-stigma must no longer significantly predict 

willingness to seek help when controlling for attitudes, or would have to significantly decrease in 

its predictive value (Set 4).  

Hypothesized Models. See tables 1 and 2 for statistical results. The results of the first set 

of regressions showed public stigma (model 1) and self-stigma (model 2) significantly predicted 

willingness to seek help. The results of the second set of regressions showed both independent 

variables (model 1: public stigma; model 2: self-stigma) significantly predicted the hypothesized 

mediator variables (model 1: self-stigma; model 2: attitudes toward mental health services). The 

results of the third set of regressions showed the mediating variables (model 1: self-stigma; 

model 2: attitudes) were significantly related to the dependent variable (models 1 and 2: seeking 

formal help). The results of the fourth set of regressions showed neither mediator (model 1: self-

stigma; model 2: attitudes toward mental health services) accounted for a significant amount of 

the variance in the relationship between the independent variables (model 1: public stigma; 

model 2: self-stigma) and willingness to seek help. In sum, neither model met assumptions to 

demonstrate mediation.  

Exploratory Analyses. Researchers ran additional analyses to see if the method used to 

classify rurality altered the results of urban-to-rural comparisons across each dependent variable. 

In these set of analyses, rurality was defined using the participants’ hometown variable. Their 

hometown was assigned a code using the RUCCs. Codes 1-3 were classified as urban, 4-6 were 
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classified as rural-adjacent, and 7-9 were classified as rural-isolated. Researchers compared 

urban and rural isolated participants on their willingness to seek formal help, public stigma, self-

stigma, and attitudes toward seeking treatment. Rural-isolated (M = 5.00, SD = 2.00) and urban 

(M = 4.59, SD = 1.65) individuals did not significantly differ in their willingness to seek 

treatment for suicidal thoughts and behaviors, t(65) = -.43, p =.67, d = -.12. Rural-isolated (M = 

10.39, SD = 5.79) and urban (M = 9.06, SD = 4.39) individuals did not significantly differ in 

their perceived public stigma, t(65) = -1.00, p =.32, d = -.28.  Rural-isolated (M = 34.07, SD = 

6.87 and urban (M = 33.80, SD = 7.53) individuals did not significantly differ in their perceived 

self-stigma, t(51) = -.51, p =.61, d = -.14. A trend was identified when rural-isolated individuals 

(M = 19.78, SD = 4.36) and urban individuals (M = 17.27, SD = 5.53) were compared on 

attitudes toward seeking mental health treatment, t(65) = -1.74, p = .09, d = -.48. 

 

Discussion 

The primary focus of this study was to explore potential causes of higher suicide rates in 

rural areas compared to urban areas. Studies comparing urban and rural individuals’ willingness 

to seek help are scarce, so this study used research conducted by Stewart et al. (2015) as a model 

for investigating rural suicide rates. These previous researchers did not find a difference between 

rural and urban persons regarding willingness to seek help for significant mental health-related 

distress. With an awareness of a greater increase in suicides in rural areas in recent years, the 

primary purpose of the current study was to determine if Stewart et al.’s (2015) findings would 

apply similarly to willingness to seek help for suicide in rural populations, or whether differences 

in attitudes toward mental health treatment and self and public stigma surrounding seeking 

mental health treatment might at least partially explain the rise in rural suicides.  Researchers did 
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not find a difference between rural and urban individuals on any of the outcomes measured. 

More specifically, results from the current study suggest that differences in rural versus urban 

suicide rates are not due to rural individuals’ reduced willingness to seek treatment, or rural 

individuals holding negatively stigmatizing beliefs about one’s own or the greater public’s views 

of seeking mental health treatment. Across all variables measured in the current study, urban and 

rural individuals reported similar levels of willingness to seek formal as well as informal help for 

suicide. Therefore, findings from the current study paralleled Stewart et al.’s (2015) findings, 

and provided further support for diminishing differences between urban-rural differences in 

attitudes toward mental health services in recent decades. The current study also demonstrated 

that similar results were produced when alternative approaches to defining rurality were 

employed.   

 Overall, the results of the current study indicated that urban and rural individuals have 

similar attitudes toward mental health. This similarity is inconsistent with many previous studies 

that did find a difference in attitudes toward seeking mental health services based on rurality 

(Hammer et al., 2013; Komiti, Judd, 2006 & Jackson; Stewart et al., 2015). Given that the 

definition of rurality employed in the current study was different from definitions used in 

previous research, in that it utilized a multidimensional framework that included more subjective 

ratings rather than the census bureau-based definition of population of current residence, 

possibly influencing current findings. However, Dschaak and Juntunen (2018) identified urban-

to-rural differences in mental health-related attitudes when they classified rurality based on the 

participants’ subjective descriptions of their hometown and current residence. Researchers of the 

current study chose to explore this possibility by running additional analyses using the 

participants’ hometowns’ RUCCs to make the rural and urban groups. Using this basic form of 
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classifying rural did not result in significance on any of the additional analyses. However, 

researchers did not have access to participant’s current residence, another popular form of 

classifying rurality.  

When seeking explanations for current findings, the decision made by the author of the 

current study to utilize more extreme and exclusionary definitions of rural and urban groups 

should also be considered.   However, choosing to exclude participants who qualified as “rural 

adjacent” is consistent with recommendations from previous researchers, under the assumption 

that more extreme definitions would accentuate differences between urban and rural populations 

(Albin; Provorse, 1996; Stewart et al.(2015).  

A difference in stigma between rural and urban individuals is the most prominently 

identified variable in previous studies (Fuller et al., 2000; Hammer, Vogel, & Heimerdinger-

Edwards, 2013; Jones, Cook, & Wang; Stewart et al., 2015). Previous research has consistently 

produced results indicating rural individuals experience more perceived stigma about mental 

health services than those in urban areas. The current study’s results did not replicate these 

findings for either public stigma or self-stigma. One explanation for these findings is the 

advancement in technology and mental health outreach for rural areas. Recently, telehealth, a 

remote form of therapeutic services, has become more available to those in rural areas. 

Accessing these services in their home could make others in the community aware they are 

receiving mental health services less likely, resulting in less perceived stigma (Acierno et al., 

2017). Also, a client from a rural area may perceive a greater sense of anonymity and protection 

from public stigma when accessing a therapist via telehealth, as the therapist may have no 

knowledge of or connection to the client’s home community, not to mention providing the 
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service from a remote and ostensibly unknown location which also greatly reduces the chance 

that the client would be identified by that therapist within the client’s home community.   

Furthermore, intentional efforts on the part of mental health agencies to engage in public 

outreach targeting the reduction of stigma surrounding mental health in rural areas, along with 

the increase of social networking resulting from the ongoing proliferation of improved internet 

access and subsequent increases in social media use among rural residents, could be serving to 

“close the gap” between urban and rural persons identified by previous research. As the rural 

community becomes more connected to the outside world, attitudes could become more 

homogenous across rural and urban settings. More research is needed to help identify if social 

media affects an individual’s attitudes toward seeking treatment.  

The results did not show a significant difference in gender on any of the variables 

measured. Previous research has identified a gender difference in rates of suicide, showing a 

higher rate for males in rural areas (Hirsch & Cukrowicz; Nicholson; Searles et al.; Stark et al.), 

as well as an increase in perceived stigma about mental health for rural males (Jones et al.). For 

the current study, the rural sample included only 6 males compared to 22 females. As previous 

research indicates that females tend to hold less negative stigma toward seeking mental health 

services compared to males, the lack of male representation may have masked any rural 

differences that existed between genders.  

Both mediation models hypothesized by researchers were not significant. In the first 

model, the preliminary assumptions were not met for the mediation. Self-stigma did not account 

for a significant amount of the variance in the relationship between public stigma and willingness 

to seek help for suicide. In the second model, attitudes toward seeking help did not account for a 
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significant amount of the variance in the relationship between self-stigma and willingness to seek 

help for suicide. The mediation model tested in the current study was based on Corrigan’s (2004) 

model suggesting that self-stigma is the internalization of public stigma. The results of this study 

support Corrigan’s model showing self-stigma relating to public stigma and both being 

predictors of willingness to seek help. However, the results of the current study do not support 

Vogel’s (2007) findings showing self-stigma and attitudes toward seeking help mediate the 

relationship between public stigma and willingness to seek help. The findings of the current 

study suggest that while public stigma, self-stigma, and attitudes toward seeking help predict 

willingness to seek help, there does not appear to be a mediating relationship among the 

variables.  

 

Limitations of the Current Research 

There are limitations to the current study that should be considered when interpreting 

results. The most prominent limitation is the way in which participants were recruited for 

participation. Participants were originally gathered from a small midwestern university which is 

located in an urban area. When the approach used to categorize participants as “rural” or “urban” 

used in the current study was employed, the majority of participants from this location were 

classified as urban. And, as anticipated, participants recruited through a local community college 

located in a more rural location were much more likely to be classified as rural. The additional 

approach used to obtain more rural participants involved posting a description of the study (see 

Appendix K) on social media asking for voluntary participation from individuals born and raised 

in a rural area.  
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The concern with gathering rural individuals through the use of social media is that it 

may have attracted a biased sample that included only individuals who were connected to social 

media, and therefore comfortable with technology, and perhaps more exposed to awareness of 

mental health. This way of recruiting participants failed to include rural individuals who do not 

have social media and are considerably less connected to the outside world through networking. 

These individuals who do not engage in social media may be exactly the subgroup of isolated 

rural individuals who struggle with perceived stigma and could have a lower willingness to seek 

help for suicide-related mental health concerns. In addition, the individuals who volunteered on 

social media could have read the description and elected to participate because they held beliefs 

consistent with wanting more research on rural mental health. These individuals may have had a 

higher desire to decrease stigma and increase willingness to seek mental health treatment than 

those who did not chose to participate or did not have social media. 

The final critique of the current study is the lack of male participants. If a gender 

difference in how males and females view mental health and the best way to respond to suicidal 

risk exists, the lack of males among rural study participants could have masked or dampened the 

previously identified rural stigma.  A study with equal representation of gender could produce 

different results. In addition, the sample lacked ethnic diversity with 89.6 % being Caucasian. 

While not directly tied to the specific hypotheses posed by the current study, and quite possibly 

an accurate representation of the ethnic make-up of the rural communities identified by study 

participants as their “hometown,” with United States Department of Agriculture Economic 

Research Service (2018) reporting rural communities have 22 % racial minority compared to 

urban areas having 42 % racial minorities. The lack of diversity suggests the results of this study 

may not generalize to more ethnically diverse communities.   
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 Future Research 

 Future research should focus on obtaining a sub-sample of rural persons who are not 

actively engaged in social media use. Accessing a comparison of rural persons who are relatively 

more isolated from technology could provide a more accurate representation of the “rural 

mindset” and would portray the more conservative attitudes toward mental health and suicide 

identified as contributing factors in previous research.  Gathering a rural sample from local 

grocery stores, pharmacies, doctor offices, and community clubs might be a better representation 

of the rural community (Stewart et al., 2015). Furthermore, future studies should aim to include 

an equal sample of males and females to more reliably identify any gender differences on these 

variables. Future research could also prioritize accessing urban individuals who are not enrolled 

in college to represent other levels of education and socioeconomic status. 

 As researchers did not find significant differences on any of the dependent variables 

measured, even when using RUCCs to define groups, future research should focus on additional 

factors that could affect help seeking. Stark et al.’s (2011) model shows availability of services 

as an additional factor that could affect support. Expanding on the current research, looking at 

availability of services could add more insight into the differences in suicide rate. Results of the 

current study suggest rural individuals would seek help for suicide, so perhaps they are not able 

to seek help due to limited services available nearby (Stark et al., 2011). Thus, future research 

should focus on identifying factors that limit the ability to seek help for suicide. To complete this 

research, future researchers should utilize self-report measures that assess participant’s 

knowledge of services available, their insurance coverage for services, and socioeconomic 

stressors that impact ability to obtain formal help. To assess availability of services, researchers 
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could use a map and identify coverage areas including distance traveled to the closest mental 

health treatment facility.  

  In conclusion, findings from the current study suggest that previously identified 

differences in attitudes toward seeking mental health services between residents of rural and 

urban communities may be waning, and that concepts of negative self and public stigma related 

to accessing mental health services that have historically been present in rural samples may 

possess limited utility in efforts to explain the higher incidence of suicide in rural areas. Rather 

than searching for the explanation inside the psyche of rural persons, future research should 

emphasize more practical and logistical influences on suicide rates such as decreased 

accessibility to mental health services in rural areas as a result of lower density of mental health 

providers, restricted options for and access to insurance that covers costs of mental health 

services, and increased socioeconomic stresses endured by rural residents.    
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Appendix A 

Informed Consent - University 

The Department of Psychology supports the practice of protection for human subjects 

participating in research. The following information is provided so that you can decide whether 

you wish to participate in the present study. You should be aware that even if you agree to 

participate you are free to withdraw at any time, without penalty. 

Description: 

The study is concerned with individual’s willingness to seek help for suicide. You will be 

asked to provide demographic information about yourself and to answer a series of 

questions related to seeking help for mental health-related concerns. Your answers will 

be kept confidential in order to protect your privacy.  

Your participation is solicited, but strictly voluntary. You will receive credit for participation in 

this research, and you are ably to withdraw at any time. Be assured that your name will not be 

associated in any way with the research findings. In addition, all results will be confidential, and 

will remain anonymous. Do not hesitate to ask any questions about the study. We appreciate 

your cooperation very much. 

Sincerely, 

 

Makenzie Dunn 

Makenzie.dunn@washburn.edu 

  

______________________________________________ _____________ 

Signature of individual agreeing to participate                             Date 

  



URBAN-RURAL DIFFERENCES IN WILLINGNESS TO SEEK TREATMENT FOR SUICIDE 44 

 

 

 

Appendix B 

Informed Consent – Community College 

The Department of Psychology supports the practice of protection for human subjects 

participating in research. The following information is provided so that you can decide whether 

you wish to participate in the present study. You should be aware that even if you agree to 

participate you are free to withdraw at any time, without penalty. 

Description: 

The study is concerned with individual’s willingness to seek help for suicide. You will be 

asked to provide demographic information about yourself and to answer a series of 

questions related to seeking help for mental health-related concerns. Your answers will 

be kept confidential in order to protect your privacy.  

Your participation is solicited, but strictly voluntary. Be assured that your name will not be 

associated in any way with the research findings. In addition, all results will be confidential, and 

will remain anonymous. Do not hesitate to ask any questions about the study. We appreciate 

your cooperation very much. 

Sincerely, 

 

Makenzie Dunn 

Makenzie.dunn@washburn.edu 

  

______________________________________________ _____________ 

Signature of individual agreeing to participate                             Date 
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Appendix C 

Informed Consent -Facebook 

The Department of Psychology supports the practice of protection for human subjects 

participating in research. The following information is provided so that you can decide whether 

you wish to participate in the present study. You should be aware that even if you agree to 

participate you are free to withdraw at any time, without penalty. 

Description: 

The study is concerned with individual’s willingness to seek help for suicide. You will be 

asked to provide demographic information about yourself. In this study, you will be 

asked a series of questions related seeking help and you are asked to respond to the best 

of your ability. Your answers will be kept confidential in order to protect your privacy.  

Your participation is solicited, but strictly voluntary. Be assured that your name will not be 

associated in any way with the research findings. In addition, all results will be confidential, and 

will remain anonymous. Do not hesitate to ask any questions about the study. We appreciate 

your cooperation very much. 

Sincerely, 

 

Makenzie Dunn 

Makenzie.dunn@washburn.edu 

  

______________________________________________ _____________ 

Signature of individual agreeing to participate                             Date 
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Appendix D 

 

Debriefing Form 

 

Rural Vs. Urban Differences on Willingness to Seek Help for Suicide 

Thank you for your participation in this study. The primary goal of this study was to compare 

Urban and Rural Individuals’ stigma and attitudes towards seeking professional mental health 

services and its effects on their willingness to seek help for suicide. Specifically, we aimed to see 

if self-stigma, public stigma, and attitudes toward seeking professional help influence 

willingness to seek help for suicide. During the study, you answered a series of questions about 

your hometown, your parent’s hometown, and your description of where you fit on a rural vs. 

urban scale. These questions were intended to identify where you fall on a rural/urban spectrum. 

In addition, you answered questions related to seeking help for a mental health problem. These 

questions were intended to measure stigma and attitudes associated with seeking help. Lastly, 

you answered questions related to how likely you would be to seek help for suicide. 

 

All the information that was collected during this study will be kept confidential. Because this 

study takes course over multiple semesters with many participants, we ask that you do not 

discuss this research with anyone else because it could influence the results for future 

participants.  

 

Questions about your rights as a research participant should be directed to the principal 

investigator listed on the informed consent or the Institutional Review Board committee 

(irb@washburn.edu)  

 

If you feel you need assistance with a mental health concern as a result of this study, please see 

attached list of resources available for you.  
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Resources - Topeka 

• If you are a Washburn Student, services at Washburn Counseling Services are free. 

Counseling Services- Kuehne Hall, Suite 200- 785-670-3100 

• National Suicide Prevention Lifeline 24 hours every day- 1-800-273-8255 

• Valeo Behavioral Health Care 24 hour crisis line- 785-234-3300 

 

 

Resources – Allen County 

• National Suicide Prevention Lifeline 24 hours every day- 1-800-273-8255 

• Southeast Kansas Mental Health Center After Hours Emergency 1-888-588-6774 

• Southeast Kansas Mental Health Center (620)-365-8641 

 

Resources- Social Media 

 

 

• National Suicide Prevention Lifeline 24 hours every day- 1-800-273-8255 
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Appendix E 

Demographics and Rurality Measure 

Demographic Information 

Please answer these questions to describe yourself.  

 

6. _____Female _____Male 

7. Age _____ 

8. Ethnicity  

_____Caucasian 

_____ Black/African American, Asia, Hispanic/Latino, Native American, Native 

Hawaiian/Other Pacific Islander, or another option not listed  

9. Year in school 

_____Freshman 

_____Sophomore 

_____Junior  

_____Senior 

_____Other 
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Rurality Measure Albin (2011) 

 

1. What is your “hometown”? _________ __________  __________ 

City  County  State 

 

2. Which of the following best describes how you think about yourself? (Please circle one)  

a. City person 

b. Suburban person 

c. Small-town person 

d. Country person 

e. I don’t think of myself in such terms 

 

3. What was your father’s “hometown”? 

_________  __________  __________ 

City   County  State 

 

4. What was your mother’s “hometown”? 

 

_________  __________  __________ 

City   County  State 

 

5. Place a dash on the number to indicate where you would most like to live.  

 

1   2      3   4      5                  6  

Very             Somewhat      Somewhat  Urban 

Rural  rural      urban      

 

6.  Which of the following best describes how much time you spend on a farm or ranch in 

an average year. Include visits to friends or relatives, vacations, recreational outings, etc. 

(please circle one) 

a. None 

b. Less than one week  

c. Less than one month.  

d. More than a month, but less than three months.  

7.  Place a dash on the number to describe how you think of yourself.  

    

1   2      3   4      5                  6  

 A “rural”               an urban 

 person               person 
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Appendix F 

Attitudes Toward Seeking Professional Psychological Help- Short Form  

Fischer & Farina, (1995) 

 

Instructions: Use the scale below to indicate the extent to which you agree with each statement.  

1 2 3 4 

Disagree Partly Disagree Partly Agree Agree 

 

 

_____ 1. If I believed I was having a mental breakdown, my first inclination would be to 

get professional attention.  

_____ 2.  The idea of talking about problems with a psychologist strikes me as a poor way 

to get rid of emotional conflicts.  

_____ 3.  If I were experiencing a serious emotional crisis at this point in my life, I would 

be confident that I could find relief in psychotherapy.  

_____ 4.  There is something admirable in the attitude of a person who is willing to cope 

with his or her conflicts and fears without resorting to professional help.  

_____ 5.  I would want to get psychological help if I were worried or upset for a long period 

of time.  

_____ 6.  I might want to have psychological counseling in the future.  

_____ 7.  A person with an emotional problem is not likely to solve it alone; he or she is 

likely to solve it with professional help.  

_____ 8.  Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me.  

_____ 9.  A person should work out his or her own problems; getting psychological 

counseling would be a last resort.  

_____ 10.  Personal and emotional troubles, like many things, tend to work out by 

themselves.  
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Appendix G 

Perceptions of Stigmatization of Others for Seeking Psychological Help (PSOHS) Vogel, David 

L., Wade, Nathaniel G., & Ascheman, Paul L. (2009) 

 

Below is a list of statements. The statements correspond with the following sentence, “Imagine 

you had a problem that needed to be treated by a mental health professional. If you sought 

mental health services, to what degree do you believe that other people you interact with 

would____”. Read each item and then mark the appropriate choice in the space next to that item.  

 

1 2 3 4 5 

Not at all  A little  Some A lot  A great deal 

 

 

1. Think of you in a less favorable way 

2. Think bad things of you 

3. React negatively to you 

4. See you as seriously disturbed 

5. Think you posed a risk to others  
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Appendix H 

Self-Stigma of Seeking Help Scale 

Vogel, David L., Wade, Nathaniel G., & Haake, Shawn (2006) 

 

Below is a list of statements. Read each statement and then mark the appropriate choice from the 

5-point scale listed below in the space next to that item.  

 

1 2 3 4 5 

Strongly Agree  Agree  Agree and 

disagree 

equally  

Disagree Strongly 

Disagree 

 

1. I would feel inadequate if I went to a therapist for psychological help. 

2. My self-confidence would NOT be threatened if I sought professional help. 

3. Seeking psychological help would make me feel less intelligent. 

4. My self-esteem would increase if I talked to a therapist. 

5. My view of myself would not change just because I made the choice to see a therapist. 

6. It would make me feel inferior to ask a therapist for help. 

7. I would feel okay about myself if I made the choice to seek professional help. 

8. If I went to a therapist, I would be less satisfied with myself. 

9. My self-confidence would remain the same if I sought help for a problem I could not solve. 

10. I would feel worse about myself if I could not solve my own problems. 
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Appendix I 

 

Mental Help Seeking Intention Scale (MHSIS) 

In compliance with copyright rules, the Mental Help Seeking Intention Scale cannot be included 

within this appendix. Permissions for this measure can be obtained at: 

http://drjosephhammer.com/research/mental-help-seeking-intention-scale-mhsis/. 

 

Copyright © 2018 Dr. Joseph H. Hammer 

 

  

  

http://drjosephhammer.com/research/mental-help-seeking-intention-scale-mhsis/
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Appendix J 

 

Mental Help Seeking Intention Scale (MHSIS) 

 

Informal Help Version 

In compliance with copyright rules, the Mental Help Seeking Intention Scale cannot be included 

within this appendix. The original form of this measure can be found at 

http://drjosephhammer.com/research/mental-help-seeking-intention-scale-mhsis/.  

Copyright © 2018 Dr. Joseph H. Hammer 

 

http://drjosephhammer.com/research/mental-help-seeking-intention-scale-mhsis/
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Appendix K 

Social Media Study Description 

I am currently completing my master’s thesis and looking for research participants. If you were 

born and/ or raised in either a small town, the country, or any rural setting please consider 

participating in this study. The study is concerned with individual’s willingness to seek help for 

suicide. All your responses will remain anonymous. Thank you! 
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Figure 1. Proposed mediational analysis of the current study. The bold terms are the independent 

variable (public stigma), the dependent variable (formal help), and the mediator (self-stigma). 

Terms in parentheses are the measures which will be used to assess each variable. It is proposed 

that public stigma (a) mediated by the self-stigma (b) will predict formal help seeking (c). 

 

 

 

 

 

Self Stigma

Formal HelpPublic Stigma

c, p < .05 
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Figure 2. Proposed mediational analysis of the current study. The bold terms are the independent 

variable (self-stigma), the dependent variable (formal help), and the mediator (attitudes towards 

mental health). Terms in parentheses are the measures which will be used to assess each variable. 

It is proposed that self-stigma (a) mediated by attitudes towards mental health (b) will predict 

formal help seeking (c).  

Attitudes Towards Mental Health

Formal HelpSelf Stigma

c, p < .05 
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Figure 3. Results of the mediation model for willingness to seek formal help when controlling 

for self-stigma. *p < .01 **p < .001 ***p < .0001 

 

 

Figure 4. Results of the mediation model for willingness to seek formal help when controlling 

for attitudes toward mental health. *p < .01 **p < .001 ***p < .0001 

  

Self Stigma

Formal HelpPublic Stigma

Attitudes Towards Mental Health

Formal HelpSelf Stigma

a, β= .47*** 

a, β= -.29* 
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Table 1 

Results of hypothesized model 1 

Mediation Set (#), Step, 

and Variable 

R2 ∆ R2 SE B β Sig. 

Set 1  .085 .073    

    Public                                

Stigma 

  .039 -.292 .01 

Set 2  .388 .379    

    Self-stigma   .136 -.623 .000 

 

Set 3 

 

.219 

 

.208 

   

    Self-Stigma   .025 .468 .000 

Set 4 .220 .197    

    Self-Stigma   .039 -.307 .009 

    Public Stigma   .033 .452 .002 
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Table 2 

Results of hypothesized model 2.  

Mediation Set (#), 

Step, and Variable 

Set 1 

R2 

 

 

.219 

∆ R2 

 

 

.208 

SE B β Sig. 

Self-stigma   

 

.039 -.292 .01 

Set 2 .419 .411    

Attitudes   .066 .648 .000 

Set 3 .329 .320    

Attitudes   .032 .573 .000 

Set 4 .335 .316    

Self-Stigma   .026 .469 .000 

Attitudes   .044 .445 .001 
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Table 3 

Means, standard deviations, and results of Independent Samples T-tests 

comparing urban and rural groups. 

 Urban Rural T-Test  

 M (SD) 

 

M (SD) 

 

T(df) 

 

P 

Public Stigma 9.27(4.51) 10.50(5.55) -.89(52) .33 

Self-Stigma 33.80(7.53) 34.07(6.87) .14(50) .21 

Attitudes Toward Mental 

Health 

 

17.65(6.28) 

 

18.26(4.15) 

 

-.42(51) .106 

Willingness to Seek Formal 

Help 

 

4.54(1.72) 

 

4.82(1.77) -.59(52) .89 

Willingness to Seek Informal 

Help 4.60(1.49) 4.82(1.57) -.52(51) .61 
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Table 4 

Means, standard deviations, and results of Independent Samples T-tests 

comparing rural men and rural women. 

 Men Women T-Test  

 M (SD) 

 

M (SD) 

 

T(df) 

 

P 

Public Stigma 9.17(4.58) 10.86(5.83) -.66(26) .76 

Self-Stigma 35.17 (3.92) 33.76(7.55) -.44 (25) .11 

Attitudes Toward Mental 

Health 

 

 

18.60 (1.14) 

 

 

18.18(4.58)  

 

 

.20 (25) .03 

Willingness to Seek Formal 

Help 

 

5.22(1.36) 

 

4.71(1.88) .62(26) .31 

Willingness to Seek Informal 

Help 

 

5.05 (1.36) 

 

4.76(1.65) 

 

.41(25) .57 
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