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ABSTRACT 

OF THE THESIS OF 

 

Joelle Joseph Charbine  for  Master of Arts 

                  Major: Clinical Psychology 

 

 

Title: Examining Help-Seeking Intention for Mental Health Helplines among Adults in 

Lebanon 

 

Lebanon's ongoing socioeconomic and political crises have exacerbated mental health 

challenges in the country. Despite the high prevalence of mental health disorders and 

elevated suicide rates, access to professional services remains limited due to structural 

and cultural barriers. Helplines can be a crucial resource in this context, offering 

emotional support and connecting callers to appropriate resources when needed.  

Thus, this study examined predictors of the intention to call mental health helplines 

among adults in Lebanon (N = 232). It aimed to apply an extended Theory of Planned 

Behavior (TPB) framework (integrating loss of face, self-reliance, and perceptions of 

mental health concerns) to helpline use in Lebanon. Using a quantitative cross-sectional 

survey design, hierarchical regression and mediation analyses were conducted to 

examine these relationships.  

 

The final hierarchical regression model accounted for 45% of the variance in intention 

to call. Consistent with the TPB, attitudes toward calling and perceived behavioral 

control (PBC) were both significant positive predictors of intention, with attitudes 

emerging as the strongest. However, the primary analyses showed no evidence of an 

association between stigma and intention, although stigma was significant in some 

sensitivity analyses. Past helpline use and lower educational attainment also 

significantly predicted higher intention to call. The study revealed complex cultural 

dynamics. While self-reliance served as a significant deterrent by predicting lower 

intention to call through unfavorable attitudes, loss of face unexpectedly functioned as a 

facilitator. Specifically, mediation analyses showed that higher loss of face concerns 

predicted more favorable attitudes toward helplines, which subsequently predicted 

higher intention to call, likely due to the anonymity and confidentiality these services 

offer. Contrary to prior local literature on professional help-seeking, perceptions of 

mental health concerns did not show evidence of being an independent predictor of 

intention or attitudes toward calling helplines. Our findings suggest that the role of 

helplines may be particularly crucial in this population, especially since they may serve 

as a face-saving resource for individuals who might otherwise avoid traditional services. 

Implications for public health strategies include tailoring interventions and outreach 

efforts to address attitudinal deterrents while emphasizing the anonymous and 

confidential nature of helplines to accommodate cultural concerns. 
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CHAPTER I 

BACKGROUND 

 

A.  Statement of the Problem 

1. Mental Health and Mental Health Resources in Lebanon 

Lebanon has been subject to numerous devastating crises, from the financial 

situation to political protests, the coronavirus disease (COVID-19) pandemic, the Beirut 

blast, decades of war, and threats to national security, further exacerbated by increased 

unemployment, weak infrastructure, and a short supply of accessible mental health 

services (Farran, 2021). These struggles are reflected in the prevalence of mental health 

disorders in the population, with initial statistics indicating that one in four adults met 

the criteria for a diagnosable disorder (Karam et al., 2008). A more recent study 

conducted in 2022 on a nationally representative sample of Lebanese adults revealed 

substantially elevated rates of mental health disorders, with an overall prevalence of 

63% for any disorder (Karam et al., 2025). This figure is notably higher than those 

found in prior studies and falls outside the normal range reported in World Mental 

Health surveys (12% to 47%) (Kessler et al., 2007). Specifically, 48% of adults in 

Lebanon experienced probable depression, 45% had probable anxiety, and 43% had 

probable Post-traumatic Stress Disorder (PTSD; Karam et al., 2025).  

These numbers have likely risen further due to recent developments, particularly 

the nationwide war. To illustrate, Shaar (2013) reviewed studies on Post-Traumatic 

Stress Disorder (PTSD) in Lebanon and found that its prevalence rose with repeated 

exposure to war and conflict. Rates ranged from 9–15% after the 1975 war and 
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increased to 15–35% following the 2006 war. This increase was shaped by factors such 

as financial struggles and the severity of the experienced trauma, which influenced the 

likelihood of developing PTSD. The most distressing experiences included loss, injury, 

home destruction, and displacement. Also, Lebanese adults who experienced traumatic 

events associated with the war had higher rates of moderate to severe mental health 

disorders, even after more than ten years of peace (Karam et al., 2006). Likewise, 

reports from the recent war indicate that many displaced individuals were already 

experiencing persistent mental health symptoms before the mass displacement of 

September 2024 (Embrace, 2024b). Since then, ongoing exposure to war-related 

stressors, including airstrikes, loss and destruction, and persistent fears of displacement, 

has likely intensified these symptoms. As the crisis persists and losses accumulate, 

mental health struggles and diagnoses are expected to have increased further. 

Worsening the severity of the situation, 168 deaths by suicide occurred in 2023, 

making for one death two days (Embrace, 2024a). Those numbers represent a 22% rise 

compared to the previous year and a 46% increase from 2021. In 2024, suicide rates 

declined from 168 to 129 deaths by suicide (Embrace, 2025). This decrease may be 

partly explained by the ongoing war throughout the year, which likely heightened 

survival instincts and prioritized immediate safety (Embrace, 2024a). However, as the 

immediate threat diminishes, underlying mental health struggles often reemerge and 

intensify, underscoring the urgent need for accessible mental health support. 

When it comes to the mental health system in Lebanon, mental health services 

are typically self-funded and not covered by either governmental agencies or private 

insurance firms (Yehia et al., 2014). In a data collection by the World Bank, participants 
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reported that the most urgent necessity of the Lebanese population was mental health 

services (World Bank, 2020). 

Due to the constrained availability and accessibility of mental health services in 

Lebanon, as well as structural and financial barriers to seeking help from professionals, 

helplines can play a key role in providing support for those in need. Helplines are 

telephone services operated by organizations to assist individuals in emotional distress 

or psychological discomfort by offering emotional support and guidance (Zeinoun et al., 

2021). In Lebanon, several Non-Governmental Organizations (NGOs) operate helplines 

targeting specific subpopulations, such as victims of gender-based violence (e.g., by 

ABAAD or Kafa), men (by ABAAD), or sexual minority groups (by Helem). However, 

the Embrace Lifeline serves as Lebanon’s National Lifeline for emotional support and 

suicide prevention, operating in collaboration with the National Mental Health Program 

at the Ministry of Public Health. It is a non-specialized hotline intended for anyone 

experiencing psychological distress or suicidal thoughts. A study examining the 

effectiveness of the Embrace Lifeline showed an alleviation of suicidal ideation as well 

as emotional distress levels among both suicidal and non-suicidal callers (Zeinoun et al., 

2021). Furthermore, Karam et al. (2019) highlighted the need for networks that guide 

individuals to appropriate resources, which could potentially reduce treatment delays. In 

practice, helplines frequently offer such referrals. They can provide immediate 

emotional support as well as facilitate future professional help-seeking. 

 

2. Help-Seeking in Lebanon 

Despite an evident need for mental health support, Arabs tend to have more 

negative attitudes toward seeking help and engage in those behaviors less than 
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individuals from other ethnicities (Khatib et al., 2023). A systematic review concluded 

that both Arab men and women rarely seek professional help, and they often feel 

ashamed if they need to do so (AlHorany, 2019). 

In Lebanon specifically, Karam et al. (2019) found that only 10% of participants 

who had met the criteria for a mental health disorder for the duration of a year had 

sought professional help. Previous studies found similarly low service use rates in the 

country, in addition to a large treatment delay (El Kahi et al., 2012; Karam et al., 2006; 

Karam et al., 2008).  

Moreover, people more often got help outside of formal mental healthcare, 

viewing it as less stigmatizing and more culturally appropriate (AlHorany, 2019; Al-

Laham et al., 2020; El Kahi et al., 2012; Karam et al., 2019; Khatib et al., 2023). Given 

that most help-seeking research and theory is developed in the West, it is important not 

to dismiss what counts as help in other contexts. In Lebanon and across the wider Arab 

region, support-seeking may occur through family networks, friends, social, 

community, and religious supports. When help-seeking is defined primarily as 

engagement with professional services, culturally grounded pathways may be 

misinterpreted as avoidance or poor mental health literacy and attitudes. This can 

obscure the fact that these are legitimate help-seeking practices that simply take a 

different form. Nevertheless, it remains important to explore deterrents to various 

sources of help-seeking. Such research can help determine whether their low use 

reflects pure cultural preference for other sources of support, or whether maladaptive 

beliefs and patterns are coming into play. In the case of the latter, these beliefs and 

patterns can be targeted to increase access to support when needed. 
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The research exploring the low use of mental health services in Lebanon has 

attributed it to a range of interrelated factors. Financial constraints are among the most 

consistently documented barriers to seeking professional psychological help (Al-Laham 

et al., 2020; El Kahi et al., 2012; Karam et al., 2019; Khatib et al., 2023; Noubani et al., 

2020).  

Beyond structural limitations, psychological and attitudinal factors play a critical 

role. Karam et al. (2019) identified self-rated mental health as a significant predictor of 

help-seeking among adults in Lebanon, with lower self-ratings associated with a higher 

likelihood of seeking professional support. They also recognized Perceptions of Mental 

Health Concerns (PMHC) as a central barrier to help-seeking. This included 

anticipating or experiencing spontaneous improvement of mental health concerns and 

downplaying their severity. While income was found to be a significant barrier to help-

seeking, the findings indicated that PMHC, along with a strong sense of self-reliance, 

played a larger role. Notably, 94% of those who had not sought help reported one of the 

previously mentioned PMHC, or a desire to handle the problem independently, 

reflecting self-reliance. This aligns with Hasbini’s (2023) findings, which showed that 

among Lebanese men, higher levels of self-reliance and adherence to masculine norms 

predicted lower engagement in professional psychological services and more 

unfavorable attitudes toward seeking help.  

In addition, shame and stigma, both within the community and among providers, 

have also been widely reported as barriers to accessing care in Lebanon (AlHorany., 

2019; Al-Laham et al., 2020; Jabbour & Zeinoun, 2020; Karam et al., 2019; Khatib et 

al., 2023; Noubani et al., 2020; Noubani et al., 2021). 
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Lastly, the concept of loss of face has been identified as a culturally relevant 

factor influencing help-seeking in Arab societies (Al-Horany, 2019; Heath et al., 2016). 

Loss of face refers to the fear of bringing shame or dishonor to oneself or one’s family 

by damaging one’s social image and status through culturally unacceptable or non-

normative behavior (Zane & Yeh, 2002). To our knowledge, this construct has not been 

directly examined in Lebanon yet. However, evidence from the wider Arab region, 

along with its cultural significance, suggests it may shape attitudes toward mental health 

help-seeking and intention to seek help, highlighting the need for further study. 

 

B. Gap Identification and Research Question 

Despite the pivotal role of helplines, studies addressing mental health help-

seeking in Lebanon have typically overlooked this resource. Instead, research has 

focused on exploring the use of other sources of support, such as mental health 

professionals, general health professionals, friends, family, or religious leaders 

(AlHorany, 2019; Al-Laham et al., 2020; El Kahi et al., 2012; Karam et al., 2019; 

Khatib et al., 2023; Noubani et al., 2020; Noubani et al., 2021).  

Given that help-seeking in Lebanon and across Arab contexts often occurs 

through informal and community-based rather than exclusively through professional 

mental health services (AlHorany, 2019; Al-Laham et al., 2020; El Kahi et al., 2012; 

Karam et al., 2019; Khatib et al., 2023), it is important to consider the cultural relevance 

and perceived appropriateness of helplines for individuals in Lebanon. Helplines may 

function as a potential “middle ground” between informal and formal support, favoring 

their use. At the same time, helplines may be unfamiliar, insufficiently normalized, or 

not a natural first-line resource within local help-seeking patterns. Because research on 
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help-seeking in Lebanon has rarely examined helplines specifically, the cultural stance 

on helplines remain unclear.  

Moreover, most of the literature on help-seeking in the mental health field has 

been exploratory, lacking a theoretical foundation (Adams et al., 2022). Researchers 

have been calling for studies relying on a theoretical framework to fill this gap and 

enhance our understanding of the facilitators and deterrents to seeking psychological 

support.  

Among the studies that examined help-seeking through a theoretical lens, the 

Theory of Planned Behavior (TPB; Ajzen, 1991) has been the most commonly used 

framework (Adams et al., 2022). The TPB posits that behavior is predicted by the 

intention to perform it, which in turn is predicted by subjective norms, perceived 

behavioral control (PBC), and attitudes toward the behavior in question. Subjective 

norms have also been found to indirectly predict intention to seek help through PBC and 

attitudes (Mak & Davis, 2014; Mo & Mak, 2009). Notably, stigma has often been 

considered an indirect measure of subjective norms (Chang, 2012; Lee, 2016; Logsdon 

et al., 2018; Mesidor & Sly, 2014; Pan & Hao, 2023; Walther, 2002; Westerhof et al., 

2008). Despite the predictive abilities and usefulness of the TPB, limited research 

investigating helpline use has employed the theory, or examined mental health help-

seeking within the Arab world using this framework.  

Relatedly, given that the TPB was originally developed in Western contexts, it is 

crucial to consider the influence of additional culturally relevant variables. Loss of face 

has been identified as a significant factor influencing mental health help-seeking 

attitudes and behaviors within Arab populations (AlHorany, 2019; Heath et al., 2016; 

Wong, 2019), yet it remains unexplored in Lebanon. Moreover, the relationship 
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between loss of face and helpline use remains unexamined both globally and in 

Lebanon. Furthermore, existing research indicates that self-reliance influences help-

seeking from various sources, including helplines (Cloonan, 2021; Gould et al., 2006). 

Self-reliance (Hall, 2021; Hasbini, 2023; Karam et al., 2019), stigma (AlHorany, 2019; 

Al-Laham et al., 2020; Karam et al., 2019; Khatib et al., 2023; Noubani et al., 2020; 

Noubani et al., 2021), and PMHC (Karam et al., 2019) have also been recognized as 

significant factors in the Lebanese context with regard to help-seeking, yet their specific 

impact on helpline use remains unexplored.  

Finally, research on the impact of loss of face and self-reliance on help-seeking 

yields at times conflicting findings, which may be explained by differences in culture 

(Gordula, 2021; Nakamura et al., 2022; Taylor, 2018; Topkaya, 2015; Woods, 2013), 

mechanisms of action (Heath et al., 2016; Tuliao et al., 2016), and the type of help-

seeking under study (Abe-Kim et al., 2004; Gong et al., 2003; Hyde et al., 2016; Parnell 

& Hammer, 2018; Smith et al., 2008; Spiker et al., 2019). This underscores the 

importance of situating the exploration of these effects within a theoretical framework, 

as well as within the specific context of Lebanon and helpline use. 

Given these gaps, this study intended to address two research questions: 

Primary research question: What is the relationship between stigma, PBC, 

attitudes toward calling, self-reliance, loss of face, PMHC, and intention to seek help 

from mental health helplines among adults in Lebanon  

Secondary (mediation) research question: Can the effects of stigma, loss of face, 

and self-reliance on intention be explained through the mediating effects of PBC and 

attitudes 
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C. Rationale 

Most existing research on mental health helplines has focused on areas such as 

public awareness, reasons for calling, and helpline effectiveness, typically through 

analyses of recorded calls (Mathieu et al., 2021). Studies examining barriers to help-

seeking have often excluded helplines as a distinct form of support. This study sought to 

expand the literature on both help-seeking and helpline use, specifically by exploring 

the barriers to seeking help from mental health helplines within our current contextual 

setting. 

The current mental health crisis in Lebanon, exacerbated by numerous socio-

economic and political challenges, reinforces the urgent need for accessible mental 

health support. Despite a high prevalence of mental health disorders and a significant 

rise in suicide rates, mental health services in Lebanon remain largely inaccessible due 

to financial, structural, and cultural barriers. These barriers highlight the necessity for 

alternative forms of support, such as helplines. While helplines cannot replace 

professional mental health services, as they serve different functions, they have proven 

effective in alleviating distress and suicidal ideation (Zeinoun et al., 2021). 

Consequently, helplines can enhance community well-being and serve as a crucial 

bridge to appropriate mental health services. However, the use of mental health 

services, including helplines, remains low. Therefore, it is essential to understand and 

address barriers to such help-seeking. Understanding these deterrents allows for better 

access and use of mental health resources, ultimately enhancing mental health outcomes 

in Lebanon.  
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D. Significance of the Study 

The present study aimed to provide a clearer understanding of the barriers 

preventing adults in Lebanon from using helplines. It represented one of the first 

attempts to apply the TPB to help-seeking in an Arab context. The study also uniquely 

investigated loss of face, self-reliance, and PMHC in relation to helpline use in 

Lebanon. Delving deeper into these relationships offered significant insight into how 

cultural factors intersect with individual beliefs and attitudes, strengthening the 

theoretical understanding of mental health help-seeking in the present context. 

The findings may inform public health strategies and support the creation of a 

more responsive and inclusive mental health care system in Lebanon. This research 

ultimately aimed to improve the use, accessibility, and effectiveness of mental health 

support systems in Lebanon. 
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CHAPTER II 

LITERATURE REVIEW 

 

A. The Theory of Planned Behavior 

1. Introduction to the Theory of Planned Behavior 

The Theory of Planned Behavior (TPB; Ajzen, 1991) was selected as the 

primary framework as it is among the most widely applied theoretical models in mental 

health help-seeking research (Adams et al., 2022). Yet, research using this theory to 

examine help-seeking or helpline use in the Arab world is limited. This model also has 

theoretical and conceptual advantages over other common frameworks, such as Fischer 

& Turner’s (1970) model of help-seeking. Specifically, Fischer and Turner (1970) focus 

on understanding factors shaping attitudes toward help-seeking. However, the TPB goes 

a step further by attempting to predict behavioral intention, which is the stronger 

precursor to behavior, while also incorporating attitudes (Adams et al., 2022; Ajzen, 

1991). As the study aims to identify the factors that most directly shape whether 

individuals seek help, the TPB is the most suitable framework for our purposes.  

Help-seeking can be defined as “a problem focused, planned behavior, involving 

interpersonal interaction” (Cornally & McCarthy, 2011, p. 286). This definition aligns 

well with the TPB as it envisions help-seeking as a conscious and planned decision. The 

TPB attempts to predict behavior through the impact of attitudes, subjective norms, and 

perceived behavioral control (PBC) on the intention to perform the behavior (Ajzen, 

1991) (Figure 1). In this manner, increased intention to perform a given behavior is 

predicted by positive attitudes toward the behavior, supportive societal norms, and a 
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perception that the behavior can be easily carried out. Higher intention, in turn, predicts 

the occurrence of the behavior. Notably, PBC is also expected to have an additional 

direct impact on behavior. The TPB improved upon the authors’ previously developed 

Theory of Reasoned Action (TRA; Ajzen, 1988) by adding the PBC component, an 

essential non-motivational factor, as a predictor of intention and behavior.  

Generally, studies using the TPB on mental health help-seeking aimed to predict 

the intention to seek help, as actual behavior is harder to measure. Although the 

proportion of variance in intention explained by the TPB largely varied (from 7% to 

93%), the majority of studies accounted for a large portion of this variance (Adams et 

al., 2022). 

Notably, research has shown that past help-seeking experience is linked with 

more favorable attitudes, subjective norms, perceived behavioral control, and intention 

to perform the behavior (Parnell & Hammer, 2018; Rayan & Jaradat, 2016), illustrating 

the need to take prior experience into account. 

 

 

Figure 1. Theory of Planned Behavior Model (Ajzen, 1991) 
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2. Theory of Planned Behavior Variables 

a. Intention Toward Seeking Help 

Intention toward seeking-help involves “the conscious decision to seek or not 

seek help” (Adams et al., 2022, p. 5). Adams et al. (2022) reviewed studies that were 

looking to predict mental health help-seeking behaviors. They found that seven out of 

eight studies supported intention to seek help as a predictor of actual help-seeking. 

In Lebanon, findings suggest that women (Karam et al., 2019; Khatib et al., 

2023; Noubani et al. 2020), along with individuals with higher income and education 

levels (Karam et al. 2019), exhibited greater intention to seek help from a mental health 

professional. A systematic review of the literature in the Arab World supported the 

finding that women have greater intention to seek professional support than men 

(Khatib et al., 2023). Additionally, Karam et al. (2019) observed that younger age 

groups and individuals with lower self-reported mental health exhibited greater 

intention to seek professional support. 

 

b. Attitudes Toward Seeking Help 

According to Ajzen (1991), attitudes toward seeking help consist of a “favorable 

or unfavorable evaluation or appraisal of the behavior in question” (p. 188). A 

systematic review of studies investigating adults’ mental health help-seeking through 

the TPB lens found that attitudes toward seeking help predicted help-seeking intention 

in 90% of the studies (Adams et al., 2022). This finding is supported in the Lebanese 

context, where unfavorable attitudes toward professional mental health interventions 

have been identified as a major barrier to help-seeking (Jabbour & Zeinoun, 2020).   
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A meta-analysis of studies from the Arab world identified several key factors 

influencing attitudes toward seeking professional psychological help, including stigma, 

gender, age, education, and acculturation (Khatib et al., 2023). Stigma was consistently 

associated with less favorable attitudes in eight studies. Gender differences were also 

notable. Nine studies reported that women held more favorable attitudes than men, and 

only two studies found no significant gender effect. Both of those studies involved 

samples of Arabs living in non-Arab countries, potentially influencing their results 

(Hamid, 2013; Kayrouz et al., 2015). Higher levels of educational attainment were 

generally associated with more positive attitudes toward help-seeking. Findings related 

to age were mixed.  

Corroborating these findings, attitudes toward seeking help from a professional, 

specifically, feeling comfortable talking to one, were lower among men in Lebanon 

(Karam et al., 2019). The same pattern also appeared among those with lower income, 

and education showed a nearly significant trend. Additionally, age was negatively 

related to attitudes, with individuals aged 35–64 being significantly more comfortable 

seeking help than those 65 and older.  

Furthermore, different governorates or regions observe different trends. Around 

Beirut and Mount Lebanon, people began to resort to mental health professionals 

instead of using traditional or religious approaches for healing, and they had more 

positive attitudes toward seeking professional support (Hassan et al., 2019). Those 

trends can be understood through the effects of increased economic status, education, 

and political and industrial activities, which promote mental health literacy and decrease 

stigma (WHO, 2014). Moreover, Westernization was found to positively predict 

attitudes toward seeking psychological professional help among university students in 
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Lebanon (Hassan, 2015), which highlights the importance of culture and the need to 

consider exposure to different cultures. 

Importantly, research suggests that attitudes toward help-seeking can vary 

significantly depending on the type of support under consideration (Al-Laham et al., 

2020). Helpline services generally tend to be associated with more negative attitudes 

compared to other forms of mental health support (Cloonan, 2021; Gould et al., 2006). 

Yet, research evaluating attitudes toward seeking help from helplines in Lebanon 

remains scarce.  

 

c. Subjective Norms 

Subjective norms constitute the “perceived social pressure to perform or not to 

perform the behavior” (Ajzen, 1991, p. 188). Importantly, public stigma has often been 

considered an indirect measure of subjective norms (Chang, 2012; Lee, 2016; Logsdon 

et al., 2018; Mesidor & Sly, 2014; Pan & Hao, 2023; Walther, 2002; Westerhof et al., 

2008). Public stigma refers to societal unfavorable views of a person due to their 

belonging to a certain group (Barney et al., 2006).  

Applied to mental health help-seeking, stigma refers to the unfavorable views 

held toward those who seek professional support, which can act as a barrier to care. The 

primary difference between subjective norms and public stigma is that subjective norms 

was originally intended to focus on the influence of one's close social circle (Ajzen, 

1991), whereas public stigma pertains to the influence of the broader society. However, 

in collectivistic societies, this distinction was shown to be less significant (Kim & Yon, 

2019). The authors found that in such societies, adopting a unidimensional perspective 

may be more appropriate, with no clear separation between close others’ stigma and 
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public stigma. In those cultures, conformity to norms is highly valued, so the 

expectations of one’s close social circle are often aligned with those of the general 

public.  

In their review, Adams et al. (2022) found that subjective norms predicted 

intention to seek help in 59% of the studies included. Among the three TPB predictor 

variables, the impact of subjective norms was the least consistent, which may reflect 

cultural differences (Adams et al., 2022). Indeed, Western studies often found a non-

significant impact of subjective norms, while those conducted in collectivistic cultures 

such as South Asia and China had opposing findings. Western countries are generally 

more individualistic, which could drive individuals to pursue their own goals and 

adhere to their personal beliefs. Accordingly, the importance of subjective norms may 

be more prevalent in collectivistic cultures. As a result, there is a need to investigate the 

role of TPB variables in different cultures.  

Increased stigma is also a predictor of decreased attitudes toward seeking help 

(Khatib et al., 2023; Rayan & Jaradat, 2016; Vogel et al., 2017). This link between 

stigma and help-seeking attitudes tends to be stronger in collectivistic societies (Vogel 

et al., 2017). Additionally, subjective norms in Chinese populations have been found to 

predict intention to seek help indirectly through PBC and attitudes (Mak & Davis, 2014; 

Mo & Mak, 2009). Essentially, these findings indicate that individuals in collectivistic 

societies are influenced by perceptions of others' approval of help-seeking. This stigma 

may not only directly impact their intention to seek help, but can also shape their views 

and perceived control regarding seeking help for mental health issues. 

In the Arab world, systematic reviews have supported the negative impact of 

stigma on both attitudes and intention to seek help, with stigma levels likely being more 
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elevated among men (AlHorany, 2019; Khatib et al., 2023). Echoing those findings, 

studies conducted in Lebanon provide further evidence for the role of stigma, both at 

the community level and among providers, in deterring individuals from seeking 

psychological help (Al-Laham et al., 2020; Karam et al., 2019; Noubani et al., 2020; 

Noubani et al., 2021). Moreover, Karam et al. (2019) found that stigma, operationalized 

as the embarrassment individuals would feel if friends knew they were seeking help, 

was more prevalent among older adults and those with lower educational attainment. 

Interestingly, the overall levels of stigma in their sample were not as high as anticipated, 

which the authors interpreted as a possible indicator of growing mental health 

awareness and decreasing stigma in the general population. However, it is important to 

note that stigma was assessed using a single item focused solely on friends’ perceptions 

in that study, potentially limiting the scope of the findings. Also, a more recent study 

conducted during wartime among displaced populations revealed persistently high 

levels of stigma associated with mental health concerns (Embrace, 2024b). In addition, 

many women reported experiencing stigma both from their male partners and their 

broader communities, further highlighting the complex nature of stigma in this context. 

Regarding helpline use, stigma emerged as a significant deterrent for both men 

and women in the literature (Lim et al., 2021; Mathieu et al., 2021). Importantly, stigma 

levels differed based on the type of help-seeking being examined (Al-Laham et al., 

2020). Seeking help from helplines tends to carry greater stigma compared to other 

types of help-seeking (Cloonan, 2021; Gould et al., 2006). This suggests that stigma 

toward helpline use in Lebanon may remain particularly pronounced, especially given 

the limited public awareness and targeted psychoeducation about helplines relatively to 

more traditional forms of mental health care. 
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d. Perceived Behavioral Control 

Finally, PBC is the “perceived ease or difficulty of performing the behavior 

[which reflects] past experience as well as anticipated impediments and obstacles” 

(Ajzen, 1991, p. 188). In measuring PBC, one assesses self-efficacy and controllability 

(Lee, 2016). This involves determining whether an individual believes they have the 

confidence and ability to execute a certain action and whether they perceive it as being 

within their control. PBC includes beliefs about access to the necessary opportunities, 

skills, and resources.  

Unsurprisingly, greater concrete barriers were found to be associated with lower 

PBC over seeking professional help (Parnell & Hammer, 2018). Notably, PBC also 

mediated the relationship between these barriers and intention to seek help. In other 

words, when individuals face tangible external obstacles, they are more likely to 

perceive a lack of control or ability to seek professional support, which in turn lowers 

their intention to do so. This suggests that it is not merely the existence of external 

barriers that inhibits help-seeking, but the way these obstacles shape individuals’ beliefs 

about their capacity to overcome them. In the Lebanese context, perceived accessibility 

barriers were found to hinder seeking psychological help. (Jabbour & Zeinoun, 2020). 

In this context, where structural challenges frequently limit both actual and perceived 

control, PBC becomes a particularly salient variable.,  

Adams et al. (2022) reported that 87% of the studies included in their review 

identified PBC as a predictor of help-seeking intention. Moreover, six out of eight 

studies (75%) found that PBC predicted actual help-seeking behavior. The two 

remaining studies only tested for a component of PBC, which could explain the lack of 

significance.  
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Interestingly, among a Chinese sample, PBC was the least predictive of help-

seeking intention (Mo & Mak, 2009). The authors explained those results through the 

collectivistic culture present in their sample, whereby personal characteristics and 

beliefs are undermined in favor of the whole community.  

 

3. Identified Gaps  

Many studies investigating help-seeking within the framework of the TPB have 

not consistently incorporated all TPB variables into their models. For example, despite 

evidence indicating that the TPB has an enhanced ability to predict help-seeking 

intention compared to the TRA (which does not consider PBC), many studies omitted 

PBC from their analyses (Lee, 2016). 

Also, most studies on help-seeking incorporating the TPB were conducted in the 

West (Adams et al., 2022). Yet, TPB variables seem to exert a different influence in 

various cultures. For instance, subjective norms had a bigger impact in collectivistic 

cultures compared to more individualistic ones. As a result, there is a need to replicate 

TPB research in different cultures. 

Moreover, since the TPB was developed in the United States, it is crucial to 

consider culturally relevant predictors to enhance our understanding of help-seeking 

intention. Although the literature provides support for the cross-cultural generalizability 

of the theoretical framework and measurement equivalence, very few studies have 

adapted the model to include cultural variables (Woods, 2013). Researchers have then 

been calling for the exploration of extended models of the TPB to gain deeper insights 

into help-seeking intention and behaviors (Adams et al., 2022; Conner, 2015; 

Gollwitzer & Oettingen, 2015). 
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To this end, self-reliance has been shown to significantly impact help-seeking 

both globally and in the Arab world, making it valuable to investigate its relationship 

with TPB variables. Although some studies have attempted to explore these 

relationships (Hyde et al., 2016; Nakamura et al., 2022; Parnell & Hammer, 2018; 

Smith et al., 2008; Spiker et al., 2019; Spiker et al., 2020; Taylor, 2018; Woods, 2013), 

the research integrating self-reliance and TPB remains lacking, as will be discussed in 

subsequent sections. Additionally, there is limited evidence of research explicitly 

examining loss of face within the full TPB framework. 

Finally, the literature on TPB focused on seeking help from a mental health 

professional, psychiatrist, counselor, social worker, or general practitioner, while 

helplines were left out of the picture. Given that the influence of TPB variables on help-

seeking varies by the type of help sought (Al-Laham et al., 2020), it is important to 

avoid generalizing findings from studies of professional or other forms of help-seeking 

to helpline use. To our knowledge, literature focused on mental health helplines has 

rarely been explicitly grounded in a clear theoretical framework. 

 

4. Implications for the Current Study 

Our study explored whether findings in help-seeking literature centered on the 

TPB can be replicated in Lebanon, and whether those conclusions, often drawn from 

other forms of care, generalize to helpline use specifically. Based on the TPB theory 

and the literature reviewed above, we expected that the three TPB components would 

predict intention to call. Specifically, more favorable attitudes toward calling, greater 

PBC, and lower stigma, should predict higher intention to call (Ajzen, 1991; Adams et 

al., 2022). We also explored whether the effect of stigma on intention is partially 
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mediated by attitudes and PBC. This expectation was grounded in evidence that stigma 

is associated with less favorable attitudes (e.g., Khatib et al., 2023; Rayan & Jaradat, 

2016), and attitudes are established predictors of intention. There is also preliminary 

evidence suggesting indirect pathways from stigma to intention through attitudes and 

PBC in collectivistic contexts (Mo & Mak, 2009; Mak & Davis, 2014). Although the 

mediating effect through PBC is less prevalent in the literature, it was still worth 

exploring in the present study. 

As outlined above, prior research in Lebanon indicates that demographic 

variables (gender, income, education, age, nationality, exposure to other cultures, and 

governorate), self-rated mental health, and past helpline use influence TPB constructs 

(e.g., Karam et al., 2019; Khatib et al., 2023). Accordingly, we included these variables 

as covariates to control for their potential effects. 

The importance of applying the TPB to the context of this study relies on the 

assumption that helplines are a viable and effective intervention. Therefore, it is 

necessary to examine their role and demonstrated utility in the mental health field. 

 

B. Role and Effectiveness of Helplines 

Helplines differ in their specific missions and tend to intervene in various ways. 

Yet, they share the goal of offering time-limited assistance, support, and guidance to 

individuals undergoing emotional distress (Zeinoun et al., 2021). These services have 

evolved into a distinct outlet for people to articulate their emotions and receive 

psychological aid and support. Unlike other help-seeking sources, helplines allow 

callers to maintain a sense of control. Callers can seek help beyond conventional 

working hours, decide when to start or end calls, and preserve their anonymity.  
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In addition to the ecological benefits of helplines, the evidence suggests that 

they can reduce suicide-related behaviors, emotional distress, and hopelessness (Gould 

et al., 2007; Hoffberg et al., 2020; Kalafat et al., 2007; King et al., 2003; Pil et al., 2013; 

Shaw & Chiang, 2019). In Lebanon, Zeinoun et al. (2021) conducted the first 

examination of the efficacy of an emotional support and suicide-prevention helpline in 

the Arab region. They found that most callers who expressed emotional distress, 

suicidal ideation, or suicide attempts during the call reported reduced distress by the end 

of the call. Furthermore, 75% of callers with suicidal ideation were no longer 

experiencing suicidal thoughts at the end of the call. These findings add to the existing 

literature supporting the effectiveness of helplines, extending them to the Arab World 

and, more specifically, Lebanon.  

Helplines were also found to be effective in terms of the callers’ subsequent use 

of the resources and referrals provided during the call (Britton et al., 2016; Gould et al., 

2007, 2012; Kalafat et al., 2007). Moreover, Batterham et al. (2022) found that among 

suicidal individuals, a primary factor promoting seeking help from a mental health 

professional was the disclosure of suicidal thoughts to helplines. Consequently, 

helplines can serve as a crucial bridge, directing callers toward professional services. 

This facilitation of appropriate help-seeking behavior and the reduction of treatment 

delays are particularly needed in Lebanon (Karam et al., 2019). 

Interestingly, many helpline callers in Lebanon reported having previously 

accessed professional mental health services but terminated treatment due to structural 

barriers including cost and distance, and limited trust in mental health professionals 

(Zeinoun et al., 2021). This finding highlights the potential of helplines to serve as a 

more accessible and convenient source of support for such individuals, while also 
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operating as an entry point that can normalize and facilitate engagement with further 

help when needed. 

 

C. Additional Factors Influencing Help-Seeking 

Despite evidence supporting the effectiveness of helplines, their use remains low 

(Barnes et al., 2001; Cloonan, 2021; Crosby Budinger et al., 2015; Gould et al., 2006; 

Hedman-Robertson, 2018). In Lebanon, research has supported the effectiveness of the 

national Lifeline (Zeinoun et al., 2021). However, research in Lebanon or the broader 

Arab world exploring deterrents to helpline use is scarce. 

A systematic review on youths’ engagement with helplines uncovered that 

females were more likely than males to know of and use those services (Mathieu et al., 

2021). In addition, people identifying as LGBTQ+ were often less likely to use general 

helplines, in part due to concerns about stigma and fears for their safety (Goldbach et 

al., 2019; Mathieu et al., 2021). Moreover, participants from sexual and gender minority 

groups reported avoiding helpline use primarily due to workers’ limited awareness and 

understanding of their unique challenges (Lim et al., 2021). Consequently, they were 

more likely to engage with services specifically targeting their community (Goldbach et 

al., 2019; Mathieu et al., 2021). Similarly, individuals from lower-income backgrounds, 

underdeveloped regions, rural areas, or linguistically diverse communities were less 

likely to seek help through helplines (Adams et al., 2022; Goldbach et al., 2019; 

Mathieu et al., 2021; Thompson et al., 2018). These disparities are often linked to 

heightened stigma, limited awareness of available services, reduced accessibility, 

language barriers, financial constraints, experiences of discrimination, and the lack of 

culturally sensitive care (Adams et al., 2022). 
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Generally, barriers to help-seeking fall into four broad categories: attitudinal, 

cultural, perceived need, and structural barriers (Shi et al., 2020). Research consistently 

indicates that structural barriers or service awareness and knowledge are less predictive 

of helpline use than other factors (Andrade et al., 2014; Cloonan, 2021; Gould et al., 

2006; Hedman-Robertson, 2018). In line with this evidence, the present study 

prioritized the examination of attitudinal and cultural constructs as well as perceived 

need. 

Attitudinal barriers encompass unfavorable views toward seeking mental health 

support and a preference for self-reliance (Shi et al., 2020), which are addressed in the 

present study. Cultural influences typically include stigma and unique cultural concerns, 

such as loss of face. Self-reliance and stigma have been robustly identified as key 

barriers to helpline engagement, with self-reliance emerging as the most significant 

deterrent (Cloonan, 2021; Gould et al., 2006). 

Perceived need captures whether individuals recognize that external support is 

needed and acknowledge the severity of their mental health concerns, aligning with 

what Karam et al. (2019) termed Perceptions of Mental Health Concerns (PMHC) in the 

Lebanese context. 

Having established the relevance of the TPB constructs above (stigma, PBC, and 

attitudes toward help-seeking) the following discussion extends the framework by 

integrating additional variables highlighted in the literature: PMHC, loss of face, and 

self-reliance. 
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1. Perceptions of Mental Health Concerns 

Help-seeking often begins with the recognition that external support is necessary 

or beneficial (AlHorany, 2019). When individuals underestimate the seriousness or 

persistence of their symptoms, they are less likely to pursue professional intervention. 

Systematic reviews and cross-cultural studies have identified viewing mental health 

concerns as not severe or self-resolving as one of the most significant barriers to 

seeking professional support (Chen, 2012; Gulliver et al., 2010; Han et al., 2018; 

Negash et al., 2020; Shi et al., 2020). 

A recent review focused on the Arab world echoed these findings, with Khatib 

et al. (2023) reporting that failure to acknowledge the severity of one’s mental health 

concerns and the need for external intervention constituted major barriers to seeking 

care. Importantly, underestimating the severity of symptoms often led individuals to 

attempt to handle the issue independently, highlighting a potential link between PMHC 

and culturally reinforced norms of self-reliance. 

PMHC appear to be especially salient in the Lebanese context. In their national 

study, Karam et al. (2019) found that a significant proportion of people refrained from 

seeking professional support because they believed their issue would resolve on its own, 

or was not severe enough, or they preferred to manage independently. A large majority 

(93.5%) of those who did not seek treatment endorsed at least one of these reasons. This 

meaningfully elevated rate emphasizes the cultural salience of this barrier and highlights 

the need to examine how individuals in Lebanon interpret and evaluate their symptoms 

when deciding whether to seek support. 
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The authors combined these three beliefs under what they referred to in their 

discussion as “perceptions of the problem” (p. 657). Nevertheless, the latter item 

(“wanted to handle the problem on their own”) was examined independently in the 

present study under self-reliance, and was therefore not included under PMHC. Indeed, 

Karam et al. (2019) did not use validated scales to distinguish different constructs. 

Instead, they identified barriers by assessing how many participants endorsed each item 

from a list of potential deterrents. In the literature, self-reliance is commonly examined 

as a distinct construct, capturing preferences for managing mental health concerns 

independently and a reluctance to seek external support. This perfectly aligns with 

Karam et al. (2019)’s last item. In contrast, their first two reported barriers reflect 

evaluations of mental health concerns themselves (i.e., whether they are minimized or 

viewed as self-resolving), which are often interpreted separately from self-reliance in 

the literature (e.g., Khatib et al., 2023). 

Given this evidence, PMHC are a critical variable to include in the present 

study. They provide a culturally grounded lens through which to explore how Lebanese 

adults appraise their mental health symptoms, particularly whether they are seen as 

minor or temporary and manageable without intervention. These perceptions can 

significantly delay or deter help-seeking, making them especially relevant to 

understanding help-seeking intention in this population. Notably, the relationship 

between PMHC and intention to seek help from helplines in Lebanon does not appear to 

have been directly examined in the literature. Additionally, the extent to which PMHC 

is associated with the other variables of interest in the present study remains unclear. 
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2. Loss of Face 

a. Introduction to Loss of Face 

According to Zane and Yeh (2002), "Face refers to a person's set of socially-

sanctioned claims concerning one's social character and social integrity, in which this 

set of claims or this 'line' is largely defined by certain prescribed roles that one carries 

out as a member and representative of a group" (p. 126). Typically, concerns about face 

are related to moral integrity or worth, and social values and image (Ran et al., 2021). 

The fear of losing face pertains to a desire to act in ways that are considered culturally 

acceptable and normative to preserve one’s social identity and status.  

In collectivistic cultures, maintaining one’s social standing, reputation, and 

integrity is of pivotal value, making loss of face a variable of great interest (Kim & 

Yon, 2019). Indeed, a cultural comparison showed that Chinese Americans, coming 

from a collectivistic culture, experienced more worries related to loss of face than 

European Americans, who come from an individualistic society (Mak et al., 2009). 

Zayco (2009) also found an association between loss of face and values of collectivism 

and conformity to norms. 

Many non-Western cultures, including Arab societies, view social reputation 

through the lens of the 'fear of losing face,' which is tied to the avoidance of culturally 

inappropriate behavior. In the Arab culture, an individual’s behavior is often a reflection 

of their family’s dignity and compliance with social norms (Heath et al., 2016). Thus, 

loss of face can have consequences for both the individual and their family in such a 

collectivistic society. Despite the cultural relevance of loss of face in the Arab world, 

only two quantitative studies investigating its effect had samples that included Arab 

individuals (Heath et al., 2016; Wong, 2019). 
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 Interestingly, the evidence suggests that people coming from a higher 

socioeconomic status had less loss of face concerns (Chiu et al., 2013). The authors 

attributed these findings to the possibility that those individuals relied on alternative 

positive social identities to maintain their public image and protect their overall self-

esteem. 

The fear of losing face has been connected to elevated distress levels (Mak et al., 

2009; Mak & Cheung, 2012; Gordula, 2021), anxiety (Chiu et al., 2013), rumination 

(Mak et al., 2015), and psychological symptoms (Cheang & Davis, 2014). Additionally, 

high loss of face concerns predicted lower general psychological health (Chiu et al., 

2013) and social support (Tuliao et al., 2016), placing people who identify with these 

concerns in greater need of assistance. Accordingly, it is important to investigate these 

individuals’ views and intent regarding help-seeking. 

 

b. Loss of Face and Help-Seeking 

A systematic literature review on Arabs’ attitudes toward help-seeking from 

counselors and psychologists identified loss of face as an important cultural variable to 

consider (AlHorany, 2019).  

The research regarding the impact of loss of face on mental health help-seeking 

is filled with conflicting findings. Some studies found a positive relationship between 

the fear of losing face and intention to seek psychological help (Topkaya, 2015; Tuliao 

et al., 2016; Yakunina & Weigold, 2011). To explain these findings, Yakunina and 

Weigold (2011) proposed that loss of face concerns could prevent individuals from 

reaching out to others in their community, leading to a need or preference to resort to 

seeking help from professionals. Additionally, psychological problems may be viewed 
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as opposing social norms. Consequently, people’s incentive to seek treatment may 

increase to prevent further loss of face through the development of more severe and 

perceivably shameful symptoms. Indeed, Heath et al. (2016) found that increased loss 

of face was associated with higher perceived benefits of self-disclosing to a counselor. 

Further support for these explanations can be found in Topkaya’s (2015) and Yakunina 

and Weigold’s (2011) findings that although loss of face was associated with increased 

intention to seek help, it was not related to more favorable attitudes toward help-

seeking. Thus, loss of face concerns can lead to a higher intention to seek help without 

implying a more positive view of help-seeking. Furthermore, Tuliao et al. (2016) found 

that despite the positive association between loss of face and intention to seek help, loss 

of face was still negatively related to attitudes toward help-seeking. They also 

uncovered a negative indirect effect of loss of face on intention to seek help through 

attitudes toward help-seeking. 

In other studies, loss of face was purely a deterrent, showing negative 

associations with help-seeking attitudes (Cheang & Davis, 2014; Cogan et al., 2023; 

David, 2010; Han et al., 2017; Tuliao et al., 2016; Zayco, 2009) and past help-seeking 

behaviors (Abe-Kim et al., 2004; Gong et al., 2003). These results make sense when 

interpreted in conjunction with other findings. To illustrate, the fear of losing face was 

highly associated with disguised distress (Wong, 2019), emotional self-control (Zayco, 

2009), and self-disclosure risks (Heath et al., 2016). Furthermore, individuals who 

expressed apprehension about losing face were less inclined to exhibit interpersonal 

openness regarding their issues (Leong et al., 2011). Similarly, fear of losing face was 

found to predict lower self-disclosure on issues such as habits, relationships, sexual life, 

values, and emotions (Zane & Ku, 2014). Hence, acknowledging psychological 
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challenges, sharing them with others, and asking for help can be seen as going against 

cultural standards, which puts one's own and one's family's social standing at risk. In 

this way, individuals concerned with losing face may hold negative views about help-

seeking and avoid reaching out in fear of the resulting social ramifications. 

Finally, some studies found no relationship between the fear of losing face and 

help-seeking attitudes (Gordula, 2021; Heath et al., 2016; Kim & Yon, 2019; Leong et 

al., 2011; Topkaya, 2015). The following discussion attempts to deepen our 

understanding of the mixed findings in the literature. 

 

c. Interpretation of Conflicting Findings 

i. Different Mechanisms of Action 

The inconsistencies that are evident in the literature can be the result of different 

moderation and mediation effects at play. To demonstrate, Heath et al.’s (2016) results 

showed two opposing indirect pathways of loss of face on help-seeking attitudes 

through the mediating variables of perceived self-disclosure risks and perceived self-

disclosure benefits. In fact, loss of face was related to both risks and benefits associated 

with disclosing to a counselor in a sample of participants from the United Arab 

Emirates (UAE). The authors suggested that individuals who fear losing face may 

perceive greater risks due to the Arab cultural norm of nondisclosure as well as the 

social consequences of such help-seeking. Nevertheless, self-disclosing to a 

professional may help prevent the development of more severe symptoms that could 

lead greater loss of face, thereby increasing the perceived benefits of self-disclosure. It 

may also be preferred over seeking help from one’s social circle to reduce reputational 

harm. Loss of face was then associated with more favorable attitudes through higher 
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perceived benefits of self-disclosure and unfavorable attitudes through the appraisal of 

increased risks. These mediation effects are likely to have canceled out the direct 

relationship between loss of face and help-seeking attitudes in Heath et al.’s (2016) 

study. Notably, perceived self-disclosure risks and benefits may vary across contexts 

and situations, which could help explain the mixed findings in the literature. 

Furthermore, Tuliao et al. (2016) found that individuals who feared losing face 

had a stronger intent to seek counseling despite the negative association between loss of 

face and attitudes toward help-seeking. Additional analyses revealed that the fear of 

losing face weakened the intent to seek help when the pathways in question involved 

attitudes toward counseling. Yet, other pathways, which included self-concealment and 

problem severity as mediators, showed that loss of face had a positive indirect effect on 

the intent to seek counseling. Thus, different mechanisms may dominate across 

contexts, shaping the overall relationship observed. 

Similar pathways could possibly explain Yakunina and Weigold’s (2011) as 

well as Topkaya’s (2015) results, wherein loss of face was associated with higher 

intention to seek help, even though loss of face and attitudes toward seeking help were 

not significantly related. Thus, individuals may want to seek help to avoid losing face, 

even though they do not necessarily hold positive attitudes toward help-seeking. In this 

way, Tuliao et al.'s (2016) and Heath et al.’s (2016) results give some insight into the 

conflicting findings in the literature by showing that loss of face can encourage or limit 

help-seeking through multiple, context-dependent mechanisms. 
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ii. Cultural Differences 

Conflicting findings in the literature may also reflect differences in sample 

composition across studies (Tuliao et al., 2016). For instance, Yakunina and Weigold's 

(2011) sample combined multiple ethnicities of Asian Americans and Asian students 

residing in the United States. Their results yielded a positive association between loss of 

face and help-seeking intention (Yakunina & Weigold, 2011). Similarly, Topkaya 

(2015) suggested that the positive association found in their study between loss of face 

and intention to seek psychological help may be shaped by the cultural context of 

Turkish adults who may be impacted differently by face concerns. 

In contrast, Abe-Kim et al. (2004), David (2010), Gong et al. (2003), and Tuliao 

et al. (2016) had samples consisting specifically of Filipino and Filipino Americans. 

Their results uncovered a negative association between loss of face and both past help-

seeking behaviors (Abe-Kim et al., 2004; Gong et al. (2003) and attitudes toward 

psychological help-seeking (David, 2010; Tuliao et al., 2016). Likewise, a negative 

relationship between loss of face and attitudes toward help-seeking was found in 

samples of Asians residing in China (Cheang & Davis, 2014) or Korea (Han et al., 

2017). Taken together, these findings suggest that loss of face does not function as a 

uniform barrier or facilitator across samples. In fact, its influence on help-seeking may 

differ based on the country where the study is taking place as well as the specific 

cultural group under study. Accordingly, the importance of examining loss of face 

within distinct cultural contexts is accentuated. 

Some of the conflicting findings may also stem from differences in acculturation 

or westernization. For instance, Mak et al. (2009) observed that loss of face levels in 

their sample was negatively related to years of residence in the United States. This 
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implies that baseline levels of loss of face, and the extent to which face concerns guide 

behavior, may decrease with greater exposure to the host culture, potentially altering 

observed associations with help-seeking outcomes. 

Relatedly, Gordula (2021) explained the lack of significance of the relationship 

between loss of face and attitudes toward help-seeking in their study by taking a closer 

look at their sample. The sample consisted of bicultural Filipino Americans who had 

relatively high degrees of acculturation toward the culture they were living in. Thus, 

they may have been less influenced by the expectations of their country of origin. 

Moreover, Gong et al. (2003) found interesting differences in the impact of loss 

of face on help-seeking tendencies based on language. In their sample of Filipino 

Americans, monolingual English speakers’ tendency to use the lay or general medical 

systems did not change as a function of loss of face. In contrast, monolingual Filipino 

speakers exhibited higher use of the lay system and lower reliance on the medical sector 

as their face concerns increased. Conversely, bilingual individuals presented the 

opposite pattern. As loss of face concerns increased, they were less likely to rely on the 

lay system and more likely to use the general medical sector. These differences may 

reflect varying levels of acculturation and exposure to each culture, which may impact 

beliefs about mental health and help-seeking, stigma, and perceived accessibility of 

services. Specifically, individuals who only spoke their host country’s language, 

potentially reflecting higher acculturation, were not driven by loss of face in making 

their decisions. For monolingual Filipino speakers, the use of the lay system may have 

been more culturally acceptable, whereas the medical sector may have been perceived 

as more acceptable for bilingual individuals. Notably, although many studies have 

focused on Asian international students living outside their country of origin, language 
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or acculturation have not been consistently considered, which may partially account for 

inconsistent results. 

In sum, it is essential to consider the specific cultures and ethnicities under 

study, as well as participants’ place of residence and level of exposure to other cultures.  

 

iii. Loss of Face and Gender 

In a sample of Filipino university students, Tuliao et al. (2016) investigated 

whether the pathways through which loss of face predicted intent to seek counseling 

differed by gender, but they found no differences.  

In contrast, Heath et al. (2016) uncovered important gender differences with 

regards to loss of face in their sample of students in the UAE. Primarily, women 

exhibited a stronger fear of losing face than men. This supports previous findings that 

suggest that women hold greater responsibility for preserving their family’s honor and 

status in the Arab world (Youssef & Deane, 2006). Moreover, the positive effect of loss 

of face on help-seeking attitudes through self-disclosure benefits was only significant 

for women (Heath et al., 2016). Thus, loss of face may manifest itself differently 

between genders, and it may be more likely to have a motivating effect among women. 

Alternatively, the differences found could also reflect baseline gender differences. 

Women had more positive attitudes toward help-seeking, greater perceived benefits of 

self-disclosure, and lower levels of stigma.  

Consequently, unaccounted for gender differences may have altered or masked 

the effect of loss of face in some studies in the literature. Moreover, it is also possible 

that gender differences exert greater influence in Arab cultures.  
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d. Loss of Face and Stigma 

Loss of face and stigma both involve fears about societal views, yet they are 

conceptually distinct constructs. The fear of losing face reflects a broader concern with 

upholding social conventions and protecting one’s social image. In contrast, stigma 

involves knowledge of unfavorable perceptions held by society toward certain 

conditions or behaviors, which can lead to discrimination, marginalization, or prejudice 

(Heath et al., 2016). In the context of the present study, loss of face captures an 

individual’s general concern about their social reputation, while stigma reflects 

sensitivity to social messages and anticipated negative reactions specifically related to 

seeking help from helplines. 

Many studies overlook cultural and ethnic variations in how stigma is perceived 

and experienced (Ran et al., 2021). For instance, the authors highlight differences 

between collectivistic and individualistic cultures in the underlying reasons for the 

emergence of stigma. In their systematic review, Ran et al. (2021) found that stigma 

toward individuals with mental illness tends to be more severe in non-Western cultures. 

One possible explanation is that, in some collectivistic societies, stigma is exacerbated 

by a moral dimension tied to the concept of "face," which reflects an individual’s moral 

and social standing (Yang & Kleiman, 2008). As a result, people with mental illness 

may suffer a loss of moral standing and encounter greater obstacles in accessing social 

resources due to the perceived loss of face. 

The evidence supports the positive association between loss of face and self-

stigma (Cheang & Davis, 2014; Kim & Yon, 2019; Mak et al., 2015), public stigma 

(Cheang & Davis, 2014; Han et al., 2017; Heath et al., 2016; Kim & Yon, 2019), and 

affiliate stigma (Chiu et al., 2013; Mak & Cheung, 2012; Yang, 2015), as well as a 



 

 45 

negative relationship with indifference (David, 2010) and tolerance (Leong et al., 2011) 

for stigma. 

 

e. Loss of Face and Self-Reliance 

In Wong’s (2019) study, individuals who feared losing face were more likely to 

report that they wanted to cope on their own instead of accepting help from others. This 

suggests a potential link between the fear of losing face and self-reliance, though this 

association has not been thoroughly investigated yet. 

 Moreover, Heath et al. (2016) referred to self-reliance as a potential explanation 

of their findings. Their results showed that loss of face can improve help-seeking 

attitudes through self-disclosure benefits only among women. It could be that men who 

are concerned with losing face also fear losing their status as men who are anticipated to 

show strength and self-reliance in coping with their issues (Crabtree, 2007). Thus, it 

would be less likely for men with loss of face concerns and self-reliance beliefs to 

perceive benefits in self-disclosing as opposed to women. 

 In Lebanon, there is a strong emphasis on preserving family integrity through 

not seeking help from external sources (Noubani et al., 2020). Jordanian students also 

viewed psychiatric help-seeking as culturally inappropriate and as a breach of family 

secrecy (Rayan & Jaradat, 2016). Moreover, Dalky (2012) describes how mental illness 

is often seen as a family failure, best handled internally to avoid external shame. These 

dynamics suggest that individuals in Arab cultures may adopt self-reliance in part to 

avoid loss of face, thereby avoiding bringing shame upon themselves or their families 

by exposing personal or familial weaknesses. 
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f. Loss of Face and Types of Help-Seeking 

The impact of loss of face seems to differ based on the type of help-seeking. 

Gong et al. (2003) found that individuals who had greater fears of losing face were less 

likely to use mental health professionals as a source of help, but the same effect was not 

found for the general medical field or the folk system. In addition, stronger fears of 

losing face were associated with a higher likelihood of seeking help from the lay 

system. Similarly, Abe-Kim et al. (2004) found that increased loss of face concerns 

predicted lower use of mental health services but had no impact on seeking out 

members of the religious clergy.  

Therefore, it seems that the fear of losing face may exert greater influence on 

seeking help from mental health professionals, as this source of help is often less 

socially acceptable than others. It is important to note that none of the studies 

investigating loss of face examined its impact on seeking-help from helplines. Yet, 

attitudes toward helplines may differ from those towards seeking help from mental-

health professionals. In fact, Gould et al. (2006) found that attitudes toward helplines 

were more negative than those towards other sources of help.   

 

g. The Theory of Planned Behavior and Loss of Face 

Studies applying the full TPB model in Chinese populations have referred to 

loss of face as a means to explain the underuse of mental health services in that 

population, as well as the heightened importance of subjective norms (Lee, 2016; Mak 

& Davis, 2014; Mo & Mak, 2009). Specifically, the researchers argued that subjective 

norms would play a bigger role in that context compared to the West, partly due to 

heightened concerns about losing face. Lee (2016) also referred to loss of face to 
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provide context for the relevance of their variables of self-concealment, anticipated 

risks of help-seeking, and Asian values. Loss of face was discussed as a facet of Asian 

values that would increase self-concealment and the anticipated risks of seeking help. 

Nevertheless, although the aforementioned studies incorporated loss of face in their 

conceptualization of the relevance and impact of their variables, none actually measured 

it.  

 

h. Identified Gaps 

First, although loss of face has been identified as an important variable 

influencing help-seeking in Arab cultures (AlHorany, 2019), only two studies have 

included samples consisting of Arab individuals (Heath et al., 2016; Wong, 2019). This 

issue becomes more critical when considering cultural differences outlined earlier 

regarding loss of face and its impact on help-seeking variables. 

 Second, as outlined above, loss of face seems to have differing impacts on help-

seeking through various mechanisms. Most studies involving loss of face have not 

relied on a theoretical framework. Since the TPB is the most commonly used theoretical 

basis in help-seeking literature, investigating the impact of loss of face within that 

framework is crucial. Additionally, the literature has focused on establishing a 

relationship between loss of face and help-seeking attitudes, often overlooking its 

relationship with intention to seek help. However, the TPB posits that intention is the 

direct precursor to behavior (Ajzen, 1991).  

 Third, while the literature suggests a relationship between loss of face and self-

reliance (Heath et al., 2016; Wong, 2019), this association has not been directly 

measured and warrants further exploration. 
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 Fourth, studies indicate variations in the impact of loss of face depending on the 

type of help-seeking under study (Abe-Kim et al., 2004; Gong et al., 2003). Yet, no 

known studies have explored how loss of face may influence help-seeking from 

helplines specifically. 

 

3.  Self-Reliance 

a. Definition and Clinical Significance 

According to Levant et al. (2020), self-reliance is defined as the reluctance to 

seek help and the preference to rely on oneself. Individuals exhibiting high self-reliance 

tend to have lower levels of social support and resilience (Ishikawa et al., 2023), as well 

as higher levels of depressive symptoms (Keller & Owens, 2022; Labouliere et al., 

2015; Mahalik & Di Bianca, 2021), anxiety (Keller & Owens, 2022), psychological 

distress (Griffin et al., 2022; Mahalik et al., 2003), and suicidal ideation (Griffin et al., 

2022; Labouliere et al., 2015; Nakamura et al., 2022; Pirkis et al., 2017). Moreover, 

self-reliance was the only common moderator for both men and women in the 

relationship between psychological distress and suicidal ideation (Griffin et al., 2022). 

Extreme self-reliance among at-risk individuals also predicted suicidal ideation and 

depressive symptoms after two years (Labouliere et al., 2015). The conservation of the 

symptoms across time could be due to the lack of help sought, thus limiting any 

improvements. This is further supported by evidence that self-reliance is associated with 

the concealment, restriction, and suppression of emotions (Mahalik et al., 2003). 

Therefore, self-reliance can increase distress and risk to a person’s life while also 
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preventing the development of protective factors, making it a crucial variable of 

interest. 

 

b. Self-Reliance Within the Theory of Planned Behavior 

Generally, several systematic reviews aiming to uncover barriers to seeking and 

accessing professional mental health support identified self-reliance as a major deterrent 

(Fisher et al., 2021; Gulliver et al., 2010; Radez et al., 2021; Shi et al., 2020). 

Importantly, self-reliance was also a main barrier to professional help-seeking among 

vulnerable at-risk populations reporting self-harm or high levels of depressive 

symptoms (Radez et al., 2021).  

 

i. Self-Reliance in Relation to Attitudes and Intention 

Numerous studies on help-seeking from mental health professionals found that 

self-reliance was associated with unfavorable attitudes (Gould et al., 2012; Jennings et 

al., 2015; Keller & Owens, 2022; Krill Williston et al., 2019; Mahalik et al., 2003; 

Nakamura et al., 2022) as well as decreased intention to seek help (Ebert et al., 2019; 

Ishikawa et al., 2023; Mahalik & Di Bianca, 2021; McDermott et al., 2018). 

Interestingly, among men specifically, the negative relationship between depression and 

help-seeking intention was fully accounted for by the roles of self-reliance and 

emotional control (Mahalik & Di Bianca, 2021), highlighting the critical role of self-

reliance in vulnerable populations. 

 Self-reliance has been primarily studied in relation to seeking help from mental 

health professionals. However, it has also been identified as a significant barrier to 
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accessing support from helplines. In fact, self-reliance emerged as the strongest barrier 

to helpline use, with higher self-reliance predicting lower intention to use helplines 

(Cloonan, 2021). Importantly, after watching a presentation about helplines, the impact 

of self-reliance on participants’ likelihood of contacting a helpline diminished. 

Therefore, it is crucial to investigate the role of self-reliance in diverse contexts, as its 

effect can be mitigated with proper awareness and outreach interventions. 

Notably, self-reliance also significantly deterred seeking help from informal 

sources, such as family and friends. (Ishikawa et al., 2023; Labouliere et al., 2015). 

Interestingly, social support provided a full explanation for the association between self-

reliance and informal help-seeking (Ishikawa et al., 2023). Yet, self-reliance remained a 

significant independent predictor of seeking-help from professional resources, with 

social support only playing a partial mediating role.  

 

ii. Self-Reliance and Stigma 

Self-reliance has also been found to have a positive association with personal 

stigma (Griffiths et al., 2011), perceived stigma (Griffiths et al., 2011; Jennings et al., 

2015), public stigma (Keller & Owens, 2022), and self-stigma (Jennings et al., 2015; 

Keller & Owens, 2022; Mahalik & Di Bianca, 2021). As previously stated, public 

stigma has often been considered an indirect measure of subjective norms (Chang, 

2012; Lee, 2016; Logsdon et al., 2018; Mesidor & Sly, 2014; Pan & Hao, 2023; 

Walther, 2002; Westerhof et al., 2008). Thus, the evidence suggests that a preference to 

manage mental health concerns independently is related to the stigmatization of help-

seeking behaviors, further highlighting the importance of addressing this deterrent.  
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iii. Self-Reliance and Perceived Behavioral Control 

Research on the relationship between self-reliance and PBC is still in its early 

stages, so clear conclusions cannot yet be drawn. However, preliminary evidence 

suggests that in the context of professional mental health support, higher levels of self-

reliance are associated with decreased PBC (Taylor, 2018). Importantly, the existing 

literature does not seem to include examinations of this relationship when it comes to 

helplines specifically. 

 

c. Demographic and Contextual Differences 

i. The Potential Moderating Role of Demographic Variables in the Relationship 

Between Self-Reliance and the Theory of Planned Behavior Constructs 

Although the majority of the literature supports self-reliance as a deterrent to 

help-seeking, some studies based on the TPB reveal conflicting patterns. The following 

discussion attempts to shed light on those discrepancies by examining the influence of 

gender, culture, and types of help-seeking. 

Studies examining the dynamics of men seeking couples therapy found negative 

associations between self-reliance and attitudes toward seeking therapy (Parnell & 

Hammer, 2018; Spiker et al., 2019) as well as the intention to do so (Spiker et al., 

2019). Parnell and Hammer (2018) also found an indirect effect of self-reliance on 

intention to seek couples therapy, whereby attitudes played a mediating role. In 

contrast, Spiker et al. (2020) delved into women's engagement with couples therapy. 

They found complex relationships wherein self-reliance can both help and impede 

seeking therapy. Women with higher self-reliance had increased levels of favorable 

attitudes and intention. There was also a protective effect of self-reliance on help-
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seeking intention through attitudes. Yet, when self-stigma was added to the mediational 

pathway, those relationships changed. Self-reliance predicted more negative attitudes 

through self-stigma, which would then lead to fewer intention to seek couples therapy. 

Therefore, while self-reliance sometimes functioned as a motivating factor for women 

in seeking couples therapy, it consistently acted as a deterrent for men. 

This discrepancy is further illuminated by findings regarding subjective norms 

in those studies. While no relationship was found between self-reliance and subjective 

norms for women (Spiker et al., 2020), a negative relationship was observed for men 

(Parnell & Hammer, 2018; Spiker et al., 2019). This suggests that self-reliance may lead 

men to stigmatize seeking couples therapy based on perceived social expectations, 

whereas this normative pressure does not appear to affect self-reliant women in the 

same way. 

Interestingly, Gould et al. (2006) reported that in the context of helpline use, 

women were more likely than men to endorse self-reliance as a barrier to calling. Yet, 

men were still less likely to use helplines. The authors argued that self-reliance exerts a 

stronger inhibitory effect on men’s help-seeking attitudes and intention, contributing to 

greater reluctance to seek support. These findings support the suggestion that gender 

differences in self-reliance are better understood not only by comparing endorsement 

levels, but also by considering how self-reliance operates to influence help-seeking 

across genders. 

In addition to gender, culture can play a critical role. For example, rural veterans 

endorsed self-reliance as a barrier to seeking psychological help, while referencing 

military, rural, and masculine gender norms (Fischer et al., 2016). In that study, mental 

health care providers also expressed that self-reliance plays a vital role in deterring 
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help-seeking due to the combined influence of those cultural expectations. Hall (2021) 

further showed that considering gender and culture together provides a stronger 

explanation of attitudes toward seeking help than either factor alone. Arab men located 

in the UAE often reported self-reliance preferences, which participants explained 

through both masculine and cultural norms. They described perceived differences in 

how Arab men deal with their concerns, noting that talk therapy is seen as more 

characteristic of Western cultures. As a result, seeking professional help tended to be 

framed as a last resort, pursued only after personal resources had been fully exhausted.  

Moreover, culture may also contribute to differences in how self-reliance is 

defined and experienced. Among Black individuals, self-reliance was phrased as a 

strength, and a motivational and empowering factor that promotes independence 

(Taylor, 2018; Woods, 2013). In those communities, increased self-reliance predicted 

more favorable attitudes toward seeking mental health support, stronger intention to 

seek it, and weaker negative subjective norms. Those findings contradict the general 

literature on self-reliance, in which it is typically discussed as one of the biggest 

deterrents to seeking help through its negative impact on attitudes, intention and 

subjective norms (e.g., Nakamura et al., 2022). 

Finally, the type of help-seeking under study seems to alter the impact of self-

reliance. For instance, self-reliance deterred men from seeking couples therapy (Parnell 

& Hammer, 2018; Spiker et al., 2019). Likewise, self-reliance predicted decreased 

intention to seek general psychological help through its negative effect on attitudes 

among men (Smith et al., 2008). That said, in the context of medical help-seeking, self-

reliance facilitated men’s help-seeking for sexual impairment (Hyde et al., 2016). 

Indeed, higher self-reliance was related to greater intention to seek medical help and 
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more favorable subjective norms, but was not associated with attitudes. This pattern 

suggests that self-reliance may motivate men to normalize and act on medical concerns, 

without necessarily fostering positive attitudes toward seeking help. Notably, self-

reliance emerged as a stronger deterrent to seeking help from helplines compared with 

other forms of care (Cloonan, 2021; Gould et al., 2006). 

Beyond attitudes, intention, and norms, research on the relationship between 

self-reliance and PBC is still in its early stages with no conclusive findings. However, 

preliminary literature suggests some differences across contexts. For example, no 

association was found between self-reliance and PBC for women (Spiker et al., 2020) or 

men (Parnell & Hammer, 2018) seeking couples therapy. However, in a Canadian 

sample, higher endorsement of self-reliance predicted decreased PBC over seeking 

professional help (Taylor, 2018). In contrast, self-reliant men demonstrated higher PBC 

for medical help-seeking (Hyde et al., 2016). Thus, much like its effect on intention and 

attitudes, the impact of self-reliance on PBC appears to vary depending on the context 

of the study. 

In conclusion, although self-reliance generally impedes help-seeking, its effect 

on help-seeking attitudes, stigma, PBC, and intention appears to vary based on gender, 

cultural context, and the type of help-seeking behavior targeted.  

 

ii. Differences in Levels of Self-Reliance 

Beyond variations in how self-reliance functions across different contexts, the 

following section details variations in the degree of self-reliance itself. 
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Regarding age, Ishikawa et al. (2023) found that self-reliance was higher among 

young adults (ages 18–25 years) than adolescents, and Keller & Owens (2022) reported 

a positive association with age in an older adult sample (Mage = 52). Conversely, in a 

sample with participants ranging from 18 to 25 years old, self-reliance did not differ 

significantly by age (Jennings et al., 2015). These results suggest that self-reliance may 

be higher in young adulthood than in adolescence, remains relatively stable during that 

period, and may then increase further at older ages. 

As for gender, much research on self-reliance has been centered on men (Fisher 

et al., 2021; Hall, 2021; Hasbini, 2023; Johnson et al., 2012; Mahalik & Di Bianca, 

2021), since it is traditionally considered a masculine conformity norm. Indeed, some 

studies reported that males have a higher tendency than females to solve their problems 

independently (Bosco et al., 2020; Keller & Owens, 2022; Krill Williston et al., 2019). 

Men were also more likely to believe that they have failed if they were to seek help 

compared to women (Pederson & Vogel, 2007). Even so, some studies found no 

differences in the degree of self-reliance between men and women (Griffin et al., 2022; 

Ishikawa et al., 2023; Labouliere et al., 2015), perhaps due to a rise in egalitarian 

viewpoints emphasizing women’s independence. This could have led to an equal 

development of maladaptive self-reliance beliefs across genders, rendering help-seeking 

less acceptable for all.  

Nevertheless, it is noteworthy that a study focused on individuals living in rural 

areas found that men reported higher self-reliance than women (Keller & Owens, 2022). 

These findings suggest that more traditional rural contexts may reinforce gendered 

expectations, thereby amplifying differences in self-reliance between men and women. 
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Thus, the magnitude of gender disparities in self-reliance may depend on the cultural 

context. 

Relatedly, cultural differences in levels of self-reliance can manifest both 

between and within countries. For instance, rural populations often exhibit higher self-

reliance compared to urban communities (Keller & Owens, 2022; Hull et al., 2017). 

Moreover, Hall (2021) found that Arab men in the United Arab Emirates (UAE) tended 

to hold stronger self-reliance beliefs, largely because they perceived seeking external 

support as characteristic of Western cultures. 

 

d. Self-Reliance and Previous Help-Seeking Behaviors 

Although predicting future help-seeking behavior is the ultimate goal, practical 

challenges make it difficult to achieve. Consequently, Jennings et al. (2015) and Keller 

and Owens (2022) investigated whether self-reliance predicted past help-seeking 

behaviors. They found that higher self-reliance predicted fewer previous help-seeking 

experiences with mental health professionals.  

When it comes to helplines, Gould et al. (2006) found that self-reliance was the 

most commonly reported reason for not having used helplines in the past. Self-reliance 

was cited as a barrier to seeking help from helplines more frequently than for other 

sources of help (mental health professionals, school counselors, the internet, clergy, 

health professionals, or substance abuse programs).  

Only one study found no relationship between self-reliance and past helpline use 

(Labouliere et al., 2015). The authors attributed this finding to the overall low 

prevalence of past helpline use in their sample. Additionally, the authors only examined 
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individuals with extreme levels of self-reliance. As a result, the researchers may have 

overlooked the influence of milder expressions of self-reliance, potentially missing its 

impact on helpline use. 

 

e. Self-Reliance in the Context of Lebanon 

Self-reliance is a commonly reported barrier to mental health help-seeking in the 

Arab world, often rooted in the belief that seeking external support is a sign of 

weakness or personal inadequacy (Al-Darmaki, 2011). In the context of Lebanon, 

Karam et al. (2019) found that participants’ preference for resolving problems on their 

own was one of the most prevalent barriers to seeking help from professional mental 

health resources. Similarly, both men and women in the Beqaa and Beirut areas 

reported that they would rather manage their distress on their own, in order to avoid 

burdening others (Noubani et al., 2020). While both genders preferred to self-manage, 

they had different coping mechanisms. Women were more likely to cope through self-

care and altering eating patterns, whereas men were more prone to engaging in harmful 

behaviors, including substance use and, in some cases, criminal activity (Noubani et al., 

2020). 

Additional research on the influence of self-reliance has primarily focused on 

men. Within the patriarchal cultures of the Middle East, and particularly in Lebanon, 

men are often taught that showing emotion is a sign of weakness and femininity (El 

Halabi et al., 2021). Moreover, masculinity is commonly linked to enduring distress and 

regulating emotions independently (Mahalik & Dagirmanjian, 2019). Supporting this 

notion, El Kahi et al. (2012) found that the majority of Lebanese male university 



 

 58 

students often avoided seeking professional support, choosing instead to handle their 

struggles on their own. Another study examined help-seeking behaviors and intention 

among Lebanese men in relation to conformity to masculine norms, including self-

reliance (Hasbini, 2023). Findings revealed that greater conformity to these norms was 

negatively associated with help-seeking attitudes and behaviors, as well as the number 

of sessions attended with a mental health professional. 

 

f. Identified Gaps 

Research examining self-reliance in Arab cultures or in the specific context of 

helplines remains limited. Additionally, existing studies that identify self-reliance as a 

barrier to helpline use have largely relied on samples of minors (Cloonan, 2021; Gould 

et al., 2006) and were conducted in the United States. The impact of self-reliance on 

TPB variables also appears to be context-dependent, highlighting the need to explore 

these dynamics within Lebanon’s distinct socio-cultural environment, specifically 

regarding adult help-seeking from helplines. Addressing this gap may provide 

contextually grounded evidence, strengthen the generalizability of prior findings, and 

clarify whether self-reliance serves as a key target for intervention. 

Moreover, although several studies examining self-reliance as a barrier to help-

seeking have drawn on the TPB, many did not include all TPB variables. Specifically, 

these studies often omitted subjective norms (Nakamura et al., 2022; Smith et al., 2008) 

and PBC (Nakamura et al., 2022; Smith et al., 2008; Spiker et al., 2019). As a result, 

important relationships and insights may have been overlooked. To remedy this, the 

present study incorporated all TPB variables to more fully capture the network of 

relationships underlying helpline help-seeking. 
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g. Implications for the Current Study 

The roles of PMHC, loss of face, and self-reliance in mental health help-seeking 

have been examined in the literature, but research extending these findings to helplines 

is scarce. The current study examined whether relationships identified in mental health 

help-seeking research, which typically focuses on professional sources, also apply to the 

context of helplines. It also assessed the generalizability of these findings to Lebanon. 

Finally, it situated the effects of these variables within a clear theoretical framework, 

namely the TPB.  

Notably, the study included loss of face, self-reliance, and PMHC as they 

represent distinct relevant cultural and attitudinal dimensions not fully accounted for by 

the core TPB constructs. PMHC capture individuals’ appraisal of whether their 

symptoms are severe or self-resolving (Karam et al., 2019). This is conceptually and 

functionally different from evaluating the help-seeking behavior itself (attitudes) or the 

capability to perform it (PBC). While stigma is often equated with subjective norms, 

loss of face is broader. It reflects a general concern with moral integrity and the 

preservation of honor and reputation, rather than sensitivity to societal messages about a 

specific behavior (Heath et al., 2016). Self-reliance similarly reflects a broader and 

relatively stable cultural or dispositional orientation characterized by reluctance to seek 

help and a preference for independent coping (Levant et al., 2020). In contrast, the TPB 

constructs capture behavior-specific appraisals of help-seeking (e.g., calling helplines). 

Accordingly, while self-reliance was associated with TPB variables in the literature, it 

does not merely duplicate them. 

Given the literature (e.g., AlHorany, 2019; Cogan et al., 2023; Karam et al., 

2019; Khatib et al., 2023), we expected that self-reliance, loss of face, and PMHC 
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would each independently and negatively predict both attitudes toward calling and 

intention to call helplines. Based on preliminary findings (Taylor, 2018), we also 

expected that self-reliance may predict lower PBC.  

Evidence regarding loss of face is less consistent, with some studies suggesting 

it can facilitate help-seeking (e.g., Tuliao et al., 2016; Yakunina & Weigold, 2011). In 

the present study, we tentatively hypothesized that loss of face would act as a deterrent, 

since a larger body of evidence supports this direction of the relationships (e.g., Cogan 

et al., 2023). Moreover, in the Lebanese context, where mental health and help-seeking 

are still relatively stigmatized, we expected that concerns about social reputation would 

hinder rather than facilitate help-seeking. This is consistent with some evidence that, in 

the Arab world specifically, loss of face appears to deter help-seeking (AlHorany, 

2019). Helplines are also often less normalized than other sources of support (e.g., 

Gould et al., 2006), reinforcing our expectation that loss of face would be negatively 

associated with our help-seeking outcomes. 

Additionally, we explored mediation pathways, whereby attitudes toward calling 

may mediate the relationships between both self-reliance and loss of face, and intention 

to call. This rationale is supported by evidence that loss of face (e.g., Cogan et al., 2023) 

and self-reliance (e.g., Cloonan, 2021) predict both attitudes and intention, and that 

attitudes predict intention (Adams et al., 2022; Ajzen, 1991). Some initial findings also 

provided further support for the indirect effects underlying these mediations (e.g., 

Parnell and Hammer, 2018; Tuliao et al., 2016).  

Notably, prior research suggests that demographic variables, such as age, 

gender, or cultural exposure, may shape the prevalence and effects of these variables 
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(e.g., Fischer et al., 2016; Gordula, 2021; Heath et al., 2016; Keller & Owens, 2022). 

Therefore, the present study accounted for them. 
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CHAPTER III 

THE CURRENT STUDY 

 

A. Aims and Hypotheses 

The present study aimed to apply an extended Theory of Planned Behavior 

(TPB) framework to helpline use among adults in Lebanon. We examined the 

relationships between intention to seek help from helplines for mental health concerns 

and loss of face, stigma, perceived behavioral control (PBC), attitudes toward calling, 

perceptions of mental health concerns (PMHC), and self-reliance. Another objective 

was to explore whether loss of face, self-reliance, and stigma influenced intention 

through indirect mediated pathways. 

Specifically, our primary model examined intention to call helplines using the 

core TPB predictors (attitudes toward calling, PBC, and stigma), in addition to loss of 

face, self-reliance, and PMHC. We further tested whether loss of face, self-reliance, and 

PMHC predicted attitudes toward calling helplines, and whether self-reliance also 

predicted PBC. Finally, attitudes and PBC were tested as mediators, linking loss of face, 

self-reliance, and stigma to intention. 

Based on the existing literature, attitudes toward calling helplines were expected 

to be the strongest predictor of intention to call (e.g., Adams et al., 2022). In contrast, 

loss of face typically demonstrated smaller effects in the literature than self-reliance or 

attitudes (e.g., Jennings et al., 2015; Tuliao et al., 2016). Similarly, because helpline use 

is typically associated with lower severity or chronicity of mental health concerns than 

professional support, PMHC were expected to play a smaller role than other attitudinal 

constructs. Although self-reliance was a particularly salient deterrent in the literature, 
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the amount of variance independently predicted by it was likely to decrease due to 

shared variance with attitudes. Given that several factors were expected to influence 

intention to call via attitudes, this further supported the notion that attitudes would be 

the strongest predictor. 

Demographic variables were considered alongside self-rated mental health, 

participants’ awareness of helplines and any prior use of such services. The relevance of 

those variables has been discussed throughout the literature review. Although these 

factors were expected to influence the outcomes, they were not the primary focus of the 

study and were therefore excluded from the hypotheses. Instead, they were used to 

describe the sample, control for potential confounding variables, and explore possible 

differences in the study variables and their interrelationships across demographic 

groups.  

 

1. Primary Hypotheses  

The primary hypotheses are represented in Figure 2.  

H1: Loss of face negatively predicts attitudes and intention to call helplines.  

H2: Self-reliance negatively predicts attitudes, intention to call, and PBC. 

H3: PMHC negatively predicts attitudes and intention to call helplines.  

H4: Attitudes toward calling, PBC, and stigma each independently predict 

intention to call helplines.  
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Figure 2. Primary Hypotheses Predicting Attitudes Toward Calling, PBC, and Intention 

to Call Helplines. 

Note. MH = mental health. 

 

2. Exploratory Hypotheses 

The exploratory indirect effects predicting intention to call helplines are 

represented in Figure 3.  

H5: Attitude to call mediates the negative relationship between loss of face and 

intention to call helplines.  

H6: Attitude to call mediates the negative relationship between self-reliance and 

intention to call helplines. 

H7: Attitude to call and PBC both mediate the negative relationship between 

stigma and intention to call helplines. 

 

 

Figure 3. The Mediating Roles of Attitudes Toward Calling and PBC in Predicting 

Intention to Call Helplines 
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B. Methodology  

1. Research Design 

This study adopted a quantitative, descriptive, cross-sectional survey design. 

The cross-sectional design allows for efficient data collection and provides an overview 

of participants' characteristics and attitudes at a specific time.  

 

2. Participants 

A total of 237 complete responses were collected. Participants were required to 

be 18 years or older and currently living in Lebanon. Thus, five responses were 

excluded: four because participants did not reside in Lebanon and one due to the 

participant being a minor, resulting in a final sample of 232 participants.  

The decision to use only complete responses was informed by an a priori power 

analysis using G*Power. A conservative effect size of (f² = 0.05, small-to-medium) was 

targeted. Although research suggests that variables like attitudes toward help-seeking or 

self-reliance often demonstrate medium-to-large effects, the specific impact of loss of 

face is frequently reported as small-to-medium (e.g., Tuliao et al 2016). Consequently, 

the final sample was sufficiently powered to detect these effects without relying on 

imputed or incomplete data. 

 

3. Procedure 

The study’s proposal was submitted to the Institutional Review Board (IRB) of 

the American University of Beirut (AUB) for ethical approval. Data collection was 

conducted over a period of four months (April to August 2025). Volunteer 
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(convenience) sampling was used, with study invitations consisting of an invitation 

script and a flyer posted on social media platforms such as Facebook, Instagram, 

WhatsApp, and LinkedIn (see Appendices I-II and XXIV-XXV). The research team 

posted the study invitations, and they were open for reposting to the public. We also 

used multiple targeted advertisements on Instagram, each directed at different 

population subgroups to maximize reach (e.g., gender, age groups, geographic regions / 

governorates, and interests). Moreover, several mental health organizations 

disseminated the study invitations either through their social media profiles or by 

sending emails to their members (e.g., the Lebanese Psychological Association (LPA) 

and Le Cabinet Psy clinic).  

The survey link was included in both the invitation script and the flyer, and it 

directed interested individuals to the survey on LimeSurvey. Participants were first 

shown an Informed Consent Form outlining the study’s details, such as the purpose of 

the study, possible risks and benefits, privacy, confidentiality, and the right to 

termination of participation (see Appendix III and Appendix IV). Participants who 

consented to taking part in the study were directed to complete the scales below, which 

was expected to take 10–15 minutes. The order of the scales and the questions within 

each scale was counterbalanced to minimize carry-over and order effects. Whenever 

relevant, depending on the scale or questions, a definition of helplines was provided. 

After completion, participants were offered a list of mental health resources, 

including the contact information of mental health Non-Governmental Organizations 

(NGOs) in various regions of Lebanon, in addition to the number of the National 

Hotline for Emotional Support and Suicide Prevention (see Appendix V). The list was 

preceded by a short text outlining the importance of seeking help and clarifying 
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common misconceptions regarding help-seeking (see Appendix XXII and Appendix 

XXIII).  

All study materials were available in both Arabic and English. A back-

translation process was conducted, where the materials were first translated from 

English to Arabic and then back to English by professional translators. The original and 

back-translated English versions were compared to ensure accuracy and equivalence in 

meaning.  

A pilot study was conducted prior to the main one to ensure that all materials 

were clear, free of errors, easily accessible, and understandable. A total of 10 Lebanese 

adults participated in the pilot study, with five completing each language version of the 

survey. Participants included four men and six women, with ages ranging from 20 to 65 

years. Minor edits to formatting and phrasing were made according to the feedback 

received.  

 

4. Instruments 

a. Demographics 

A demographic questionnaire was used to collect information on participants’ 

age, nationality, exposure to other cultures, gender, sexual orientation, education, 

governorate, and income (see Appendix VI and Appendix VII).  

 

b. Self-Rated Mental Health 

Consistent with Karam et al. (2019), the survey included an item assessing self-

rated mental health, rated on a 4-point scale from “Poor” to “Excellent.” 
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c. Awareness of Helplines 

Participants were asked a “Yes” or “No” question on whether they were aware 

of the presence of any helpline they could reach out to for mental health concerns. 

Those who answered with “Yes” had the option of specifying the name or organization 

associated with the helpline.  

 

d. Past Use of Helplines 

Participants were asked a “Yes” or “No” question on whether they had reached 

out to a helpline for mental health concerns in the past, with the option of choosing 

“Prefer not to answer”. Those who answered with “Yes” had the option of specifying 

the name or organization associated with the helpline.  

 

e. Perceived Behavioral Control 

PBC was measured using an adapted version of the PBC subscale of Mo and 

Mak’s (2009) TPB questionnaire (see Appendix VIII and Appendix IX). In our 

adaptation, the original phrase “seeking a mental health service” was replaced with 

“calling a helpline”. The scale consists of 3 items rated on a 6-point Likert scale, with 

higher scores indicating higher PBC. A sample item is “I think I can decide whether to 

call a helpline or not”. The original study reported good reliability with a Cronbach’s 

alpha of α = .85. In the current study, the PBC scale demonstrated acceptable internal 

consistency (α = .72). 
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f. Attitudes Toward Calling a Helpline 

Attitudes toward calling a helpline was measured using an adaptation of the 

Mental Help Seeking Attitude Scale (MHSAS; Hammer et al., 2018) (see Appendix X 

and Appendix XI). In this adaptation, the phrase “seeking help from a mental health 

professional” was replaced with “seeking help from a helpline.” The scale consists of 9 

items that assess how participants would evaluate such help-seeking if they had a 

mental health concern, with higher scores indicating more favorable attitudes. The 

MHSAS employs a 7-point semantic differential scale, as recommended by Ajzen 

(2006) for developing TPB based questionnaires. The items consist of bipolar adjective 

pairs such as “Useless” versus “Useful,” “Good” versus “Bad,” and “Healing” versus 

“Hurting”, with some items being reverse-coded. Based on the original research, the 

scale demonstrated high reliability, with Cronbach’s alpha α = .94. In the current study, 

the scale demonstrated similarly high internal consistency (α = .94). Although this 

might suggest potential item redundancy, analyses showed that dropping any item 

reduced the scale’s reliability.  

 

g. Stigma 

An adaptation of the Stigma Scale for Receiving Psychological Help (SSRPH; 

Komiya et al., 2000) was used to measure stigma (see Appendices XII and XIII). While 

the SSRPH has been previously translated into Arabic and validated in other Arab 

contexts, such as in Jordan (Rayan & Jaradat, 2016) and the United Arab Emirates 

(Heath et al., 2016), these versions typically focus on traditional professional help-

seeking and required further adaptation for the present study. However, a comparison of 

wording showed close alignment with those translations. 
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For the purposes of the current study, “seeing a psychologist” and “receiving 

professional psychological help” were replaced with “calling a helpline”. The scale is 

composed of 5 items rated on a 4-point Likert scale, from 0 (strongly disagree) to 3 

(strongly agree), whereby higher scores reflect greater stigma. Sample items include 

“People will see a person in a less favorable way if they come to know that he/she has 

called a helpline” and “It is advisable for a person to hide from people that he/she has 

called a helpline”.  In the original study, the scale had moderate reliability with a 

Cronbach’s alpha of α = .72. In the present study, the scale also had acceptable internal 

consistency (α = .74). 

 

h. Loss of Face 

Loss of face was measured with the Loss of Face Questionnaire (LOFQ; Zane & 

Yeh, 2002) which consists of 21 items rated on a 7-point Likert scale, from 1 (Strongly 

Disagree) to 7 (Strongly Agree) (see Appendix XIV and Appendix XV). Higher scores 

represent higher fears of losing face. Sample items include “When I meet other people, I 

am concerned about their expectations of me”, “I hesitate asking for help because I 

think my request will be an inconvenience to others”, and “I try to act like others to be 

consistent with social norms”. As reported by the developers, the scale has good 

reliability with Cronbach’s alpha α = .83. In the present study, the scale also showed 

high internal consistency (α = .88). 

 

i. Self-Reliance 

Originally designed to assess masculine norms among men, the Conformity to 

Masculine Norms Inventory (CMNI-30; Levant et al., 2020) has since been applied to 
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measure related constructs across all genders. For the present study, only the self-

reliance subscale was used (see Appendix XVI and Appendix XVII). The subscale 

comprises 3 items rated on a 6-point Likert scale, ranging from 0 (Strongly Disagree) to 

5 (Strongly Agree), with higher scores reflecting greater self-reliance. A sample item 

from the self-reliance subscale is, “It bothers me when I have to ask for help.” One item 

is reverse-coded: “I am not ashamed to ask for help.” The self-reliance subscale 

demonstrated acceptable reliability in the initial study (α = .78), with a comparable 

value observed in the present study (α = .76). 

 

j. Perceptions of Mental Health Concerns 

The items for this scale were developed based on the findings of Karam et al. 

(2019), which highlighted significant barriers to seeking help for mental health concerns 

in Lebanon. These barriers included perceptions that the problem would resolve on its 

own and was not severe enough to require professional assistance (see Appendix XVIII 

and Appendix XIX). These items, reflecting common barriers to help-seeking in the 

Lebanese context, were adapted into a unified scale and rated using a standard Likert 

scale, ranging from 1 (Strongly Disagree) to 5 (Strongly Agree). The scale was designed 

to assess the degree to which individuals experience these barriers in relation to seeking 

help from mental health helplines. In the present sample, the two-item scale showed 

acceptable internal consistency for a brief measure, α = .65 (95% CI [.56, .74]). The 

mean inter-item correlation was .48. Deleting either item reduced reliability (α = .48–

.51). In future work, the items could possibly be treated as separate indicators once the 

measure is further refined. 
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k. Intention to Call a Helpline 

Intention to call a helpline was assessed using an adaptation of the Mental Help 

Seeking Intention Scale (MHSIS; Hammer & Spiker, 2018) (see Appendix XX and 

Appendix XXI). This scale was developed following Ajzen’s (2006) guidelines for 

creating TPB questionnaires. In the current study, “seek help from a mental health 

professional” was replaced with “seek help from a helpline”. The scale consists of 3 

items that assess respondents’ intention to call a helpline if they had a mental health 

concern. Items are rated on a 7-point Likert scale from 1 (e.g., Extremely Unlikely) to 7 

(e.g., Extremely Likely), with higher scores reflecting higher intention to seek help from 

helplines. A sample item is “If I had a mental health concern, I would intend to seek 

help from a helpline”. In the validation study, the scale demonstrated excellent internal 

consistency (α = .94). In the current sample, reliability was similarly high (α = .95). 

Removing the third item did not have an effect on reliability, suggesting potential 

redundancy. Nevertheless, to facilitate comparisons with prior work and align with 

common practice for this scale, we retained the item. 

 

l. Other Reasons Preventing Helpline Use 

Finally, participants were asked an open-ended question on what other reasons 

could prevent them from reaching out to helplines for mental health concerns. The 

answers to this question were used to provide additional insights into the study’s results. 

 

5. Statistical Analyses 

All statistical analyses were conducted in RStudio. 
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a. Measures and Reliability 

Composite scores for the scale variables (loss of face, self-reliance, PMHC, 

attitudes about calling, PBC, stigma, and intention to call) were computed by averaging 

their respective item scores, after reverse-coding when needed (attitudes scale items: 2, 

5, 6, 8 and 9, and self-reliance item 2). Using mean scores rather than individual items 

or raw sums facilitated interpretation while retaining the original response metric (Koo 

& Yang, 2025). In line with common practice in psychological research, those scale 

scores were treated as interval-level variables for the purposes of analysis (Norman, 

2010). Demographic variables were included as categorical controls, with the exception 

of age, which was treated as a continuous variable in all analyses. 

Prior to analysis, the internal consistency of each Likert scale was estimated 

using Cronbach’s alpha. 

 

b. Data Screening and Descriptive Statistics 

Initial data screening included scanning for univariate outliers using boxplots 

and standard criteria (|z|-scores > 3) (Tabachnick & Fidell, 2019). Although outliers 

were inspected, they were not considered problematic unless they exerted undue 

influence on the model estimates or appeared to be invalid data points. 

The normality of the distribution of numerical variables (scale scores and age) 

was evaluated graphically using Q–Q plots and histograms. The Anderson–Darling (A–

D) test was also used due to its sensitivity to deviations from normality in the tails and 

its suitability for larger samples. Skewness and kurtosis were additionally examined 

through the D’Agostino and Anscombe-Glynn tests, respectively. 
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Descriptive statistics (e.g., means and standard deviations) were computed for 

all numerical variables, while frequencies and percentages were reported for categorical 

demographic and baseline variables.  

Preliminary analyses were conducted to provide an overview of the study 

variables and their interrelations. Bivariate relationships between numerical study 

variables were assessed using Pearson’s product-moment correlation tests (r). 

Interpretations of correlation strength were based on Cohen’s (1988) conventions, 

where r coefficients of .10, .30, and .50 represent small, medium, and large effects, 

respectively. 

To examine group differences in scale scores (self-reliance, loss of face, stigma, 

PMHC, PBC, attitudes, and intention to call) and age, we conducted independent-

samples Welch’s t-tests for binary grouping variables (awareness and past use of 

helplines, nationality, exposure to other cultures, and education) and one-way analyses 

of variance (ANOVAs) for multi-level grouping variables (gender, sexual orientation, 

income, governorate, and self-rated mental health). Welch’s t-tests were used to account 

for potential heterogeneity of variances between groups, and Levene’s tests were 

conducted to verify that the assumption of homogeneity of variance was met for the 

ANOVAs. 

Effect sizes for pairwise comparisons were expressed as Cohen’s d, with 0.2, 0.5 

and 0.8 interpreted as small, medium, and large effects (Cohen, 1988). As for 

significant ANOVA results, because only one factor was included in each model, effect 

sizes were estimated using eta-squared (η²), which in this case is equivalent to partial 

eta-squared (ηₚ²), and reflects the proportion of variance in the outcome explained by 
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the grouping variable. Following Cohen’s (1988) guidelines, values of .01, .06, and .14 

were interpreted as indicating small, medium, and large effects, respectively. 

In cases where the ANOVA yielded significant results, post-hoc comparisons 

were performed using the Tukey adjustment for multiple comparisons to identify 

specific group differences. Cohen’s d was also used here as an estimate of effect size.  

 

c. Influential Cases and Sensitivity Analyses 

For each regression model, potentially influential cases were identified through 

the standard Cook’s distance cutoff (D = 4/N) (Bollen & Jackman, 1990), alongside 

visual inspection of influence and residuals-versus-leverage plots. To further 

characterize these cases, we examined hat values to assess leverage (cutoff: h = 
2(𝑘+1)

𝑁
, 

where k is the number of predictors included and N is the sample size) (Hoaglin & 

Welsch, 1978) and studentized residuals to detect outliers (|t| > 2) (Cohen et al., 2003). 

Finally, flagged observations were qualitatively reviewed to contextually interpret the 

source of their influence. Specifically, we looked at their demographics, response 

patterns, and open-ended comments, to improve our understanding of their influence. 

Accordingly, we evaluated whether any influential cases warranted removal from the 

primary analysis. 

 To test the robustness of the regression findings, sensitivity analyses were 

conducted using the original dataset and two modified datasets. The first reduced 

dataset excluded extreme cases identified through visual inspection of influence plots, 

while the second applied a stricter threshold (excluding all cases flagged in the plots 

and/or exceeding the Cook’s distance cutoff) to remove all potentially influential 

observations. Assumption checks were repeated for the models using the modified 
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datasets to examine how the exclusions impacted model diagnostics. Hypotheses tests 

results were compared with those of the original model to assess the stability of the 

effects.  

Because mediation estimates are obtained from multiple regression equations, 

influence diagnostics were conducted for each model involved, each adjusted for the 

same covariates. For simple mediation, diagnostics were run for the regression 

predicting the mediator (Path a), the regression predicting the outcome including both 

the mediator and the predictor (Paths b and c′), and the total-effect regression predicting 

the outcome from the predictor (Path c).  

For parallel multiple mediation, diagnostics were run for the regressions 

predicting each mediator from the predictor (Paths a1 and a2), the regression predicting 

the outcome including both mediators and the predictor (Paths b1, b2, and c′), and the 

total-effect regression predicting the outcome from the predictor (Path c). If any 

observation warranted removal during the regression diagnostics, given the overlap in 

model paths, it would be excluded from the primary analysis in the relevant mediation. 

For sensitivity analyses, observations exceeding the Cook’s distance threshold (4/N) in 

any component model were flagged and removed after eliminating duplicates.  

 

d. Assumption Checks 

We performed the necessary assumption checks prior to each regression 

analysis. Assumption checks for the mediation pathways were completed as part of the 

regression diagnostics, since they involved the same paths.  
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i. Independence of Errors 

The study used a cross-sectional design with no repeated measures, which 

supports the assumption that the errors are independent in all models. 

 

ii. Linearity 

Linearity was checked for each model using residuals-versus-fitted plots. The 

assumption was considered met if the points were scattered randomly around the 

horizontal line, and no clear curved patterns were observed. 

 

iii. Homoscedasticity 

Visual inspections of the scale-location and residuals-versus-fitted plots were 

conducted to assess homoscedasticity, looking for a consistent spread of the residuals 

without any obvious funnel or cone shapes. Homoscedasticity was additionally 

evaluated using the studentized Breusch–Pagan test, which is relatively robust to 

violations of normality. 

 

iv. Normality 

The normality of the residuals of each model was evaluated through visual 

inspection of Q-Q plots to spot deviations from the diagonal line. This was 

supplemented by the A–D normality test. Additionally, skewness and kurtosis values 

were calculated to quantify the degree of deviation from normality when necessary. In 

interpreting these results, priority was given to visual inspections and the magnitude of 

the indices rather than strict significance tests. In fact, numerical tests can be overly 
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sensitive to sample size, and linear regression models are generally robust to minor 

deviations from normality. 

To note, the indirect effect (Average Causal Mediation Effect; ACME), direct 

effect (Average Direct Effect; ADE), and total effect in all mediation analyses were 

estimated using 5,000 nonparametric bootstrap simulations, which reduces reliance on 

normality assumptions for the mediation analyses.  

 

v. Multicollinearity 

To account for categorical predictors with varying degrees of freedom, 

multicollinearity was assessed using the adjusted Generalized Variance Inflation Factor 

(GVIF). We used a threshold of 2, which corresponds to a standard VIF of 4 (Fox & 

Monette, 1992), to indicate potential concern. 

 

e. Hypotheses Testing 

Hierarchical multiple regression was selected as the primary statistical analysis 

method to test Hypotheses 1–4 because it allows for the evaluation of the incremental 

explanatory value of each set of predictors. We entered the factors in theoretically 

distinct blocks, generally with demographics entered first, followed by relevant 

background variables, then cultural variables, and finally TPB constructs. The section 

below details the steps of each regression analysis. This approach enabled the isolation 

of the unique predictive contribution of the extended variables (loss of face, self-

reliance, and PMHC) over and above established controls. Furthermore, in the first 

regression model, this sequencing facilitated the assessment of whether the effects of 

cultural predictors weakened once TPB constructs (attitudes, PBC, and stigma) were 
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introduced, thereby providing an initial indication of potential mediation pathways to be 

tested subsequently. Overall, this strategy allowed for the simultaneous evaluation of 

the direct associations proposed in H1 through H4, while providing meaningful insights 

for the mediation analyses.  

Mediation analyses were employed to move beyond direct associations and 

examine the indirect pathways underlying help-seeking intention. For Hypothesis 7, a 

parallel mediation model was chosen over separate simple mediations. This method is 

methodologically superior when testing multiple mediators (attitudes and PBC) 

simultaneously, as it explicitly accounts for their shared variance, thereby reducing 

parameter bias and providing a more accurate estimate of each specific indirect effect. 

Consistent with the exploratory nature of this study, all collected demographic 

and background variables were included as covariates in all regression and mediation 

analyses. A comprehensive inclusion strategy was adopted to align with the study’s 

theoretical rationale. Prior literature has identified each of these factors as relevant to 

help-seeking in various global and Arab contexts (e.g., Goldbach et al., 2019; Hassan et 

al., 2019; Karam et al., 2019; Khatib et al., 2023; Rayan & Jaradat, 2016). However, 

given that this is the first exploration of help-seeking from helplines in Lebanon, 

empirical evidence regarding which specific demographic profiles predict this behavior 

in the current local context is limited. Therefore, to minimize the influence of 

confounding variables and ensure that the effects of the primary cultural and TPB 

predictors were robust after adjusting for all potential background characteristics, the 

full set of covariates was retained. 
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i. Hierarchical Regression Models 

The first four hypotheses (H1–H4) were tested through three separate 

hierarchical multiple regression analyses, with intention to call helplines, attitudes 

toward calling, and PBC serving as the respective outcome variables. The primary 

hypotheses’ results are consequently reported in the order of the models tested rather 

than per hypothesis. 

A summary of the steps in each regression model is provided in Table 1. Across 

the three hierarchical regression analyses, the first two blocks were identical. In Step 1, 

sociodemographic covariates were entered (e.g., age, education, income). Step 2 

involved adding background variables relevant in previous research, specifically 

awareness of helplines, past usage, and the participants' self-rated mental health. From 

Step 3 onwards, the models diverged to address specific hypotheses.  

For the first model predicting intention to call, the hierarchical structure was 

designed to systematically address the hypotheses (H1-H4). In Step 3, loss of face, self-

reliance, and PMHC were entered. Subsequently, Step 4 incorporated the TPB 

constructs (attitudes, PBC, and stigma). This ordering allowed us to evaluate whether 

the Step 3 predictors were associated with intention and whether they remained 

significant after accounting for established TPB determinants. It also enabled us to 

examine whether TPB constructs contributed uniquely to intention to call helplines in 

the present sample. 

In the second model predicting attitudes toward calling, the structure prioritized 

testing H1 through H3. Therefore, the primary predictors of interest (loss of face, self-

reliance, and PMHC) were entered in Step 3. In the final step, stigma and PBC were 

added as the remaining TPB variables to examine whether the Step 3 predictors 



 

 81 

continued to account for variance in attitudes after considering these conceptually 

related constructs in Step 4. 

Finally, the third model aimed to isolate the relationship between self-reliance 

and PBC (H2). In Step 3, loss of face and PMHC were added, mirroring the structure of 

the other regression models, to account for potentially relevant psychosocial covariates. 

Self-reliance was then entered in its own distinct block (Step 4), ensuring that its 

specific predictive power could be assessed independently. In Step 5, attitudes and 

stigma were added as a robustness check, given their conceptual proximity to PBC and 

potential overlap with self-reliance. This allowed us to examine whether the Step 4 

association changed after accounting for these TPB constructs. 

 

Table 1. Summary of Hierarchical Regressions Steps 

Outcome 

Variable 

Model 

Step 
Variables Added 

1. Intention 

to Call 
Model 1 

Age, Gender, Nationality, Exposure to other 

cultures, Sexual orientation, Education, Income, 

Governorate 

 Model 2 Awareness, Past use, Self-rated mental health 

 Model 3 Loss of face, Self-reliance, PMHC 

 Model 4 Attitudes, PBC, Stigma 

2. Attitudes 

Toward 

Calling  

Model 1 

Age, Gender, Nationality, Exposure to other 

cultures, Sexual orientation, Education, Income, 

Governorate 
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Outcome 

Variable 

Model 

Step 
Variables Added 

 Model 2 Awareness, Past use, Self-rated mental health 

 Model 3 Loss of face, Self-reliance, PMHC 

 Model 4 PBC, Stigma  

3. PBC Model 1 

Age, Gender, Nationality, Exposure to other 

cultures, Sexual orientation, Education, Income, 

Governorate 

 Model 2 Awareness, Past use, Self-rated mental health 

 Model 3 Loss of face, PMHC 

 Model 4 Self-reliance 

 Model 5 Attitudes, Stigma 

Note. PMHC = Perceptions of Mental Health Concerns; PBC = Perceived Behavioral 

Control.  

  

 We examined unstandardized (b) and standardized (β) regression coefficients, 

using the latter to compare the relative strength of predictors. Absolute β values of 

approximately .10, .30, and .50 were interpreted as small, medium, and large effects, 

respectively (Cohen, 1988). Model improvement between steps was assessed using F-

tests (∆F) for the change in explained variance (∆R²). 

In addition, Type II Analysis of Variance (ANOVA) was conducted at each step 

to assess categorical predictors with more than two levels (e.g., education, governorate, 

sexual orientation). This approach evaluated the significance of each factor as a whole, 
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rather than relying solely on individual dummy-coded coefficients and comparisons to 

the reference groups. Where the omnibus test for a categorical variable was significant, 

estimated marginal means were calculated, and pairwise comparisons were performed 

to identify specific group differences while adjusting for multiple comparisons using 

Tukey HSD. Effect sizes for omnibus tests were quantified using partial eta squared 

(ηₚ²), providing an estimate of the proportion of variance in the outcome explained by 

each predictor after controlling for all others. For pairwise post-hoc comparisons based 

on estimated marginal means, effect sizes were expressed as Cohen’s d.  

 

ii. Simple Mediations 

To test the simple mediation hypotheses (H5–H6), two regression models were 

fitted for each analysis using ordinary least squares (OLS) linear regression in Rstudio 

(Figure 4). First, the mediator was regressed on the predictor (Path a). Second, the 

outcome variable was regressed on both the mediator and the predictor (Paths b and c’, 

where c’ represents the direct effect of the predictor on the outcome while controlling 

for the mediator). 

Both models controlled for the following covariates: age, gender, nationality, 

education, income, sexual orientation, governorate, self-rated mental health, awareness 

of helplines, past use of services, exposure to other cultures, PMHC, PBC, and stigma. 

Additionally, the model for H5 controlled for self-reliance, while the model for H6 

controlled for loss of face. 

The mediation package in R was then used to test the significance of the 

mediation. The statistical significance of the indirect effects (Average Causal Mediation 

Effects; ACME) was evaluated using nonparametric bootstrapping with 5,000 
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simulations to estimate 95% confidence intervals. Direct effects (Average Direct Effect; 

ADE) and total effects were also estimated. To assess the magnitude of the mediation, 

the completely standardized indirect effect (βab) was calculated as a measure of effect 

size. This was achieved by multiplying the ACME by the ratio of the standard deviation 

of the predictor to the standard deviation of the outcome, as recommended by Preacher 

and Hayes (2008). Results were interpreted using the standard benchmarks of .01 for 

small, .09 for medium, and .25 for large effects as established in the literature (Preacher 

& Kelley, 2011).  

 

 

Figure 4. Hypothesized Simple Mediation Models (H5-H6) 

 

iii. Parallel Mediation 

To test hypothesis H7, a parallel mediation analysis was conducted using the 

bruceR package in R, which implements the PROCESS macro syntax. The model 

estimated the indirect effects of stigma on intention to call through two simultaneous 

mediators, attitudes and PBC (Figure 5). The model controlled for the full set of 
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demographic and psychosocial covariates to isolate true effects. The significance of the 

specific and total indirect effects was assessed using 5,000 bootstrapped samples to 

generate bias-corrected confidence intervals. The completely standardized indirect 

effect (βab) was derived to quantify the magnitude of the effects. 

 

 

Figure 5. Hypothesized Parallel Mediation Model (H7) 

 

6. Ethical Concerns 

The study proposal was submitted to the IRB of the AUB for ethical approval. 

Prior to taking part in the study, participants were offered an overview of the study, its 

aims, procedures, and possible risk and benefits. Participants were required to provide 

informed consent, which emphasized that their participation was voluntary and that they 

could withdraw from the study at any time without consequences. They were assured 

that their responses were private and confidential and that only the researchers involved 

in the study had access to the data. To ensure anonymity, participants’ names and any 

other identifying information was not collected. Also, all data collected was kept 

securely on password-protected laptops, with access restricted to the research team.  
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Given that the study touches upon seeking help for mental health concerns, 

participants were offered a contact list of different NGOs offering mental health 

services as well as the number of the local National Hotline for Emotional Support and 

Suicide Prevention. It was clarified that they can call this helpline for mental health 

support or to ask for referrals guiding them towards appropriate mental health services. 

Those resources were offered as part of the informed consent as well as at the end of the 

survey. Also, the contact information for the National Hotline for Emotional Support 

and Suicide Prevention was provided at the beginning of each scale in the survey. 

Finally, at the end of the survey, participants were presented with a brief message 

highlighting the importance of seeking help and addressing common misconceptions 

(see Appendix XXII and Appendix XXIII). As the potential risks of the study were 

limited to minor emotional discomfort, the anticipated benefits were considered to 

outweigh the risks. 

 

C. Results 

1. Sample Descriptive Information 

Participants’ (N = 232) ages ranged from 18 to 75 years old (M = 35.48, SD = 

14.29). The majority of the sample were women (61%) (Table 2). Most identified as 

Lebanese (90%), and the majority resided in Mount Lebanon (58%) or Beirut (25%). A 

large proportion of participants (67%) did not consider themselves significantly exposed 

to cultures other than the Lebanese one. Educational attainment was generally high 

(30% bachelor’s, 38% master’s, 13% doctoral/professional). Monthly income clustered 

at less than $1,000 (33%) and $1,000-2,999 (34%). Most respondents were heterosexual 

(63%). Awareness of mental-health helplines was common (62%), whereas prior use 
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was less frequent (16%). Self-rated mental health was most often reported as good 

(38%) or fair (33%). 

 

Table 2. Demographic and Background Characteristics of the Sample (N = 232) 

Variable Category N % 

Awareness No 88 37.93 

 Yes 144 62.07 

Past use No 194 83.62 

 Prefer not to answer 1 0.43 

 Yes 37 15.95 

Gender Female 142 61.21 

 Male 86 37.07 

 Other  1 0.43 

 Prefer not to say 3 1.29 

Nationality Lebanese 208 89.66 

 More than one nationality 21 9.05 

 Other 3 1.29 

Exposure to other 

cultures 
No 155 66.81 

 Yes 77 33.19 

Sexual orientation Asexual 10 4.31 

 Bisexual 21 9.05 

 Heterosexual 147 63.36 

 Homosexual 15 6.47 

 Other 7 3.02 

 Prefer not to say 32 13.79 

Education No diploma 4 1.72 
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Variable Category N % 

 High school 26 11.21 

 Vocational/Technical certificate or diploma 10 4.31 

 Bachelor’s degree 70 30.17 

 Master’s degree 89 38.36 

 Doctorate or professional degree 29 12.50 

 Prefer not to say 4 1.72 

Income Less than $1,000 76 32.76 

 $1,000–2,999 80 34.48 

 $3,000–4,999 18 7.76 

 $5,000–6,999 9 3.88 

 $7,000–8,999 6 2.59 

 $9,000 or more 3 1.29 

 I do not know 12 5.17 

 Prefer not to say 28 12.07 

Governorate Akkar 2 0.86 

 Beirut 58 25.00 

 Bekaa 7 3.02 

 Mount Lebanon 134 57.76 

 Nabatiyeh 3 1.29 

 North Lebanon 19 8.19 

 South Lebanon 6 2.59 

 Prefer not to say 3 1.29 

Self-rated mental health Poor 20 8.62 

 Fair 78 33.62 

 Good 89 38.36 

 Very good 38 16.38 

 Excellent 7 3.02 
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As is common practice in quantitative research, infrequently endorsed categories 

of categorical variables were collapsed, when necessary, to ensure sufficient cell sizes, 

more stable parameter estimates, and reliable significance testing (Harrell, 2015). The 

new categories and their frequencies are shown in Table 3. For gender, participants who 

selected “Other” or “Prefer not to say” were combined into a single “Other/Not 

specified” category. Nationality responses indicating more than one nationality or 

“Other” were collapsed into a “Non-Lebanese/Multiple” category. Sexual orientation 

categories representing sexual minority groups (asexual, bisexual, homosexual, and 

“Other”) were combined into a single “Other” category. Education was recoded into 

two levels: “Lower/Other education” (no diploma, high school, vocational/technical 

certificate or diploma, and “Prefer not to say”) and “Higher education” (bachelor’s, 

master’s, and doctoral/professional degrees). For income, the highest income bands (> 

$3,000) were collapsed into a “High income” category, whereas “I do not know” and 

“Prefer not to say” were grouped into a “Not specified” category. Governorate 

categories other than “Beirut” and “Mount Lebanon” had low frequencies and were thus 

combined into an “Other regions” category. Finally, for past use of helplines, the single 

“Prefer not to answer” response was collapsed into the “Yes” group to avoid a category 

with only one observation. Although the “Other/Not specified” gender group (n = 4) 

and “Non-Lebanese/Multiple” nationality group (n = 24) were retained in the analysis to 

preserve the full dataset, and since collapsing them did not make sense, results 

associated with these categories should be interpreted with caution due to the small 

sample sizes. The same applies to participants who rated their mental health as “Poor” 
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(n = 20) and “Excellent” (n = 7). We did not collapse categories for the self-rated 

mental health measure to preserve the scale used by Karam et al. (2019).  

 

Table 3. Demographic and Background Characteristics After Collapsing Levels 

Variable Category n % 

Gender Female 142 61.21 

 Male 86 37.07 

 Other/Not specified 4 1.72 

Nationality Lebanese 208 89.66 

 Non-Lebanese/Multiple 24 10.34 

Sexual orientation Heterosexual 147 63.36 

 Other 53 22.84 

 Prefer not to say 32 13.79 

Education Higher education 188 81.03 

 Lower/Other education 44 18.97 

Income Less than $1,000 76 32.76 

 $1,000–2,999 80 34.48 

 High income 36 15.52 

 Not specified 40 17.24 

Governorate Mount Lebanon 134 57.76 

 Beirut 58 25.00 

 Other regions 40 17.24 

Past use No 194 83.62 

 Yes 38 16.38 

Note. n = number of participants. 
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2. Descriptive Statistics of Numerical Variables 

Relative to their respective scale midpoints, mean scores for measures of 

attitudes toward calling (M = 5.22, SD = 1.20), PBC (M = 4.85, SD = 1.05), intention to 

call (M = 4.12, SD = 1.84), loss of face (M = 4.36, SD = 0.95), and PMHC (M = 3.20, 

SD = 1.02) were above their midpoints, whereas self-reliance (M = 3.18, SD = 1.23) and 

stigma (M = 0.90, SD = 0.66) were below theirs. This pattern indicates generally 

favorable attitudes, PBC, and intention to call helplines, alongside moderate levels of 

self-reliance, and low stigma. However, the fear of losing face and PMHC were slightly 

above average, suggesting that these issues were salient in the sample. 

The skewness tests indicated that attitudes toward calling and PBC were 

negatively skewed, while stigma and age were positively skewed (Table 4). With 

respect to kurtosis, intention, self-reliance, and PMHC showed significant deviations 

from mesokurtic normality, with kurtosis values below 3 indicating relatively lighter 

tails. A–D tests indicated significant departures from normality for attitudes (A = 1.76, p 

< .001), intention (A = 2.51, p < .001), self-reliance (A = 1.13, p < .01), PBC (A = 6.18, 

p < .001), stigma (A = 2.66, p < .001), PMHC (A = 4.40, p < .001), and age (A = 8.57, p 

< .001), but not for loss of face (A = 0.71, p = .06). 

For both attitudes and PBC, the negative skew and approximately mesokurtic 

distributions indicate that responses tended to cluster at the higher end of the scales. For 

intention, PMHC, and self-reliance, near-zero skew and lower-than-normal kurtosis 

indicate fairly symmetric distributions with relatively fewer extreme scores. For loss of 

face, nonsignificant skewness, kurtosis, and A–D tests indicate a distribution that 

closely approximated normality, with a balanced spread around the mean. For stigma, 

positive skew and near mesokurtic distribution indicate that most participants reported 
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low stigma, with a smaller group endorsing higher levels. Finally, age showed positive 

skew and near-normal kurtosis indicating an overrepresentation of younger participants. 

Overall, although several variables exhibited statistically significant departures from 

perfect normality, all skewness and kurtosis values fell within the strict range of ± 1.5 

recommended by Tabachnick and Fidell (2013), as well as the broader ± 2 threshold 

proposed by George and Mallery (2010). Visual inspections of Q-Q plots confirmed 

that departures from normality were not too extreme.  

 

Table 4. Numerical Variables’ Skewness and Kurtosis 

Variable Skewness Kurtosis 

Attitudes toward calling -0.51** 3.22 

Intention to call 0.03 2.00*** 

Self-reliance 0.11 2.41* 

Loss of face 0.13 2.75 

PBC -0.86*** 3.59 

Stigma 0.61* 3.09 

PMHC -0.26 2.26*** 

Age 0.87*** 2.69 

Note. PBC = Perceived Behavioral Control; PMHC = Perceptions of Mental Health 

Concerns. *p < .05, **p < .01, ***p < .001 for D’Agostino skewness or Anscombe–

Glynn kurtosis tests. 
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3. Univariate Outliers 

Univariate outliers for all continuous variables were identified using boxplots and z-

scores (|z| > 3) computed from standardized scores. This procedure revealed three 

potential outlying cases on PBC, two on attitudes, and one on stigma, with no cases 

flagged for the other variables. The highlighted PBC cases all showed very low PBC 

scores (approximately 1–2 on a 1–7 scale), the attitudes outliers corresponded to very 

low attitudes scores (around 1 on a 1–7 scale), and the stigma outlier reflected the 

maximum stigma score (3 on a 0–3 scale). When examined in conjunction with the rest 

of each respondent’s data, these extreme scores formed theoretically coherent patterns. 

For instance, very low PBC scores often co-occurred with high self-reliance and low 

attitudes or intention to call, and the high stigma case also exhibited elevated loss of 

face and self-reliance. The low attitudes outlier cases tended to have high self-reliance, 

PMHC, and low intention to call. These patterns suggest that the univariate outliers 

represent meaningful data at the extremes of the constructs rather than random noise. 

Accordingly, these cases were retained in the dataset.  

 

4. Correlations Among Numerical Study Variables 

As an initial inspection of the relationships among the study variables, Pearson 

product–moment correlations were computed among the continuous variables (Table 5).  

More favorable attitudes were strongly and positively associated with intention 

to call helplines (r = .57, p < .001), representing a large effect. Attitudes also showed a 

small-to-moderate positive association with higher PBC (r = .23, p < .001). Conversely, 

attitudes were moderately and negatively correlated with self-reliance (r = -.29, p < 
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.001), and were weakly negatively related to PMHC (r = -.17, p = .01) and stigma (r = -

.16, p = .02). Thus, individuals with more favorable attitudes toward calling helplines 

were likely to report higher intention to call and PBC, as well as lower self-reliance, 

PMHC, and stigma. 

Intention to call had a small-to-moderate positive association with PBC (r = .23, 

p < .001), a moderate negative association with self-reliance (r = -.31, p < .001), and a 

weak negative relationship with PMHC (r = -.18, p < .01). Accordingly, individuals 

with higher intention to call helplines tended to report higher PBC and lower self-

reliance and PMHC. 

Self-reliance was moderately and positively related to loss of face (r = .33, p < 

.001). It also demonstrated small-to-moderate positive associations with stigma (r = .23, 

p < .001) and PMHC (r = .27, p < .001). Finally, self-reliance had a weak negative 

relationship with PBC (r = -.17, p = .01). Therefore, those exhibiting higher self-

reliance also tended to have elevated loss of face concerns, stigma, and PMHC, but 

lower PBC.  

Loss of face was also moderately and positively correlated with stigma (r = .30, 

p < .001). Stigma showed a small positive association with PMHC (r = .13, p < .05). 

Thus, individuals reporting greater stigma levels tended to have higher loss of face and 

PMHC.  

Age demonstrated small but significant correlations, such that older participants 

reported slightly higher intention to call (r = .14, p = .03) and lower self-reliance (r = -

.15, p = .02). Notably, age also showed a somewhat stronger, small-to-moderate 

negative association with loss of face (r = -.22, p < .001). All remaining correlations 

were small and non-significant. 
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Although our primary variables are conceptually linked and several show 

statistically significant correlations, the magnitude of these associations does not 

suggest problematic multicollinearity. Nevertheless, multicollinearity was formally 

assessed using regression diagnostics. 

 

Table 5. Correlations Among Numerical Variables 

Variable 
1.  

Age 

2. 

Attitudes 

3. 

Intention 

4.  

SR 

5.  

LOF 

6. 

PBC 

7. 

Stigma 

8. 

PMHC 

1. Age —        

2. Attitudes 

Toward Calling 
.03 —       

3. Intention to 

Call 
.14* .57*** —      

4. Self-Reliance -.15* -.29*** -.31*** —     

5. Loss of Face 
-

.22*** 
.02 -.11 .33*** —    

6. PBC -.03 .23*** .23*** -.17* -.06 —   

7. Stigma .13 -.16* -.11 .23*** .30*** -.12 —  

8. PMHC -.04 -.17* -.18** .27*** .10 -.01 .13* — 

Note. Values are Pearson’s r. SR = Self-Reliance; LOF = Loss of Face; PBC = 

Perceived Behavioral Control; PMHC = Perceptions of Mental Health Concerns. *p < 

.05, **p < .01, ***p < .001. 
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5. Group Differences in Key Variables 

Next, we examined group differences in age, self-reliance, loss of face, stigma, 

PMHC, PBC, attitudes, and intention to call across the other demographic and baseline 

variables. Significant Welch’s t-tests and ANOVA results are summarized in Table 6 

and Table 7, respectively. 

 

a. Independent Samples Welch’s t-Tests Results 

There was no evidence of significant group differences based on nationality or 

education level (all p > .05). There was a significant difference in stigma scores based 

on awareness of helpline services (t(169.30) = 3.65, p < .001, d = 0.50), with a medium 

effect size. Participants who were not aware of mental health helplines tended to report 

higher stigma (M = 1.10, SD = 0.69) than those who were aware (M = 0.78, SD = 0.62). 

Additionally, awareness significantly affected PMHC scores (t(184.39) = 2.16, p = .03, 

d = 0.29), with a small-to-medium effect size. Those not aware of helplines had higher 

PMHC scores (M = 3.39, SD = 1.01) compared to the aware group (M = 3.09, SD = 

1.01).  

Moreover, with a nearly medium effect, participants with past helpline use 

tended to have a higher intention (M = 4.80, SD = 1.58) to use the services again 

compared to those with no prior experience (M = 3.99, SD = 1.86) (t(58.90) = -2.79, p < 

.01, d = -0.46). Conversely, participants who had not used helpline services reported 

significantly higher PMHC scores (M = 3.29, SD = 1.00) than those who had (M = 2.74, 

SD = 1.01) (t(52.13) = 3.11, p < .01). The latter effect’s size was medium (d = 0.55).  
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Regarding age, participants who were aware of helpline services were 

significantly younger (M = 32.40, SD = 12.10) than those who were not (M = 40.51, SD 

= 16.22), with a medium effect size (t(145.97) = 4.06, p < .001, d = 0.57). Similarly, 

past users of helplines were younger (M = 28.47, SD = 7.31) compared to non-users (M 

= 36.85, SD = 14.90), with a medium-to-large effect size (t(108.30) = 5.24, p < .001, d 

= 0.71). In contrast, participants with exposure to non-Lebanese cultures were 

significantly older (M = 39.30, SD = 16.10) than those without such exposure (M = 

33.60, SD = 12.90), with a small-to-medium effect (t(125.87) = -2.69, p = .01, d = -

0.39). 

 

Table 6. Significant Results of Welch’s t-tests and Descriptive Statistics for Significant 

Group Differences 

Outcome 
Grouping 

Variable 

Group 1 

(“No”)  

M (SD) 

Group 2 

(“Yes”) 

M (SD) 

t(df) d [95% CI] 

Age Awareness 
40.51 

(16.22) 

32.40 

(12.10) 

4.06 

(145.97)*** 

0.57 [0.29, 

0.85] 

Age Past use 
36.85 

(14.90) 

28.47 

(7.31) 

5.24 

(108.30)*** 

0.71 [0.43, 

0.99] 

Age 

Exposure to 

other 

cultures 

33.59 

(12.92) 

39.27 

(16.12) 

-2.69 

(125.87)** 

-0.39 [-

0.67, -0.10] 
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Outcome 
Grouping 

Variable 

Group 1 

(“No”)  

M (SD) 

Group 2 

(“Yes”) 

M (SD) 

t(df) d [95% CI] 

Stigma Awareness 
1.10 

(0.69) 

0.78 

(0.62) 

3.65 

(169.30)*** 

0.50 [0.23, 

0.77] 

PMHC Awareness 
3.39 

(1.01) 

3.09 

(1.01) 

2.16 

(184.39)* 

0.29 [0.03, 

0.56] 

PMHC Past use 
3.29 

(1.00) 

2.74 

(1.01) 

3.11 

(52.13)** 

0.55 [0.19, 

0.92] 

Intention 

to Call 
Past use 

3.99 

(1.86) 

4.80 

(1.58) 

-2.79 

(58.90)** 

-0.47 [-

0.81, -0.13] 

Note. PMHC = Perceptions of Mental Health Concerns; CI = Confidence Interval of the 

difference. Sample sizes: Awareness (“No” n = 88, “Yes” n = 144); Past Use (“No” n = 

194, “Yes” n = 38); Exposure to Other Cultures (“No” n = 155, “Yes” n = 77). *p < .05, 

** p < .01. *** p < .001. 

 

b. One-Way ANOVA Results and Post-Hoc Comparisons 

For all statistically significant models reported below, the assumption of 

homogeneity of variance was met (p > .05). A statistically significant difference was 

found in intention to call based on sexual orientation (F(2, 229) = 4.84, p < .01, η² = .04, 

small-to-medium effect). Post-hoc comparisons using the Tukey HSD test indicated that 

participants who preferred not to disclose their sexual orientation (M = 4.97, SD = 2.07) 

reported higher intention to seek help compared to those identifying as "Other" (M = 
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3.72, SD = 1.79, p < .01), with a medium-to-large effect size (d = 0.69). Similarly, the 

non-disclosure group had higher intention to call than those identifying as heterosexual 

(M = 4.08, SD = 1.75, p = .03), representing a medium effect (d = 0.49). There was no 

significant difference between heterosexual participants and the "Other" group (p = .43).  

Moreover, loss of face scores significantly differed based on income level, F(3, 

228) = 4.90, p < .01, η² = .06 (medium effect). Post-hoc comparisons indicated that 

participants in the lowest income category (less than $1,000 per month) reported higher 

loss of face (M = 4.64, SD = 0.99) than those in the high-income group (M = 3.93, SD = 

0.78). This difference was substantial, representing a large effect (d = 0.76). No other 

pairwise comparisons reached statistical significance after adjusting for multiple 

comparisons.  

Lastly, self-rated mental health was a significant factor across multiple 

outcomes. First, there was a significant effect on self-reliance scores, F(4, 227) = 4.76, 

p = .001, η² = .08 (medium effect). Participants who rated their mental health as “Fair” 

(M = 3.41, SD = 1.08) scored significantly higher on self-reliance than those with 

“Excellent” mental health (M = 2.00, SD = 1.09, p = .02), representing a very large 

difference (d = 1.19). Those with “Fair” mental health also scored higher than the “Very 

Good” group (M = 2.69, SD = 1.19, p = .02), with a medium-to-large effect (d = 0.61). 

Similarly, those with “Poor” mental health (M = 3.62, SD = 1.36) scored higher than 

those with “Excellent” (p = .02, d = 1.36) or “Very Good” (p = .04, d = 0.78) mental 

health, with both effects being quite large.  

Additionally, a significant difference was observed for loss of face based on 

self-rated mental health (F(4, 227) = 3.28, p = .01, η² = .05, small-to-medium effect). 
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Participants with “Poor” mental health (M = 4.89, SD = 1.17) reported significantly 

higher loss of face concerns than those with “Good” (M = 4.25, SD = 0.84, p = .047) or 

“Very Good” (M = 4.06, SD = 0.96, p = .01) mental health. The effect sizes were 

medium-to-large (d = 0.69) and large (d = 0.89), respectively.  

Furthermore, a significant difference was found for attitudes, F(4, 227) = 2.64, p 

= .04, η² = .04 (small effect). Participants with “Very Good” mental health (M = 5.62, 

SD = 1.07) had more favorable attitudes than those with “Fair” mental health (M = 4.96, 

SD = 1.31, p = .04), representing a medium effect (d = 0.56).  

Finally, a significant difference was found for intention (F(4, 227) = 2.59, p = 

.04, η² = .04, small effect). Those with “Very Good” mental health (M = 4.82, SD = 

1.63) reported significantly higher intention to call helplines compared to those with 

“Fair” mental health (M = 3.71, SD = 1.83, p = .02), with a medium-to-large effect (d = 

0.62). 

 

Table 7. Summary of Significant One-Way ANOVAs and Post-Hoc Comparisons 

Outcome Predictor F(df1,df2) η² 
Significant Pairwise 

Comparisons (d) 

Intention 

to call 

Sexual 

orientation 

4.84(2, 

229)** 
.04 

Prefer not to say > Other 

(d = 0.69) 

Prefer not to say > 

Heterosexual (d = 0.49) 
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Outcome Predictor F(df1,df2) η² 
Significant Pairwise 

Comparisons (d) 

Loss of 

face 
Income 4.90(3,228)** .06 

Less than $1,000 > High 

Income (d = 0.76) 

Self-

reliance 

Self-Rated 

Mental 

Health 

4.76(4, 

227)** 
.08 

Fair > Excellent (d = 1.19) 

Fair > Very Good (d = 

0.61) 

Poor > Excellent (d = 1.36) 

Poor > Very Good (d = 

0.78) 

Loss of 

Face 

Self-rated 

Mental 

Health 

3.28(4, 227)* .05 

Poor > Good (d = 0.69) 

Poor > Very Good (d = 

0.89) 

Attitudes 

Toward 

Calling 

Self-Rated 

Mental 

Health 

2.64(4, 227)* .04 
Very Good > Fair (d = 

0.56) 

Intention 

to Call 

Self-Rated 

Mental 

Health 

2.59(4, 227)* .04 
Very Good > Fair (d = 

0.62) 

Note. η² = Eta-squared. *p < .05, ** p < .01. *** p < .001. 
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6. Influential Cases 

Prior to hypotheses testing, diagnostic tests were conducted for all models to 

detect potentially influential observations. Influential cases were evaluated using 

residual-vs-leverage and influence plots, as well as the conventional Cook’s distance 

cutoff (D = 4/N). 

 

a. Identification of Influential Cases by Model 

In the first regression model predicting intention to use helplines, a total of 21 

cases exceeded the Cook’s distance threshold (maximum Cook’s D observed = 0.05). 

One of these had previously been identified as a univariate outlier with extremely low 

PBC. Influence plots highlighted the six most extreme observations, divided equally 

between high-leverage and high-residual cases.  

In the second model predicting attitudes toward seeking help from helplines, 16 

observations were flagged as potentially influential (maximum Cook’s D = 0.07). Of 

these, one had previously been flagged as an outlier on PBC, and two were univariate 

outliers on attitudes (at the lower end of the distribution). The influence plot identified 

five particularly extreme cases: two exhibited high leverage, two had large residuals, 

and one showed both. 

In the last regression model predicting PBC, 20 data points exceeded the Cook’s 

distance cutoff (maximum Cook’s D = 0.07), including three univariate PBC outliers 

with extremely low values. The influence plot highlighted the four most extreme cases, 

split evenly between high-residual and high-leverage cases. 
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For each mediation analysis, influential cases were identified across all 

component models using the Cook’s distance cutoff. The two simple mediations had a 

total of 33 influential cases, while the parallel mediation had 29. 

 

b. Characteristics of Influential Cases 

Across all models, inspection of hat values and studentized residuals revealed 

some consistent patterns. High-leverage points often corresponded to participants with 

demographic profiles that are distinct from the sample majority, such as gender and 

sexual orientation minorities, non-Lebanese nationals, or high-income individuals.  

Participants with high studentized residuals (|Studentized Residual| > 2) tended 

to report favorable predictors (e.g., low stigma or high PBC) but unfavorable outcomes 

(e.g., low intention to call or negative attitudes toward helplines). Qualitative analysis of 

open-ended responses indicated that many of these participants cited unmeasured 

barriers, including cultural stigma (e.g., “it is not within our culture to call helplines”), 

privacy and confidentiality concerns, and general mistrust. Others noted a preference for 

alternative sources of help, including informal support (friends/family) and professional 

services (therapist/psychiatrist/counsellor). Some influential cases with high residuals in 

the attitudes model also expressed prior negative experiences with helplines, 

characterized by perceived incompetence, lack of empathy, insensitivity to 

sociopolitical issues, or rigid adherence to protocol. 

Thus, all flagged cases were determined to represent valid, naturally occurring 

subpopulations and valuable data points.  
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c. Sensitivity Analyses 

Given that no cases exhibited extreme influence (Cook’s D > 1) and responses 

were deemed valid, all observations were retained in the main analyses to preserve 

ecological validity. To ensure the robustness and stability of the results, sensitivity 

analyses were conducted following the procedures described in the statistical analyses 

section. 

 

7. First Model: Predictors of Intention to Call Helplines 

Primary hypothesis results are reported by model rather than by hypothesis, as 

each regression model tested multiple hypotheses. 

 

a. Assumption Checks 

i. Linearity 

Visual inspection of residuals-versus-fitted plots suggested that the linearity 

assumption was adequately met, though the model showed a mild tendency to 

underpredict intention for participants with the highest fitted scores. When the 

influential observations identified were removed, this pattern became less pronounced, 

indicating improved adherence to the linearity assumption in both the first (N = 226) 

and second (N = 211) adjusted models. 

 

ii. Homoscedasticity 

Visual inspection of the scale-location and residuals-versus-fitted plots 

suggested that the assumption of homoscedasticity was reasonably met. In the initial 

model, residual variance was slightly higher at mid-range predicted intention scores, but 
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there was no clear funnel-shaped pattern. After removing influential observations, the 

plots for the subsequent models showed a more uniform spread of residuals and a flatter 

trend line, indicating improved constancy of variance across levels of the predicted 

outcome. 

Homoscedasticity was also examined using the studentized Breusch–Pagan 

(Koenker) test, which was non-significant for the original model (X²(25) = 26.88, p = 

.36), as well as for adjusted models (N = 226, X²(25) = 22.37, p = .61) and (N = 211, 

X²(25) = 23.35, p = .56). Thus, there is no evidence of heteroscedasticity. 

 

iii. Normality of Residuals 

For the original model, the Q-Q plot of standardized residuals showed that most 

points lay close to the reference line, with only mild deviations in the extreme tails. This 

visual assessment was supported by descriptive statistics indicating a slight negative 

skew (-0.46) and near-perfect mesokurtic kurtosis (3.06). These values fall well within 

commonly used thresholds for approximate normality (|skewness|, |excess kurtosis| < 2; 

George & Mallery, 2010). After the removal of influential cases, the points aligned 

slightly more closely with the reference line, and skewness improved (final skewness = 

-0.27).  

While the A–D normality tests were statistically significant for both the original 

model (A = 1.04, p = .01) and the initial sensitivity analysis (A = 0.92, p = .02), 

normality was achieved after removing all influential cases (A = 0.53, p = .17). 

As numerical tests are sensitive to minor deviations in larger samples, the 

significance in the initial models likely indicates trivial departures driven by outliers, 

suggesting the underlying distribution is indeed normal. Supported by the largely linear 
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Q-Q plots and the skewness and kurtosis values, the residuals were considered 

sufficiently normal for the analysis in all models. 

 

iv. Multicollinearity 

Across the original and subsequent refined models, all variables demonstrated 

low levels of multicollinearity. All adjusted GVIF values remained well below the 

conservative threshold of 2, with the highest observed adjusted value being 1.26 

(associated with self-reliance in the last refined model, N = 211). Consequently, the 

assumption of no multicollinearity was met, indicating that the regression coefficient 

estimates are robust and not biased by strong correlations between variables.  

 

b. Hierarchical Regression Results: First Model 

i. Regression Using the Complete Data Set 

The results of the hierarchical regression predicting intention to call helplines 

are reported in Table 8, and the significant predictors from the final model are depicted 

in Figure 6. 

 

Table 8. Summary of Hierarchical Regression Analysis Predicting Help-Seeking 

Intention from Helplines 

Predictor M1  M2  M3  M4  

 
B 

(SE) 
β B (SE) β B (SE) β B (SE) β 
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Predictor M1  M2  M3  M4  

(Constan

t) 

3.29*

** 

(0.38) 

 

3.18**

* 

(0.49) 

 

4.53**

* 

(0.88) 

 
-0.37 

(0.97) 
 

Age 
0.01 

(0.01) 
.06 

0.01 

(0.01) 
.08 

0.01 

(0.01) 
.04 

0.01 

(0.01) 
.06 

Gender: 

Male 

0.16 

(0.26) 
.09 

0.04 

(0.25) 
.02 

-0.03 

(0.25) 
-.02 

0.22 

(0.21) 
.12 

Gender: 

Other/No

t Spec 

0.36 

(0.97) 
.20 

0.48 

(0.94) 
.26 

0.31 

(0.92) 
.17 

0.07 

(0.79) 
.04 

Nationali

ty: Non-

Lebanese 

0.56 

(0.42) 
.31 

0.58 

(0.40) 
.32 

0.54 

(0.39) 
.29 

0.42 

(0.34) 
.23 

Exposure 

to other 

cultures: 

Yes 

-0.07 

(0.28) 
-.04 

-0.11 

(0.27) 
-.06 

-0.14 

(0.27) 
-.07 

-0.16 

(0.23) 
-.09 

Sexual 

orientatio

n: Other 

-0.33 

(0.30) 
-.18 

-0.42 

(0.29) 
-.23 

-0.38 

(0.29) 
-.21 

-0.28 

(0.25) 
-.15 

Sexual 

orientatio

n: Prefer 

not to 

say 

0.74 

(0.39) 
.40 

0.78* 

(0.38) 
.43 

0.67 

(0.37) 
.36 

0.60 

(0.32) 
.33 

Educatio

n: 

0.56 

(0.33) 
.30 

0.69* 

(0.33) 
.38 

0.83* 

(0.32) 
.45 

0.64* 

(0.28) 
.35 
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Predictor M1  M2  M3  M4  

Lower/O

ther 

Income: 

$1,000-

2,999 

0.51 

(0.31) 
.28 

0.35 

(0.31) 
.19 

0.38 

(0.30) 
.21 

-0.02 

(0.27) 
-.01 

Income: 

High 

0.77 

(0.41) 
.42 

0.63 

(0.40) 
.34 

0.78 

(0.40) 
.43 

0.48 

(0.34) 
.26 

Income: 

Not 

specified 

0.43 

(0.37) 
.24 

0.40 

(0.36) 
.22 

0.29 

(0.36) 
.16 

-0.04 

(0.31) 
-.02 

Governor

ate: 

Other 

regions 

0.35 

(0.33) 
.19 

0.21 

(0.33) 
.12 

0.10 

(0.33) 
.06 

0.34 

(0.28) 
.19 

Governor

ate: 

Beirut 

-0.33 

(0.29) 
-.18 

-0.36 

(0.29) 
-.20 

-0.33 

(0.29) 
-.18 

-0.15 

(0.25) 
-.08 

Awarene

ss: Yes 
  

0.28 

(0.26) 
.15 

0.15 

(0.26) 
.08 

-0.10 

(0.23) 
-.05 

Past Use: 

Yes 
  

1.00** 

(0.34) 
.55 

0.81* 

(0.33) 
.44 

0.68* 

(0.29) 
.37 

Self-

rated 

MH: 

Excellent 

  
0.09 

(0.69) 
.05 

-0.33 

(0.69) 
-.18 

-0.16 

(0.59) 
-.09 
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Predictor M1  M2  M3  M4  

Self-

rated 

MH: Fair 

  
-0.55 

(0.29) 
-.30 

-0.43 

(0.28) 
-.24 

-0.22 

(0.24) 
-.12 

Self-

rated 

MH: 

Poor 

  
-0.63 

(0.46) 
-.35 

-0.43 

(0.46) 
-.24 

-0.11 

(0.40) 
-.06 

Self-

rated 

MH: 

Very 

good 

  
0.45 

(0.35) 
.24 

0.35 

(0.34) 
.19 

0.17 

(0.30) 
.09 

Loss of 

face 
    

0.10 

(0.13) 
.05 

-0.07 

(0.12) 
-.04 

Self-

reliance 
    

-

0.37**

* 

(0.11) 

-.25 
-0.12 

(0.10) 
-.08 

PMHC     
-0.10 

(0.12) 
-.06 

-0.07 

(0.10) 
-.04 

Attitudes 

Toward 

Calling 

      

0.73**

* 

(0.09) 

.48 

PBC       
0.22* 

(0.10) 
.13 

Stigma       
0.01 

(0.17) 
.00 
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Note. B = Unstandardized regression coefficients; SE = Standard Error, β = 

Standardized coefficients; M = Model; MH = Mental Health; PMHC = Perceptions of 

Mental Health Concerns; PBC = Perceived Behavioral Control. Reference categories: 

Gender = Female; Nationality = Lebanese; Exposure to Other Cultures = No; Sexual 

Orientation = Heterosexual; Education = Higher Education; Income = Less than $1,000; 

Governorate = Mount Lebanon; Awareness = No; Past Use = No; Self-Rated Mental 

Health = Good. N = 232. *p < .05, **p < .01, ***p < .001. 

 

Model 1, which included demographic variables (age, gender, nationality, 

exposure to other cultures, sexual orientation, education, income, and governorate), 

accounted for 10% of the variance in intention to use helplines (R² = .10, Adjusted R² = 

.05), F(13, 218) = 1.86, p = .04). While the overall model succeeded in predicting 

intention, no single demographic variable emerged as a significant unique predictor at 

the .05 level in this initial step.  

Model 2 introduced awareness of helplines, past helpline use, and self-rated 

mental health. Adding these variables produced a significant increase in explained 

variance and improvement in model fit (ΔR² = .08, ΔF(6, 212) = 3.60, p < .01) (Table 

9). Model 2 explained 18% of the variance (R² = .18, Adjusted R² = .11, F(19, 212) = 

2.50, p < .01.) In this model, past use of helplines was a significant positive predictor (b 

= 1.00, SE = 0.34, t(212) = 2.98, p < .01) with a large effect size (β = .55), indicating 

that individuals who had previously called helplines reported higher intention to do so 

again. Additionally, participants with “Lower/Other education” levels reported stronger 

intention to use helplines compared to those with higher education (b = 0.69, SE = 0.33, 
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t(212) = 2.11, p = .04) representing a medium-sized effect (β = .38). Sexual orientation 

was also a significant predictor of intention (F(2, 212) = 3.97, p = .02) with a small-to-

medium effect (ηₚ² = .04). Post-hoc comparisons using the Tukey HSD test showed a 

medium-to-large difference (d = 0.70) between the “Other” and “Prefer not to say” 

groups (ΔM = -1.20, SE = 0.43, t(212) = -2.82, p = .01), with those in the “Other” group 

reporting lower intention. The difference between heterosexual participants and the 

“Prefer not to say” group, which was significant in the regression analysis, (b = 0.78, SE 

= 0.38, t(212) = 2.04, p = .04, β = .43), was no longer significant after adjustment for 

multiple comparisons (p = .10). 

Adding loss of face, self-reliance, and PMHC (Model 3) further improved 

prediction and fit (ΔR² = .06, ΔF(3, 209) = 5.06, p < .01). The total variance explained 

by Model 3 increased to 24% (R² = .24, Adjusted R² = .16, F(22, 209) = 2.98, p < .01). 

In this step, self-reliance was a significant negative predictor (b = -0.37, SE = 0.11, 

t(209) = -3.50, p < .01, β = -.25, small-to-medium effect), suggesting that higher self-

reliance scores were associated with lower intention to seek help from helplines. 

Education (b = 0.83, SE = 0.32, t(209) = 2.58, p = .01, β = .45) and past use (b = 0.81, 

SE = 0.33, t(209) = 2.44, p = .02, β = .44) remained significant predictors of intention, 

both representing medium-to-large effects. Also, the difference between the sexual 

orientation groups (“Other” and “Prefer not to say”) was still medium-to-large (d = 

0.62) and significant (∆M = -1.05, SE = 0.42, t(209) = -2.51, p = .03). However, loss of 

face and PMHC did not show evidence of a significant contribution to the model. 

Model 4 incorporated the TPB variables (attitudes, PBC, and stigma). This final 

step produced a large, significant increase in explained variance, (ΔR² = .21, ΔF(3, 206) 
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= 26.63, p < .01). The full model accounted for 45% of the variance in intention scores 

(R² = .45, Adjusted R² = .38, F(25, 206) = 6.78, p < .01). Attitudes toward calling were 

the strongest significant predictor in the final model (b = 0.73, SE = 0.09, t(206) = 8.10, 

p < .01, β = .48), indicating that more positive attitudes strongly predict higher intention 

to use helplines. PBC was also a significant positive predictor (b = 0.22, SE = 0.10, 

t(206) = 2.27, p = .02, β = .13, small effect), whereas stigma scores did not appear to be 

significantly associated with intention (p = .96). Past helpline use (b = 0.68, SE = 0.29, 

t(206) = 2.39, p = .02, β = .37) and education (b = 0.64, SE = 0.28, t(206) = 2.30, p = 

.02, β = .35) remained significant in the final model, with medium effects. Notably, self-

reliance did not retain significance in Model 4 (b = -0.12, SE = .10, t(206) = -1.30, p = 

.19, β = -.08), suggesting that the TPB constructs account for variance previously 

explained by self-reliance. Finally, sexual orientation was no longer a significant 

omnibus predictor of intention (p = .05). Nevertheless, post-hoc comparisons suggested 

that the “Other” group continued to report lower intention than those who did not want 

to disclose their orientation (∆M = -0.88, SE = 0.36, t(206) = -2.44, p = .04, d = 0.61, 

small-to-medium difference).  

 

Table 9. Model Summaries for Hierarchical Regression Analysis Predicting Intention to 

Call Helplines 

 Model 1 Model 2 Model 3 Model 4 

R² .10 .18 .24 .45 

Adjusted R² .05 .11 .16 .38 

F(df) 
1.86* (13, 

218) 

2.50*** (19, 

212) 

2.98*** (22, 

209) 
6.78*** (25, 206) 
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 Model 1 Model 2 Model 3 Model 4 

ΔR²  .08 .06 .21 

ΔF(df1, df2)  3.60** (6, 212) 5.06** (3, 209) 26.63*** (3, 206) 

Note. ΔF compares the current model to the previous model (e.g., Model 2 vs. Model 

1). df = degrees of freedom. *p < .05, **p < .01, ***p < .001. 

 

 

Figure 6. Significant Predictors of Intention to Call Helplines (Final Model) 

Note. The figure displays standardized beta coefficients (β) from the final step of the 

hierarchical regression analysis (Model 4). Arrows indicate significant relationships 

with intention. PBC = Perceived Behavioral Control. *p < .05, **p < .01. 

 

ii. Sensitivity Analyses 

To verify the stability of the regression estimates, a two-stage sensitivity 

analysis was conducted as previously described (N1 = 226 and N2 = 211). Deviations 

from the original model, as well as distinctions between the two sensitivity analyses, are 

detailed below. 
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The first sensitivity analysis indicated improved model fit statistics and reduced 

error variance across all blocks. Notably, the total variance explained by the final model 

increased to 49% (R² = .49, Adjusted R² = .43, F(25, 200) = 7.80, p < .001), compared 

to 45% in the original analysis. Unlike the original model, sexual orientation remained 

significant in all models (F(2, 200) = 3.78, p = .02 in Model 4), with a small-to-medium 

effect size (ηₚ² = .04). The contrast between the “Other” and “Prefer not to say” groups 

was significant after adjustment in the final model (ΔM = -0.95, SE = 0.35, t(200) = -

2.72, p = .02), yielding a large effect size (d = -0.70). 

When the stricter exclusion criteria were applied (N = 211), the model fit 

improved further, explaining 58% of the total variance in the final model (R² = .58, 

Adjusted R² = .52, F(25, 185) = 10.19, p < .001). One difference emerged in 

comparison to the first sensitivity analysis. Self-rated mental health emerged as a 

significant predictor in Step 2 (F(4, 191) = 2.99, p = .02, ηₚ² = .06, medium effect). 

After adjusting for multiple comparisons, the results showed that those reporting "Fair" 

mental health had lower intention to call than those with "Very Good" mental health 

(∆M = -1.11, SE = 0.35, t(191) = -3.20, p = .01, d = -0.70, medium-to-large effect). 

However, this effect was no longer significant in later steps (p = .52). 

 

8. Second Model: Predictors of Attitudes toward Calling Helplines 

a. Assumption Checks 

i. Linearity 

Visual inspection of a scatterplot of residuals-versus-fitted plots revealed that 

the residuals were randomly scattered around the horizontal axis with no discernible 
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pattern or non-linear trend, indicating that the assumption was satisfied. Similarly, 

linearity was also achieved for the refined models excluding influential data points. 

 

ii. Homoscedasticity 

Visual inspection of the scale-location plot suggested that the assumption of 

homoscedasticity was reasonably met. The plot showed a relatively flat line with 

randomly scattered points, indicating that the variance of residuals was constant across 

predicted values.  

Numerical tests supported the visual interpretations, with the Breusch-Pagan test 

indicating that the assumption of homoscedasticity was met (X²(24) = 21.94, p = .58). 

Both refined models exhibited the same visual patterns and numerical results (X²(24) = 

27.15, p = .30 for N = 227; X²(24) = 30.20, p = .18 for N = 216) 

 

iii. Normality of Residuals 

Visual inspection of the normal Q-Q plot revealed that the residuals were 

approximately normally distributed, with only minor deviations at the tails which were 

not considered to be a threat to the validity of the model. Notably, these tail deviations 

became less pronounced in the cleaned models.  

The A–D tests confirmed these previous observations. While the original model 

indicated a significant deviation from normality (A = 0.8, p = .04), the refined models 

(N = 227 and N = 216) satisfied the normality assumption (A = 0.51, p = .19 and A = 

0.49, p = .22, respectively).  

Given that the tail deviations in the original model were minor, and considering 

the robustness of regression analysis with a large sample size (N = 232), the assumption 
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of normality was deemed sufficiently met. Furthermore, skewness (-0.53) and kurtosis 

(3.60) fell within acceptable ranges. 

 

iv. Multicollinearity 

Across the original and cleaned models, no variable showed concerning 

multicollinearity. All adjusted GVIF values remained well below the conservative 

threshold of 2, with the highest observed adjusted value being 1.24 (associated with loss 

of face in the last refined model, N = 216). These results indicate that multicollinearity 

was not a concern in the analyses predicting attitudes toward seeking help from 

helplines.  

 

b. Hierarchical Regression Results: Second Model 

i. Regression Using the Complete Data Set 

In Step 1, only demographics were included as predictors of attitudes. The 

overall model did not reach statistical significance (F(13, 218) = 0.91, p = .54) (Table 

11). The model explained only 5% of the variance in attitude scores (R² = .05, Adjusted 

R² = -.01), and none of the demographic predictors showed meaningful contributions to 

the model (all p > .05). Although income was not a significant predictor overall (F(3, 

218) = 2.10, p = .10), participants who earned between $1,000 – $2,999 had more 

favorable attitudes than those from the lower income group (< $1000) (b  = 0.50, SE = 

0.21,  t(218) = 2.39, p = .02, β = .42, medium-to-large effect) (Table 10). However, this 

difference did not reach statistical significance after adjustment (ΔM = 0.50, SE = 0.21, 

t(218) = 2.39, p = .08). All other pairwise comparisons were non-significant (p > .05) in 

both adjusted and non-adjusted pairwise comparisons. 
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Table 10. Summary of Hierarchical Regression Analysis Predicting Attitudes Toward 

Calling Helplines 

Predictor 
M1  

B (SE) 
β 

M2  

B (SE) 
β 

M3  

B (SE) 
β 

M4  

B (SE) 
β 

Intercept 
5.04*** 

(0.26) 
 

4.94*** 

(0.33) 
 

5.23*** 

(0.59) 
 

4.22*** 

(0.69) 
 

Age 0.00 (0.01) -0.01 
0.00 

(0.01) 
0.00 

0.00 

(0.01) 
-0.02 

0.00 

(0.01) 
0.00 

Gender: Male 
-0.16 

(0.17) 
-0.13 

-0.23 

(0.17) 
-0.19 

-0.28. 

(0.17) 
-0.23 

-0.21 

(0.17) 
-0.17 

Gender: Other/Not 

specified 

-0.05 

(0.65) 
-0.04 

0.06 

(0.64) 
0.05 

0.04 

(0.62) 
0.04 

-0.09 

(0.61) 
-0.08 

Nationality: Non-

Lebanese/Multiple 
0.28 (0.28) 0.23 

0.27 

(0.27) 
0.22 

0.21 

(0.26) 
0.18 

0.21 

(0.26) 
0.17 

Exposure to other 

cultures: Yes 
0.01 (0.19) 0.01 

0.00 

(0.19) 
0.00 

-0.03 

(0.18) 
-0.03 

-0.06 

(0.18) 
-0.05 

Sexual orientation: 

Other 
0.03 (0.20) 0.02 

-0.05 

(0.20) 
-0.04 

-0.06 

(0.19) 
-0.05 

-0.01 

(0.19) 
-0.01 

Sexual orientation: 

Prefer not to say 
0.23 (0.26) 0.19 

0.23 

(0.26) 
0.19 

0.11 

(0.25) 
0.09 

0.08 

(0.25) 
0.07 

Education: 

Lower/Other 
0.05 (0.22) 0.05 

0.18 

(0.22) 
0.15 

0.31 

(0.22) 
0.26 

0.36. 

(0.21) 
0.30 

Income: $1,000–

2,999 

0.50* 

(0.21) 
0.42 

0.39. 

(0.21) 
0.32 

0.45* 

(0.20) 
0.38 

0.40* 

(0.20) 
0.33 

Income: High 0.26 (0.28) 0.22 
0.16 

(0.27) 
0.13 

0.36 

(0.27) 
0.30 

0.34 

(0.26) 
0.28 

Income: Not 

specified 
0.40 (0.25) 0.33 

0.43. 

(0.25) 
0.35 

0.38 

(0.24) 
0.32 

0.35 

(0.24) 
0.29 
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Predictor 
M1  

B (SE) 
β 

M2  

B (SE) 
β 

M3  

B (SE) 
β 

M4  

B (SE) 
β 

Governorate: Other 

regions 

-0.20 

(0.22) 
-0.17 

-0.22 

(0.23) 
-0.18 

-0.26 

(0.22) 
-0.22 

-0.18 

(0.22) 
-0.15 

Governorate: 

Beirut 

-0.22 

(0.20) 
-0.19 

-0.20 

(0.20) 
-0.17 

-0.19 

(0.19) 
-0.16 

-0.16 

(0.19) 
-0.14 

Awareness: Yes   
0.35. 

(0.18) 
0.29 

0.27 

(0.17) 
0.22 

0.18 

(0.17) 
0.15 

Past use: Yes   
0.35 

(0.23) 
0.29 

0.18 

(0.22) 
0.15 

0.17 

(0.22) 
0.14 

Self-rated MH: 

Excellent 
  

0.11 

(0.47) 
0.09 

-0.22 

(0.46) 
-0.19 

-0.23 

(0.45) 
-0.19 

Self-rated MH: 

Fair 
  

-0.39* 

(0.20) 
-0.32 

-0.32. 

(0.19) 
-0.26 

-0.34. 

(0.19) 
-0.28 

Self-rated MH: 

Poor 
  

-0.58. 

(0.32) 
-0.48 

-0.50 

(0.31) 
-0.41 

-0.50. 

(0.30) 
-0.42 

Self-rated MH: 

Very good 
  

0.28 

(0.24) 
0.23 

0.23 

(0.23) 
0.19 

0.23 

(0.23) 
0.19 

Loss of face     
0.22* 

(0.09) 
0.18 

0.26** 

(0.09) 
0.20 

Self-reliance     
-0.30*** 

(0.07) 
-0.30 

-0.26*** 

(0.07) 
-0.26 

PMHC     
-0.06 

(0.08) 
-0.05 

-0.07 

(0.08) 
-0.06 

PBC       
0.18* 

(0.07) 
0.16 

Stigma       
-0.16 

(0.13) 
-0.09 

Note. B = Unstandardized regression coefficients; SE = Standard Error, β = 

Standardized coefficients; M = Model; MH = Mental Health; PMHC = Perceptions of 

Mental Health Concerns; PBC = Perceived Behavioral Control. Reference groups: 
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Gender = Female; Nationality = Lebanese; Exposure to Other Cultures = No; Sexual 

Orientation = Heterosexual; Education = Higher Education; Income = Less than $1,000; 

Governorate = Mount Lebanon; Awareness = No; Past Use = No; Self-Rated Mental 

Health = Good. N = 232. *p < .05, **p < .01, ***p < .001. 

 

Step 2 involved the addition of awareness and past use of helplines, as well as 

self-rated mental health. These variables significantly improved the model (ΔF(6, 212) 

= 2.88, p = .01) (Table 12), and explained an additional 7% of variance in attitude 

scores (ΔR² = .07). However, the resulting model was not statistically significant (F(19, 

212) = 1.56, p = .07, R² = .12, Adjusted R² = .04). Moreover, the previously found 

difference between the two income groups was no longer significant (p = .07). Among 

the predictors, self-rated mental health was the only significant predictor (F(4, 212) = 

2.63, p = .04), with a nearly medium effect size (ηₚ² = .05). Unadjusted pairwise 

comparisons (LSD) suggested several significant differences, including “Good” versus 

“Fair” (ΔM =  0.39, SE = 0.20, t(212) = 2.00, p = .046, d = 0.33), “Fair” versus “Very 

Good” (ΔM = -0.67, SE = 0.25, t(212) = -2.73, p = .01, d = -0.57), and “Poor” versus 

“Very Good” (ΔM = -0.86, SE = 0.35, t(212) = -2.43, p = .02, d = -0.73). In all 

comparisons, higher rated mental health predicted more favorable attitudes toward 

using helplines. However, when applying the Tukey adjustment, none of these contrasts 

remained statistically significant (all p > .05). Taken together, although some 

unadjusted contrasts reached significance, the lack of robustness after correction 

suggests that differences in attitudes across self-rated mental health levels should be 

interpreted cautiously. 
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With the addition of loss of face, self-reliance, and PMHC in Step 3, the model 

became statistically significant (F(22, 209) = 2.46, p = .001). The prediction of the 

outcome significantly improved (ΔF(3, 209) = 7.25, p < .001), and the amount of 

variance explained increased by 8% (ΔR² = .08). The model explained 20% of the 

variance in attitude scores (R² = .20, adjusted R² = .12). Loss of face (b = 0.22, SE = 

0.09, t(209) = 2.50, p = .01, β = .18, small-to-medium effect) and self-reliance (b = -

0.30, SE = 0.07, t(209) = -4.16, p < .001, β = -.30, medium effect) were significant 

predictors of attitudes toward calling helplines. Higher levels of loss of face were 

associated with more positive attitudes, whereas higher self-reliance scores were 

associated with more negative attitudes. Among income categories, participants earning 

$1,000–2,999 scored higher on attitudes than the reference group (< $1000) (b = 0.45, 

SE = 0.20, t(209) = 2.21, p = .03, β = .38, medium-to-large effect). Yet, the overall 

effect of income was not significant in the Type II ANOVA (F(3, 209) = 1.83, p = .14). 

Moreover, after adjusting for multiple comparisons, the two income groups did not 

significantly differ (p = .12), and no other comparisons were significant either. All other 

variables, including self-rated mental health (p = .12), were not significantly predictive 

of attitudes. 

The final step incorporated the effects of PBC and stigma. The overall model 

was statistically significant (F(24, 207) = 2.66, p < .001), accounting for approximately 

23% of the variance in attitude scores (R² = .23, adjusted R² = .15). In this last step, 

model fit significantly improved (ΔF(2, 207) = 4.05, p = .02, ΔR² = .03). Self-reliance 

remained a negative predictor of attitudes (b = -0.26, SE = 0.07, t(207) = -3.58, p < 

.001, β = -.26, small-to-medium effect). Also, loss of face positively predicted attitudes 

(b = 0.26, SE = 0.09, t(207) = 2.77, p = .01, β = .20, small-to-medium effect). PBC was 
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an additional significant positive predictor (b = 0.18, SE = 0.07, t(207) = 2.47, p = .01, β 

= .16, small-to-medium effect). Although the specific income bracket of $1,000–$2,999 

was significantly different from the reference group (b = 0.40, SE = 0.20, t(207) = 1.98, 

p < .05, β = .33, medium effect), the omnibus test for income was not significant (p = 

.22). Moreover, the group differences were not maintained after adjusting for multiple 

comparisons (p = .20). A summary of the significant predictors in this final model is 

given in Figure 7. 

 

Table 11. Model Summaries for Hierarchical Regression Analysis Predicting Attitudes 

Toward Calling Helplines 

 Model 1 Model 2 Model 3 Model 4 

R² .05 .12 .21 .24 

Adjusted R² -.01 .04 .12 .15 

F(df) 0.91 (13, 218) 1.56 (19, 212) 
2.46*** (22, 

209) 

2.66*** (24, 

207) 

ΔR²  .07 .08 .03 

ΔF(df1, df2)  2.88** (6, 212) 
7.25*** (3, 

209) 

4.05* (2, 

207) 

Note. ΔF compares the current model to the previous model (e.g., Model 2 vs. Model 

1). df = degrees of freedom. *p < .05, **p < .01, ***p < .001. 
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Figure 7. Significant Predictors of Attitudes Toward Calling Helplines (Final Model) 

Note. The figure displays standardized beta coefficients (β) from the final step of the 

hierarchical regression analysis predicting attitudes. Arrows indicate significant 

relationships with intention. PBC = Perceived Behavioral Control. *p < .05, ***p < 

.001. 

 

ii. Sensitivity Analyses 

The two sensitivity analyses revealed slightly different results. Key deviations 

from the original model are reported below. 

The first analysis excluded the five most extreme influential cases (N = 227). In 

Step 2, awareness of helplines emerged as a new significant positive predictor (b = 0.34, 

SE = 0.17, t(207) = 1.98, p = .05, β = .29, nearly medium effect). However, self-rated 

mental health was not significant (p = .08), nor were any of the pairwise comparisons (p 

> .05).  

Step 3 revealed a transient new finding, where male participants reported 

significantly lower attitude scores than females (b = -0.32, SE = 0.16, t(204) = -2.06, p 

= .04, β = -.28, nearly medium effect). However, gender as a factor was not a predictor 
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of attitudes (p = .12). The gender difference did not survive the adjustment for multiple 

comparisons (p = .10), and was no longer significant in the final model (p = .13).  

In the final model (Step 4), the total variance explained increased to 29% (R² = 

.29, Adjusted R² = .20). Notably, stigma emerged as a significant negative predictor (b = 

-0.31, SE = 0.12, t(202) = -2.59, p = .01, β = -.18, small-to-medium effect). The 

difference in income groups observed in the main analysis was still present, with 

participants earning $1,000–$2,999 having more positive attitudes than the lowest 

income group (β = .35). Moreover, a new finding emerged whereby the lowest income 

group also had more unfavorable attitudes than those who did not specify their income 

(b = 0.52, SE = 0.23, t(202) = 2.27, p = .02, β = .45). However, adjusting for multiple 

comparisons removed the significance of both pairwise comparisons (p > .05).  

Across all steps, the first sensitivity model demonstrated consistently higher 

variance explained and model fit than the original one. The model also became 

statistically significant earlier, at Step 2 (F(19, 207) = 1.66, p = .045). The final model 

(Step 4) had a higher F-statistic (F(24,202) = 3.35, p < .001) and amount of variance 

explained (R² = .29, Adjusted R² = .20).  

A second, stricter sensitivity analysis was conducted by removing all cases 

identified as influential using Cook’s distance (N = 216). This resulted in the highest 

proportion of variance explained (Step 4 R² = .33, Adjusted R² = .25), but altered the 

significance of key predictors. In Step 2, past use of helplines emerged as a significant 

predictor with a medium-to-large effect size, with no prior use predicting lower 

attitudes (b = 0.47, SE = 0.21, t(196) = 2.29, p = .02, β = .45). Self-rated mental health 

was also a significant predictor of attitudes with a nearly medium effect size (F(4,196) 

= 2.80, p = .03, ηₚ² = .05). After adjusting for multiple comparisons, results showed that 
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participants reporting “Very Good” mental health had significantly higher attitudes than 

those reporting “Fair” mental health (∆M = 0.61, t(196) = 2.79, p = .045, d = 0.61, 

medium-to-large effect). Nevertheless, both past use and self-rated mental health were 

no longer significant in subsequent steps. 

In the final model (Step 4), while self-reliance (p < .001, β = -.39) and loss of 

face (p < .01, β = .23) remained robust, PBC (p = .07) and stigma (p = .07) became only 

marginally significant trends. This suggests that while removing all influential points 

improves overall model fit, it may reduce the variability necessary to detect the specific 

effects of stigma and PBC.  

Importantly, the effect of income became more stable (Final model F(3, 191) = 

2.87, p = .04, ηₚ² = .04, small-to-medium effect). Specifically, participants earning 

between $1,000 and $2,999 had more favorable attitudes than those earning less than 

$1,000 even after adjustment (∆M = 0.48, t(191) = 2.77, p = .03, d = 0.53, medium 

effect).  

 

9. Supplementary Robustness Analyses 

We ran an additional set of analyses to assess the robustness of our findings and 

to evaluate the potential impact of our preliminary data-cleaning decisions. We re-

estimated the models without collapsing factor categories to examine whether this 

affected the pattern of results or revealed any new relationships. In addition, we 

excluded the sexual orientation factor as it was difficult to meaningfully interpret in our 

study.  
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In Model 1 predicting intention to call, attitudes (p < .001) and PBC (p = .02) 

remained robust positive predictors, whereas past use (p = .07) was no longer 

statistically significant. This lack of significance may reflect reduced statistical power 

once additional categories were included. It may also reflect small cell sizes in past-use 

subgroups (e.g., “Prefer not to say”, n = 1), which can inflate standard errors and widen 

confidence intervals. A new finding was that participants with a monthly income of 

$7,000 – $8,999 reported higher intention than participants earning less than $1,000 (p 

= .04) and $1,000 – $2,999 (p = .03). However, these differences were no longer 

significant after adjustment for multiple comparisons. Similarly, unadjusted 

comparisons indicated that participants with vocational or technical degrees reported 

higher intention than those with a master’s degree (p = .04). However, this difference 

did not persist after adjustment for multiple comparisons. The lack of an education 

effect in this specification may reflect low-frequency cells within certain education 

categories, which can reduce power and produce unstable estimates. In this sense, our 

earlier collapsing approach likely improved interpretability and precision by creating a 

clearer contrast between broadly lower versus higher education groups, enabling more 

stable comparisons. Overall, attitudes and PBC remained consistently significant, 

whereas education and past use were less stable relative to the primary analysis.  

In Model 2 predicting attitudes toward calling, before adding stigma and PBC, 

the results indicated that participants in South Lebanon reported lower attitudes than 

those in Mount Lebanon (p = .03) and the North (p = .02). However, these differences 

did not survive adjustment for multiple comparisons and were no longer significant in 

the final model. In the final model, PBC (p = .01), self-reliance (p < .001), and loss of 

face (p = .01) remained robust predictors. Also consistent with the primary analysis, 
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participants with monthly income of $1,000 – $2,999 had higher attitudes than those 

earning less than $1,000 (p = .01), but not after adjustment for multiple comparisons. 

Thus, the same variables emerged as significant independent predictors of attitudes, 

namely self-reliance, loss of face, and PBC. 

In Model 3 predicting PBC, before adding attitudes and stigma, new findings 

emerged whereby those with $3,000 – $4,999 monthly income had higher PBC than 

those with less than $1,000 (p = .04) as well as those earning $7, 000 – $8,999 (p = .04). 

However, these contrasts did not persist after adjustment. This pattern may suggest a 

non-linear association with income, such that participants at the lower and higher 

extremes reported lower perceived control than those in the middle-income range. 

Nevertheless, this interpretation should be treated cautiously given the attenuation after 

adjustment and the lack of significance in the final model. Moreover, participants in 

South Lebanon reported lower PBC than those in Mount Lebanon (p = .02), but this 

difference also attenuated after adjustment. Notably, this pattern may help explain 

earlier findings in which participants in the South reported lower attitudes prior to 

adding PBC. Once PBC was included, the regional differences in attitudes diminished, 

consistent with shared variance between governorate and perceived control (and/or 

related stigma variables). Similarly, the governorate difference in PBC became non-

significant after adding attitudes and stigma, again consistent with shared variance 

across these constructs. Overall, these findings largely replicated the primary results, 

with attitudes emerging as the only significant independent predictor of PBC in the final 

model. 
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Thus, these analyses suggest that, with respect to the primary predictors, the 

main effects were generally consistent across specifications. Although several 

demographic differences emerged initially, they typically did not persist after 

adjustment. This likely reflects small cell frequencies and, in some cases, shared 

variance with key constructs. Nevertheless, the pattern of results suggested that 

participants from South Lebanon may report lower PBC and less favorable attitudes 

than those in other regions.  

 

10. Third Model: Predictors of Perceived Behavioral Control 

a. Assumption Checks 

i. Linearity 

The residuals-versus-fitted plot revealed a random dispersion of residuals 

around the horizontal zero line with no distinct curvature. The red trend line remained 

relatively flat across the range of fitted values. This pattern provides no evidence of 

nonlinearity in the model specification. The same diagnostic pattern was observed in the 

refined models which exclude influential cases, supporting the linearity assumption. 

 

ii. Homoscedasticity 

The assumption of homoscedasticity was first evaluated using the scale-location 

plot. The plot generally showed a consistent spread of residuals across the range of 

fitted values. Although the smoothed trend line showed a slight downward slope 

suggesting a decrease in variance at the upper end of the fitted values (potentially 

attributable to ceiling effects in the outcome variable), no severe funneling was 
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detected. Thus, there was no evidence of substantial heteroscedasticity, and the 

assumption of constant variance was considered satisfied. In fact, the Breusch-Pagan 

test was not statistically significant (X²(24) = 32.35, p = .12). 

In the models excluding influential cases, the downward slope diminished, 

indicating improved adherence to the assumption. Also, both refined models had non-

significant Breusch-Pagan tests (p > .05). 

 

iii. Normality of Residuals 

In the Q-Q plot, residuals aligned closely with the theoretical normal distribution 

through the central quantiles, although the tails exhibited minor deviations. Specifically, 

the points followed a downward curve, falling below the reference line at both 

extremes. However, the bulk of the data adhered to the reference line. This pattern 

suggests the distribution is slightly left-skewed, marked by a heavier-than-normal left 

tail and a lighter-than-normal right tail. This indicates that the model occasionally 

overpredicted the outcome for a small number of extreme cases.  

To quantify this deviation, skewness and excess kurtosis of the residuals were 

assessed. The resulting values for skewness (-0.70) and excess kurtosis (0.80) fell well 

within the acceptable range of ± 2 (George & Mallery, 2010). Together, the visual and 

descriptive evidence suggested that despite minor deviations, the assumption of 

normality was sufficiently met. 

Although the A–D normality test was statistically significant (A = 1.45, p < 

.001), this potentially reflects the test's high sensitivity to trivial deviations in a sample 

of this size (N = 232) rather than a problematic violation. Notably, A–D tests were also 

significant for the models excluding influential points (p < .01), and the same patterns 
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were observed. Given that linear regression is robust to minor non-normality in larger 

samples, the visual evidence and descriptive indices were prioritized. 

 

iv. Multicollinearity 

Across the original and cleaned models, all adjusted GVIF values were under 

1.23, below the conservative threshold of 2, indicating that multicollinearity was not a 

concern in the analyses. 

 

b. Hierarchical Regression Results: Third Model 

i. Regression Using the Complete Data Set 

In the first step of the hierarchical multiple regression, none of the demographic 

variables significantly predicted PBC (all p > .05). The overall model explained 8% of 

the variance in PBC (R² = .08, Adjusted R² = .02), but was not statistically significant 

(F(13, 218) = 1.42, p = .15).  

Step 2 introduced other baseline variables (awareness of helplines, past service 

use, and self-rated mental health). The inclusion of these variables did not result in a 

significantly predictive model (F(19, 212) = 1.17, p = .29, R² = .09, Adjusted R² = .01), 

and model fit did not significantly improve relative to Step 1 (∆F(6, 212) = 0.65, p = 

.69). Moreover, no individual predictors reached statistical significance. 

Step 3 added the loss of face and PMHC scores. The model remained 

statistically non-significant (F(21, 210) = 1.06, p = .39). Together, the variables 

accounted for 10% of the variance in PBC (R² = .10, Adjusted R² = .01). Similar to the 

previous models, no individual variable was a significant predictor of PBC. Model fit 

also did not improve at this stage (∆F(2, 210) = 0.13, p = .88). 
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Step 4 added our main variable of interest in this analysis, namely self-reliance. 

The amount of variance explained increased to 12% (R² = .12, Adjusted R² = .02), but 

the overall model remained non-significant (F(22, 209) = 1.27, p = .20). Nevertheless, 

self-reliance showed a significant unique negative association with PBC (b = -0.15, SE 

= 0.07, t(209) = -2.27, p = .02), with a small-to-medium effect size (β = -.17). 

Accordingly, higher self-reliance scores predicted lower PBC. Importantly, adding self-

reliance significantly improved model fit relative to Step 3 (∆F(1, 209) = 5.17, p = .02). 

To test for the robustness of the association between self-reliance and PBC, the 

final step added attitudes and stigma scores. The overall regression model remained 

statistically non-significant, (F(24, 207) = 1.46, p = .08). The final model explained 

15% of the variance in PBC (R² = .15, Adjusted R² = .05). Attitudes was the only 

significant predictor of PBC (b = 0.16, SE = 0.06, t(207) = 2.47, p = .02, β = .18, small-

to-medium effect), indicating that more favorable attitudes toward help-seeking from 

helplines are associated with higher levels of PBC. Notably, self-reliance did not retain 

significance (p = .15), indicating overlapping variance between self-reliance and 

attitudes in predicting PBC. This final step significantly improved model fit compared 

to Step 4 (∆F(2, 207) = 3.32, p = .04).  

 

Table 12. Model Summaries for Hierarchical Regression Analysis Predicting PBC 

Scores 

 Model 1 Model 2 Model 3 Model 4 Model 5 

R2 .08 .09 .10 .12 .15 
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 Model 1 Model 2 Model 3 Model 4 Model 5 

Adjusted 

R2 
.02 .01 .01 .02 .05 

F(df) 
1.42 (13, 

218) 

1.17 (19, 

212) 

1.06 (21, 

210) 

1.27 (22, 

209) 

1.46 (24, 

207) 

∆R2 — .02 .00 .02 .03 

∆F(df1, 

df2)  
— 

0.65 (6, 

212) 

0.13 (2, 

210) 

5.17* (1, 

209) 

3.32* (2, 

207) 

Note. PBC = Perceived Behavioral Control. ∆F compares the current model to the 

previous model (e.g., Model 2 vs. Model 1). df = degrees of freedom. *p < .05. **p < 

.01. ***p < .001. 

 

ii. Sensitivity Analyses 

The sensitivity analyses are reported separately due to slightly different results. 

Key differences compared to the original model are highlighted below, along with 

variations between the sensitivity models. The first sensitivity analysis excluded the 

four most extreme cases (N = 228). These results largely replicated the primary 

findings, with one exception regarding demographic covariates. Unlike the initial 

analysis, a specific group difference emerged, whereby participants from the “Other” 

sexual orientation group reported significantly lower PBC scores than heterosexual 

individuals (final model b = -0.35, SE = 0.17, p = .04, β = -.35, medium effect). 

However, the omnibus sexual orientation factor was not significant in the ANOVA 
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results (F(2, 203) = 2.28, p = .10), likely due to the non-significance of the other 

pairwise contrasts. To note, after applying the Tukey HSD adjustment to the pairwise 

comparisons, this difference became statistically non-significant (p = .09). The final 

model explained 14% of the variance in PBC, but did not reach statistical significance 

(R² = .14, Adjusted R² = .04, F(24, 203) = 1.37, p = .12).  

The stricter sensitivity analysis (N = 212) substantially improved the model fit, 

yielding statistically significant models as early as Step 1 (F(13, 198) = 2.12, p = .01). 

The final model (Step 5) explained 22% of the variance in PBC (F(24, 187) = 2.25, p = 

.001, R² = .22, Adjusted R² = .12).  

Across all steps, income and sexual orientation emerged as predictors, though 

with varying robustness. From Step 1 to Step 4, income was a significant omnibus 

predictor (Step 4: F(3, 189) = 3.12, p = .03), with a nearly medium effect size (ηₚ² = 

.05). Middle-income earners ($1,000–$2,999) (b = 0.44, SE = 0.16, t(189) = 2.68, p = 

.01) and participants who did not specify their income (b = 0.42, SE = 0.20, t(189) = 

2.11, p = .04) reported significantly higher PBC scores than the low-income group (< 

$1,000), with both effects approaching large magnitude (β = .48 and β = .47, 

respectively). Nevertheless, in the final model, the omnibus effect of income weakened 

(p = .07), potentially due to the unspecified income group no longer being significant (p 

= .08). The difference between middle-income and low-income earners remained 

significant in the final model (b = 0.35, SE = 0.16, t(187) = 2.15, p = .03, β = .38, 

medium-to-large effect), but not after correcting for multiple comparisons (p = .14).  

In contrast, the effect of sexual orientation was more robust (final model F(2, 

187) = 3.33, p = .04, ηₚ² = .03, small-to-medium effect). Participants in the “Other” 

group reported significantly lower PBC than heterosexual individuals (final model: b = -
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0.39, SE = 0.15, t(187) = -2.58, p = .01, β = -.43, medium-to-large effect). Notably, this 

difference remained statistically significant even after applying the Tukey HSD 

adjustment (p = .03, d = -0.46, medium effect size).  

In addition, from Step 2 to Step 4, the results revealed that males reported lower 

PBC than females (Step 4 b = -0.30, SE = 0.13, t(189) = -2.25, p = .03, β = -.33, 

medium effect), although gender only reached omnibus significance in Step 4 (F(2, 

189) = 3.45, p = .034, ηₚ² = .04, small-to-medium effect). Notably, adjusting for 

multiple comparisons rendered the gender difference non-significant (p = .07). In the 

final model (Step 5), both the omnibus effect of gender (F(2, 187) = 2.59, p = .08) and 

the specific contrast (p = .06) became non-significant.  

 

11. First Simple Mediation Analysis: Attitudes Toward Calling as a Mediator 

Between Loss of Face and Intention to Call Helplines 

To ensure the stability of the bootstrapping procedure, categorical variables 

were inspected for remaining low-frequency cells, which can cause errors during 

resampling. Two variables required modification, namely self-rated mental health and 

gender. For self-rated mental health, the "Excellent" category (N = 7) contained 

insufficient observations for reliable resampling. Consequently, it was collapsed with 

the "Very Good" category (N = 38) to form a single "High Mental Health" reference 

group. For gender, the "Other/Not Specified" category consisted of only 4 observations. 

Because collapsing these cases into "Male" or "Female" lacked theoretical validity, 

these observations were excluded from the mediation analyses. The same steps were 

taken prior to performing all mediation analyses, with a final sample size of N = 228. 



 

 134 

To test Hypothesis 5, a mediation analysis was conducted examining whether 

attitudes toward calling mediated the relationship between loss of face and intention to 

call helplines (Table 13). The results revealed a significant and positive indirect effect 

(ACME; Path a x b) of loss of face on intention through attitudes (b = 0.17, 95% CI 

[0.03, 0.34], p = .02), with a medium magnitude (βab = .09). In contrast, the direct effect 

(ADE; Path c’) of loss of face on intention was negative and not statistically significant 

(b = -0.09, 95% CI [-0.35, 0.16], p = .47). This pattern represents an inconsistent 

mediation, in which direct and indirect effects operate in opposite directions, resulting 

in a small and non-significant total effect (Path c) (b = 0.08, 95% CI [-0.21, 0.38], p = 

.58). Because the total effect was near zero and the mediation was inconsistent, the 

proportion mediated ratio can be unstable and difficult to meaningfully interpret.  

 

Table 13. Summary of the Mediation Analysis of the Effect of Loss of Face on Intention 

to Call Through Attitudes 

Effect Estimate  95% CI p 

Indirect (ACME) 0.17 [0.03, 0.34] .02 

Direct (ADE) -0.09 [-0.35, 0.16] .47 

Total Effect 0.08 [-0.21, 0.38] .58 

Proportion Mediated 2.12 [-14.52, 13.71] .57 

Note. N = 228. CI = Confidence Interval; ADE = Average Direct Effect; ACME = 

Average Causal Mediation Effect. Confidence intervals and estimates were calculated 

using 5,000 bootstrap simulations. 

 

 

To assess the robustness of the mediation results, a sensitivity analysis was 

conducted by removing influential cases (N = 195). Re-running the analysis on this 
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dataset yielded results consistent with the original model. The indirect effect of loss of 

face on intention via attitudes remained statistically significant (b = 0.14, 95% CI [0.02, 

0.28], p = .02, βab = .08, nearly medium effect), while the direct effect remained non-

significant (p = .70). This suggests that the observed mediation effect is robust and not 

driven by influential outliers in either equation. 

 

12. Second Simple Mediation Analysis: Attitudes as a Mediator Between Self-

Reliance and Intention to Call Helplines 

To test Hypothesis 6, a simple mediation analysis was conducted assessing 

whether attitudes toward calling helplines mediated the relationship between self-

reliance and intention to call (Table 14). The results revealed a statistically significant 

total effect (Path c) of self-reliance on intention to call helplines (b = -0.29, 95% CI [-

0.52, -0.05], p = .01). The indirect effect (ACME; Path a x b) through attitudes was also 

statistically significant (b = -0.17, 95% CI [-0.29, -0.05], p < .01), with a medium effect 

size (βab = -.12). However, the direct effect (Path c’) of self-reliance on intention was 

not significant after accounting for the mediator (b = -0.11, 95% CI [-0.32, 0.08], p = 

.27). Since the indirect effect is significant but the direct effect is not, these results 

indicate that attitudes fully mediate the relationship between self-reliance and intention 

to call helplines. Approximately 60% of the total effect was mediated (95% CI [0.24, 

1.90], p = .02). The mediation results are consistent with the regression findings, as self-

reliance predicted intention only before attitudes was added to the model. 
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Table 14. Summary of the Mediation Analysis of the Effect of Self-Reliance on 

Intention to Call Through Attitudes Toward Calling Helplines 

Effect Type Estimate 95% CI p 

Indirect Effect (ACME) -0.17 [-0.29, -0.05] .004 

Direct Effect (ADE) -0.11 [-0.32, 0.08] .27 

Total Effect -0.29 [-0.52, -0.05] .01 

Proportion Mediated 0.60 [0.24, 1.90] .02 

Note. N = 228. CI = Confidence Interval; ADE = Average Direct Effect; ACME = 

Average Causal Mediation Effect. CI and estimates were calculated using 5,000 

bootstrap simulations. 

 

To assess the robustness of the mediation effects, a sensitivity analysis was 

conducted by repeating the procedure after removing influential cases (N = 195). 

Influential cases were identified via Cook’s Distance of all relevant model paths. The 

results from the refined dataset (N = 195) were consistent with the original analysis (N = 

228). The mediation effect (ACME) remained statistically significant (b = -0.21, 95% 

CI [-0.32, -0.11], p < .001), with a medium effect size (βab = -.16). The total effect also 

remained significant (b = -0.40, 95% CI [-0.58, -0.19], p < .001), and the proportion of 

the total effect mediated was 54% (95% CI [0.29, 1.04], p < .001). The direct effect 

(ADE) remained non-significant (b = -0.18, 95% CI [-0.37, 0.01], p = .06). Thus, the 

mediation hypothesis is supported and appears robust rather than driven by influential 

outliers. 
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13. Parallel Mediation: Perceived Behavioral Control and Attitudes as Mediators 

Between Stigma and Intention 

A parallel multiple mediation analysis was conducted to examine whether the 

effect of stigma on intention to call helplines was mediated by attitudes toward calling 

and PBC. The indirect effect of stigma on intention was not significant through attitudes 

(b = -0.15, 95% CI [-0.38, 0.06], p = .17), nor through PBC (b = -0.02, 95% CI [-0.10, 

0.03], p = .54). The direct effect of stigma on intention to call, controlling for mediators 

and covariates, was also not significant (b = -0.02, SE = 0.16, 95% CI [-0.33, 0.30, p = 

.92). Overall, the results did not provide evidence that attitudes or PBC mediated the 

association between stigma and intention, and the direct effect was also nonsignificant.  

 

Table 15. Summary of the Parallel Mediation Analysis of the Effect of Self-Reliance on 

Intention to Call Through Attitudes Toward Calling and PBC 

Effect Estimate 95% CI p 

Indirect effect via Attitudes -0.15 [-0.38, 0.06] .17 

Indirect effect via PBC -0.02 [-0.10, 0.03] .54 

Direct effect -0.02 [-0.33, 0.30] .92 

Note. N = 228. CI = Confidence Interval; PBC = Perceived Behavioral Control. CI and 

estimates were calculated using 5,000 bootstrap simulations. 

 

To assess the robustness of the parallel mediation results, a sensitivity analysis 

was conducted on a reduced sample (N = 199) after excluding influential cases. The 

results of this analysis showed one main difference compared to those of the original 

model. The sensitivity analysis revealed a significant indirect effect of stigma on 
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intention through attitudes (b = -0.25, SE = 0.10, 95% CI [-0.46, -0.07], p = .01). In 

standardized units, the indirect effect was of medium magnitude (βab = -.10). This 

divergence suggests that the indirect effect via attitudes was sensitive to the inclusion of 

influential cases, such that the effect was attenuated in the full sample. The change in 

the indirect effect via attitudes was attributable primarily to the path from stigma to 

attitudes toward calling (Path a1). Stigma was not significantly associated with attitudes 

in the full sample (b = -0.22, SE = 0.13, p = .09), in contrary to the refined sample (b = -

0.34, SE = 0.12, p = .01). The path from attitudes to intention (Path b1) was similar and 

significant in both models (full: b = 0.71, SE = 0.09, p < .001; refined: b = 0.74, SE = 

0.10, p < .001). The direct effect (Path c’) of stigma on intention, controlling for the 

mediators and covariates, was not significant in either sample (full: b = -0.02, SE = 

0.17, p = .93; refined: b = 0.06, SE = 0.16, p = .72). However, these findings should be 

interpreted with caution. Since the excluded cases reflect valid participant responses 

rather than measurement error, the mediation pathway may be less stable among 

individuals with extreme or atypical response patterns. 

 

14. Power Analysis for the Mediations 

Sample size adequacy was evaluated based on empirical power estimates for 

mediated effects as described by Fritz and MacKinnon (2007). For the two simple 

mediation models, the observed path coefficients approximated "halfway" and "large" 

effect sizes. In this context, Path a represents the effect of the predictor on the mediator 

(observed as ≈ .25; benchmark “halfway” = .26). Path b represents the effect of the 

mediator on the dependent variable while controlling for the independent variable 

(observed bs ≈ .71; benchmark “large” = .59). According to Fritz and MacKinnon 
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(2007), a minimum sample size of 126 is required to achieve .80 power using a 

percentile bootstrap test for this "Halfway-Large" (HL) combination.  

For the parallel multiple mediation model, the stigma to attitudes pathway 

similarly satisfied the HL condition, requiring a sample of 126 (observed a = -.21, 

observed b = .71). However, our sample was statistically underpowered to detect the 

"small-small" (SS) indirect effect (observed a = -.09, observed b = .20) for the 

mediation with stigma as the predictor and PBC as the mediator, which requires N = 

558 for .80 power.  

Consequently, the current sample size provided robust sensitivity to detect 

indirect effects while maintaining adequate degrees of freedom for the inclusion of 14 

demographic and psychological covariates. The exception was the pathway with stigma 

as the predictor and PBC as the mediator, which was underpowered and non-significant 

in the present study. 

 

15. Summary of Results 

The following table describes the summary of our results in relation to our 

hypotheses tests.  

Table 16. Summary Table of All the Results 

Hypothesis Support Provided 

H1: Loss of face negatively predicts 

attitudes and intention to call helplines. 

No relationship for intention. For 

attitudes, the relationship was in the 

opposite direction. 
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Hypothesis Support Provided 

H2: Self-reliance negatively predicts 

attitudes, intention to call, and PBC. 

Supported for attitudes. For intention and 

PBC, only supported before attitudes were 

added to the model. 

H3: Perception of mental health concerns 

negatively predict attitudes and intention to 

call helplines. 

Not supported (only correlated). 

H4: Attitudes, PBC, and stigma each 

independently predict intention to call 

helplines. 

Partially supported (attitudes and PBC 

supported, but stigma not supported). 

H5: Attitudes mediate the negative 

relationship between loss of face and 

intention to call helplines. 

Supported, but opposite direction 

(positive instead of negative). 

H6: Attitudes mediate the negative 

relationship between self-reliance and 

intention to call helplines. 

Supported. 

H7: Stigma negatively affects intention to 

call helplines indirectly by decreasing both 

attitudes and PBC. 

Partially supported (path via attitudes 

only, and only in sensitivity analysis). 

Note. PBC = Perceived Behavioral Control 

 

D. Discussion 

The present study was the first to apply an extended TPB framework (Ajzen, 

1991) to the context of mental health helpline use in Lebanon. By incorporating the fear 

of losing face, self-reliance, and PMHC into the TPB, the study aimed to enhance the 

model’s cultural sensitivity in understanding help-seeking mechanisms. The sample 

consisted of 232 adults residing in Lebanon. Awareness of helplines was common 

(62%), while few had previously used the services (16%). This pattern is consistent 
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with prior literature (e.g., Hedman-Robertson, 2018) and supports the view that barriers 

to help-seeking extend beyond simple awareness. Although research suggests that 

compared with other sources of support, attitudes toward mental health helplines can be 

less favorable, and that self-reliance and stigma may be higher, (e.g., Cloonan, 2021; 

Gould et al., 2006), participants in the present study reported generally favorable 

predictor levels and intention to call. The only exceptions were PMHC and loss of face, 

which were above their midpoints. As discussed below, this may reflect the sample’s 

demographic and geographic characteristics. Alternatively, cultural and contextual 

factors may position helplines as a more acceptable and accessible option than other 

forms of mental health support in this setting. 

Overall, the findings support the TPB’s utility in this setting. Specifically, 

attitudes toward calling helplines and PBC predicted the intention to use the service. In 

contrast, cultural and stigma-related factors appeared to operate through more complex, 

sometimes indirect pathways. 

 

1. Interpretation of Main Findings 

a. The Core TPB Model: Predicting Intention to Use Helplines 

Consistent with the standard TPB framework, we hypothesized that attitudes, 

PBC, and stigma would independently predict intention to call helplines (Hypothesis 4; 

H4). The results suggested that attitudes toward calling are the strongest predictor of the 

intention to perform the behavior. PBC also independently predicted intention to use 

helplines, though with a seemingly weaker effect. This suggests that the decision to call 
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is primarily shaped by favorable evaluations of the behavior, and to a lesser extent by 

confidence in one’s ability to place the call. Thus, H4 was partially supported since 

attitudes and PBC independently predicted intention to call, whereas stigma did not 

emerge as a significant independent predictor in our analyses. 

Beyond the standard TPB variables, past use of helplines was a robust positive 

predictor of intention to call, consistent with prior research (e.g., Parnell & Hammer, 

2018; Rayan & Jaradat, 2016). This suggests that familiarity with the service reduces 

barriers. The findings also imply satisfaction with current services in Lebanon, such as 

the Embrace Lifeline, which was the primary service cited by respondents who had 

previously sought support. 

Interestingly, education level also predicted intention to call, with participants 

holding lower educational degrees reporting a greater intention than those with higher 

education. Although this contradicts some local literature suggesting that higher 

education correlates with increased help-seeking (Karam et al., 2019), it may reflect the 

particular appeal of helpline services in an economically collapsed state where private 

care is unaffordable for many. Thus, helplines may be perceived as a more accessible 

resource for those facing the structural or financial barriers that often accompany lower 

education. Conversely, individuals with higher education may prefer formal sources of 

support rather than helplines. This explanation is supported by the open-ended 

comments, where 15 of the 18 participants (83%) who expressed a preference for 

consulting a therapist or psychiatrist belonged to the higher education group. 

In sum, attitudes toward calling emerged as the strongest predictor of intention 

to seek help from helplines. This suggests that, although more practical factors such as 
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education, prior experience, and PBC play a role, the decision to use a helpline is driven 

mainly by whether individuals evaluate the service favorably. For instance, even when 

people feel able to call, they are unlikely to do so if they anticipate the experience will 

be unhelpful or uncomfortable. As discussed in the following sections, attitudes also 

mediated the relationship between other predictors and intention, highlighting their 

central role in shaping intention to call. Attitudes may then carry particular weight 

because they translate broader cultural and attitudinal influences into a negative 

perception of calling helplines. 

 

b. The Effect of Self-Reliance 

Notably, self-reliance was significantly correlated with multiple barriers in the 

study. Consistent with the literature, it was positively associated with stigma (e.g., 

Keller & Owens, 2022), loss of face (e.g., Wong, 2019), and PMHC (Karam et al., 

2019). Simultaneously, it showed a moderate negative correlation with both attitudes 

and intention. Viewed this way, self-reliance is not a simple preference for 

independence, it reflects a central factor in a broader system of resistance. 

Consequently, those who valued managing issues alone were also more prone to fearing 

social disgrace, devaluing and stigmatizing help-seeking, and underestimating their own 

need for support as well as their control over the behavior. Thus, self-reliance may 

organize multiple barriers into a coherent reluctance toward help-seeking.  

In the initial regression steps, self-reliance was a significant negative predictor 

of intention. However, its direct influence became non-significant once TPB variables 

were introduced. Mediation analyses clarified this relationship, revealing a significant 
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indirect negative effect of self-reliance on intention to use helplines through attitudes 

toward calling. As predicted in Hypothesis 6 (H6), individuals with high self-reliance 

devalued the utility or desirability of helplines, which subsequently lowered their 

intention to use them. This supports the notion that self-reliance acts as an attitudinal 

barrier rather than a structural one. Since the results indicated full mediation, self-

reliance appears to influence individuals’ intention to call helplines solely through their 

negative evaluation of such help-seeking, likely viewing it as incompatible with their 

values of independence. In the Lebanese context, where resilience is often culturally 

valued due to repeated exposure to crises, the pressure to maintain self-sufficiency 

appears to fundamentally devalue external support systems. Notably, Hypothesis 2 (H2) 

was also supported, as increased self-reliance was significantly predictive of more 

unfavorable attitudes toward calling.  

Regarding PBC, self-reliance initially emerged as a significant negative 

predictor, indicating that individuals who prefer to manage difficulties independently 

may feel less capable of seeking help. This is consistent with bivariate findings that did 

not control for attitudes (Taylor, 2018). However, it contrasts with the positive 

relationship observed by Hyde et al. (2016), likely due to their focus on medical rather 

than mental health help-seeking. Nevertheless, this effect in our sample was no longer 

significant in the final model, which likely reflects the shared variance between self-

reliance and attitudes. A closer examination of the literature suggests that the lack of a 

significant relationship in certain studies (Parnell & Hammer, 2018; Spiker et al., 2020; 

Woods, 2013) is likely due to their use of multivariate designs. As in the current study, 

these designs accounted for the variance associated with attitudes. Indeed, attitudes 

toward calling were the only consistent predictor of PBC in our final model. Therefore, 
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H2 was only partially supported for PBC, with self-reliance significantly predicting 

PBC in earlier steps but not remaining a unique predictor in the final model. 

Relatedly, the results indicated a bidirectional relationship between attitudes 

toward calling and PBC, with each significantly predicting the other. This pattern 

suggests a reinforcing loop where a greater perceived capacity to act fosters a more 

positive evaluation of the service, while favorable attitudes, in turn, enhance one’s sense 

of control. 

 

c. The Effect of Loss of Face 

Contrary to the consistently negative impact of self-reliance, the role of loss of 

face was more complex. Starting with the direct paths, loss of face was not a significant 

independent predictor of intention, showing only a negative trend. However, 

unexpectedly, increased loss of face predicted significantly more favorable attitudes 

toward helplines. Consequently, while loss of face was a significant predictor of 

attitudes, the direction was the opposite of what was predicted in H1. 

This positive relationship between loss of face and attitudes contradicts research 

showing loss of face as a deterrent through a negative relationship with attitudes (e.g., 

Cogan et al., 2023; Han et al., 2017).  It also diverges from some of the professional 

help-seeking literature, where loss of face has at times been linked to higher help-

seeking intention without corresponding improvements in attitudes. Specifically, 

Topkaya (2015) and Yakunina and Weigold (2011) found that although loss of face was 

associated with increased intention to seek help, it was not related to more favorable 
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help-seeking attitudes. Similarly, Tuliao et al. (2016) reported that despite a positive 

association between loss of face and intention, loss of face remained negatively related 

to attitudes and showed a negative indirect effect on intention via attitudes. 

These direct paths in our study explain the nature of the mediation (Hypothesis 

5; H5). The results offered partial support for H5, as attitudes toward calling helplines 

fully mediated the relationship between loss of face and intention. However, because 

the fear of losing face predicted more positive attitudes, which in turn increased 

intention, the indirect effect was positive rather than negative. One plausible 

interpretation is the presence of competing pathways. Loss of face may increase the 

appeal of anonymous support (boosting attitudes toward calling helplines) while also 

reflecting a broader discomfort with any help-seeking, which could reduce intention 

when attitudes are held constant. Thus, whereas prior research suggests loss of face can 

increase intention to seek help despite a neutral or negative effect on attitudes, our 

findings indicate that for helplines, loss of face boosts intention by actually enhancing 

attitudes toward calling. In other words, while some prior findings suggest that loss of 

face can elevate intention even when attitudes remain neutral or negative toward help-

seeking, the present results indicate that, for helplines, loss of face may actually 

improve attitudes, thereby strengthening intention through a positive attitudinal 

pathway. 

Theoretically, this suggests that face concerns may not uniformly suppress help-

seeking, but instead shape which modality feels culturally acceptable. In the Arab 

world, where reputation and family honor are prevalent concerns, helplines may be 

viewed as a safer help-seeking option because they preserve anonymity and reduce risk 
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of exposure. This aligns with Yakunina and Weigold’s (2011) suggestion that face 

concerns might drive individuals toward seeking help to avoid disclosure to their social 

circle. Relatedly, Heath et al. (2016) found that loss of face had a conflicting 

relationship with attitudes operating through two opposing mediators, namely perceived 

self-disclosure risks and perceived self-disclosure benefits. Because helplines allow for 

self-disclosure without the risk of being seen entering a clinic or the need to reveal one's 

identity to a community member, individuals can preserve their social status. This 

supports the findings in the literature suggesting that individuals seek help to prevent 

their condition from worsening to a point where it becomes publicly visible and 

shameful (e.g., Yakunina & Weigold, 2011). Thus, in a collectivistic culture like 

Lebanon, the anonymity of a helpline may shift loss of face from being a barrier toward 

a facilitator. Accordingly, helplines likely increase perceived benefits while reducing 

perceived risks, thereby attenuating the negative association between loss of face and 

attitudes and, in turn, intention to call. At the same time, this can strengthen the 

opposing positive pathway through perceived benefits. Therefore, the relative safety of 

helplines (e.g., anonymity, privacy, and reduced exposure and reputational costs) may 

explain why loss of face was linked to more favorable attitudes in the present study, 

whereas in some studies of professional help-seeking, loss of face was unrelated or 

negatively associated with attitudes.  

Although Gong et al. (2003) examined a different ethnic group, their findings 

regarding bilingualism offer an additional useful lens for the present sample. In their 

study, the authors found that monolingual individuals relied more on informal support 

(e.g., friends or family) as face concerns increased. Bilingual individuals exhibited the 

opposite pattern, showing a higher reliance on professional sectors when loss of face 
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concerns increased, to avoid the social risks of local disclosure. In this context, 

language can reflect broader exposure to multiple cultures as well as education. Given 

that most participants in the current study were highly educated and likely multilingual 

(77% of participants completed the survey in English), heightened face concerns may 

similarly steer them away from informal support and toward more professional or 

anonymous options such as helplines. As Heath et al. (2016) suggest, women in Arab 

contexts may face an even higher cultural obligation to protect family honor. Because 

women comprised the majority of this sample (61%), this may have amplified the 

positive indirect effect by strengthening preferences for private outlets such as 

helplines. 

Furthermore, this interpretation is strengthened by the moderate correlation 

found between loss of face and stigma. This relationship suggests that while loss of face 

may uniquely drive individuals toward certain modalities to protect their reputation, it 

remains conceptually anchored to the broader social devaluation of help-seeking. In the 

context of this study, it appears that for those high in loss of face, the anonymity of a 

helpline acts as a strategic workaround to the feared stigma. Ultimately, the findings 

suggest that face concerns may redirect help-seeking toward less visible modalities 

rather than eliminating it altogether. 

 

d. Contextualizing Non-Significant Main Predictors 

i. Stigma 

While stigma showed a slight negative association with attitudes toward calling, 

the primary model did not show evidence of it being an independent predictor. 
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Moreover, the results did not support stigma as an independent predictor of intention to 

use helplines. This lack of significance may be partially attributed to the medium 

correlation between stigma and loss of face. While multicollinearity was not a concern, 

the shared variance between these two constructs suggests that they overlap 

conceptually in the current context. Thus, when both are entered into the model, they 

may compete to explain the same portion of the variance in intention and attitudes. 

Moreover, the present study was underpowered to detect small effects, suggesting that 

the lack of significance may also be due to the effect being small. Nevertheless, stigma 

emerged as a significant negative predictor in sensitivity analyses involving the refined 

dataset. This suggests that for a subset of the population, or when extreme or unique 

responses are reduced, stigma remains a relevant barrier that may exert a more 

detectable effect on how helplines are evaluated. 

Regarding the mediated pathways, Hypothesis 7 (H7) postulated that stigma 

would predict intention to use helplines through both PBC and attitudes toward calling. 

Primary analyses did not support the effect of stigma on intention to use helplines 

through either variable. However, sensitivity analyses suggested that stigma might still 

exert an indirect influence on intention via attitudes for some subgroups, indicating that 

its role should not be entirely dismissed.  

This finding differs from other collectivistic societies, such as Chinese 

populations, where stigma has been shown to impact intention through shaping both 

attitudes toward help-seeking and individuals’ sense of control over the behavior. In 

Lebanon, within the context of helpline use, it appears that while some individuals 

facing stigma concerns still perceived full control over their behavior, their negative 

perception of the use of helplines may have deterred their intention to call. Thus, stigma 
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may be experienced more in how helpline use is judged than in whether people believe 

they can make the call. Overall, H7 was not supported in the primary analyses, with 

evidence suggesting a possible indirect pathway via attitudes (but not PBC) only in the 

sensitivity analyses. 

These results align with meta-analyses which have confirmed that among the 

three TPB variables, the effect of stigma (or subjective norms) on intention is often the 

least consistent in the literature (Adams et al., 2022). However, the authors noted that 

while the effect of stigma was less consistent in individualistic cultures, it remained 

relatively robust in collectivistic societies. Indeed, research in the Arab world, and 

Lebanon specifically, generally supports the importance of stigma as a barrier (e.g., 

Khatib et al., 2023, Noubani et al., 2020; Noubani et al., 2021). Nevertheless, Karam et 

al. (2019) similarly found an unexpected small prevalence of stigma in their sample, 

which was interpreted as an indicator of increased mental health awareness and 

decreased stigma in the general population. The non-significant finding in the present 

study may partly be attributed to the generally low level of stigma in our sample, which 

decreases the variability needed and thus the power to detect an effect. In this sense, 

stigma may still be socially meaningful in Lebanon, but harder to detect statistically 

when the sample is relatively low in stigmatizing beliefs. 

Furthermore, the lack of significance regarding stigma may be attributed to the 

specific context of the present study. Unlike the general literature, which focuses on 

other sources of formal or informal support, the present findings concern helpline use. 

Whereas visiting a clinic carries a risk of public exposure, helplines offer anonymity 

and physical distance. Similarly to loss of face concerns, stigma may be mitigated by 

the private nature of the modality. Moreover, sample characteristics may play a role. 
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For instance, there was an overrepresentation of Lebanese participants and those 

residing in Beirut and Mount Lebanon. However, literature supporting the influence of 

cultural concerns, such as stigma, has often focused on more marginalized or rural 

communities, such as refugee populations or the Bekaa and Akkar regions (e.g., Al-

Laham et al., 2020; Noubani et al., 2020; Noubani et al., 2021). Therefore, the present 

results may reflect both a modality effect and a sampling effect. 

 

ii. Perceptions of Mental Health Concerns  

A previous local study (Karam et al., 2019) identified the PMHC as self-

resolving or not severe enough as a primary barrier to care. While PMHC showed a 

small negative correlation with both attitudes and intention to call in the present study, 

it did not emerge as a significant independent predictor of either variable. This 

divergence can be explained in various ways. From a methodological standpoint, the 

PMHC scale used consisted of only two items and demonstrated relatively low internal 

consistency (α = .65), which may have limited its predictive power. Also, the severity 

threshold for contacting a helpline differs from that of seeking professional care. 

Helplines are often positioned as immediate, short-term support rather than formal 

treatment for severe illness. Consequently, participants may not view the severity of 

their problem as a prerequisite for calling a helpline in the same way they would for 

scheduling professional support. Thus, H3 was not supported, and the results suggest 

that our other cultural and attitudinal factors are more relevant in the context of helpline 

use in Lebanon than PMHC. 

Interestingly, PMHC demonstrated a small positive correlation with stigma. This 

suggests that individuals who minimize their mental health concerns may also be more 
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likely to hold stigmatizing beliefs toward help-seeking. Conversely, stigma may 

increase the likelihood of individuals downplaying their symptoms to avoid stigmatized 

behaviors. 

 

e. Vulnerabilities and Demographic Patterns 

The analyses of group differences highlighted critical vulnerabilities and 

patterns that the regression models alone did not capture. 

 

i. Awareness and Past Use 

Group differences provided compelling evidence that familiarity with the 

service mitigates barriers. Participants who were aware of mental health helplines 

reported significantly lower stigma and PMHC compared to those who were unaware. 

Furthermore, past use of helplines predicted higher intention to use the service again 

and was associated with lower PMHC barriers.  

 

ii. Self-Rated Mental Health  

Perhaps the most concerning finding from the group comparisons was the 

relationship between self-rated mental health and self-reliance. Participants reporting 

poorer self-rated mental health tended to report higher levels of self-reliance. This 

suggests a dangerous pattern, whereby those arguably in greatest need of support may 

be more psychologically fortified against seeking it. Practically, this pattern suggests 

that outreach efforts may need to be most proactive precisely among those least inclined 

to self-identify as help-seekers. This is consistent with the finding that participants with 

higher self-rated mental health also reported more favorable attitudes and stronger 
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intention to call than those with fair mental health, although self-rated mental health did 

not significantly predict either outcome.  

Notably, poorer mental health was also associated with greater loss of face, 

supporting findings showing a relationship between loss of face concerns and higher 

distress levels, psychological symptoms, and general psychological well-being (e.g., 

Cheang & Davis, 2014; Gordula, 2021). Since loss of face operated as a facilitator in 

the present context, it is possible that self-rated mental health related to help-seeking 

intention through opposing mechanisms. Poorer mental health was associated with 

higher self-reliance which may discourage help-seeking, while elevated loss of face 

may push in the opposite direction. These contradictory pathways could help explain 

why self-rated mental health did not directly predict intention to seek help, unlike 

Karam et al.’s (2019) findings.  

An alternative interpretation for the lack of significance mirrors the explanation 

offered for PMHC. The severity threshold required to contact a helpline may differ from 

that required to seek professional support, potentially weakening the association 

between self-rated mental health and help-seeking intention in this context. 

 

iii. Income 

Participants in the lowest income bracket (<$1,000/month) reported significantly 

higher loss of face concerns and less favorable attitudes toward calling compared to 

high and middle-income earners, respectively. Consistent with prior literature (Chiu et 

al., 2013), this suggests that economic difficulties may heighten sensitivity to social 
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status and judgment. For individuals already struggling financially in Lebanon’s 

collapsed economy, social standing may become a guarded asset. This pattern 

underscores how economic strain may amplify reputational concerns, potentially 

narrowing the set of perceivably acceptable help-seeking options. 

Income was a significant barrier to help-seeking in Karam et al.’s (2019) 

findings, reflecting the high cost of private mental health care in a system where 

insurance coverage is rare. In contrast, the results of the current study did not support an 

association between income and intention to call a helpline. This finding is logical given 

the nature of helpline services in Lebanon, which are often free or low-cost. By 

removing the financial barrier, helplines render income less relevant to the decision-

making process. This underscores the unique value of helplines in a collapsing economy 

as they reduce accessibility barriers.  

 

iv. Gender 

Notably, the results did not indicate associations between gender and attitudes or 

intention to call. Stigma levels also did not seem to differ based on gender. This 

contradicts common findings in help-seeking literature, where women exhibit greater 

attitudes and intention to seek support as well as lower levels of stigma (e.g., Karam et 

al., 2019; Khatib et al., 2023). Men are often deterred by masculine and honor-related 

norms that frame help-seeking as weakness (Hall, 2021). However, the anonymity of 

helplines may neutralize these barriers by enabling support without the public exposure. 

In addition, the absence of gender effects may reflect the impact of increased awareness 

and outreach campaigns that explicitly encourage men to seek support and reframe 

help-seeking as a right and need rather than weakness. 
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At the same time, the absence of gender effects may be due to self-reliance itself 

not differing based on gender in this sample. This finding is consistent with work 

showing no systematic gender differences in self-reliance endorsement (e.g., Jennings et 

al., 2015; Labouliere et al., 2015; Griffin et al., 2022; Ishikawa et al., 2023), despite 

other studies positioning self-reliance as a more masculine norm (e.g., Pederson & 

Vogel, 2007; Bosco et al., 2020; Keller & Owens, 2022). One possibility is that the 

emerging egalitarian expectations and increased emphasis on women’s independence 

have contributed to a similar internalization of self-reliance and stigma across genders, 

rendering help-seeking less acceptable for both. 

This interpretation also fits the present sample characteristics, as participants 

were predominantly from non-rural areas, with relatively higher education and generally 

low self-reliance and stigma, which may reduce the salience of traditional gender role 

prescriptions that are more pronounced in rural or highly traditional subcultures (e.g., 

Hull et al., 2017; Keller & Owens, 2022).  

 

v. Age 

Previous national findings suggest that younger age groups exhibit greater 

attitudes and intention to seek treatment (Karam et al., 2019). With regards to helpline 

use, our final models did not identify age as an independent predictor of attitudes or 

intention. However, bivariate analyses revealed some generational gaps. Age 

demonstrated a small but significant positive correlation with intention to call, as well 

as negative associations with both self-reliance and loss of face.  

Given the broad age range (18 to 75 years) and the younger-skewed distribution 

(M = 35.48), with very few participants over the age of 65, the sample structure may 
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explain the divergence from Karam et al. (2019). In their study, individuals over 65 

were significantly less likely to seek help, which drove the negative association between 

age and help-seeking. In contrast, the present study primarily compared young adults to 

middle-aged adults and likely lacked the statistical power to detect the sharper decline 

in help-seeking that may be observed among the geriatric population in Lebanon 

(Karam et al., 2019). 

Nevertheless, our findings suggest that older individuals in this sample were less 

inhibited by cultural stigmas than their younger counterparts. This difference may be 

partially explained by the positive association found between age and exposure to 

various cultures in our sample. Indeed, this aligns with prior research suggesting that 

increased contact with Western culture diminishes the weight of traditional Arab 

cultural stigmas (e.g., Rahal et al., 2024) and may foster more modernized, biomedical 

views of mental health.  

Despite this potential reduction in cultural barriers among older adults, actual 

engagement with the service was skewed toward the youth. Participants who were 

aware of helplines were significantly younger (small-to-medium difference), and those 

with prior helpline experience were younger as well (medium-to-large difference). 

These findings suggest that although older adults may exhibit less resistance to the idea 

of help-seeking, younger adults possess the practical awareness and behavioral 

familiarity required to actually access these services. 
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vi. Sexual Orientation 

The results suggest that participants who identified as belonging to a sexual 

minority group reported lower perceived control over help-seeking than heterosexual 

individuals. This pattern may reflect concerns about discrimination and other minority-

specific barriers, which could undermine confidence and increase feelings of 

helplessness when seeking support. In addition, sexual minority participants reported a 

higher intention to call compared with participants who did not disclose their sexual 

orientation. However, the ambiguity of these findings limits interpretation.  

Importantly, results related to sexual orientation should be interpreted with care, 

particularly because there are indications that some participants misunderstood the item. 

For example, some respondents selected “prefer not to say” or “other” and provided 

comments such as “normal,” “straight,” or “married,” suggesting potential confusion 

about what the response options were asking. 

 

f. Qualitative Insights into Unmeasured Barriers 

Beyond the quantitative measures, analysis of open-ended comments revealed 

important insights into unmeasured barriers to helpline use. Many participants preferred 

seeking alternative sources of support, whether formal (therapy, psychiatry) or informal 

(loved ones, religious figures). Logistical constraints also emerged frequently, including 

a lack of privacy to call, time constraints, or lack of phone access. Financial concerns 

were also cited, specifically regarding call costs or uncertainty about whether the 

service was free.  

Psychological and cultural barriers were also prominent. Some respondents 

indicated that calling a helpline conflicted with prevailing cultural norms or family 
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traditions. Social support also played a role, with some participants noting a lack of 

encouragement to call from their network. In addition, many respondents described 

interpersonal and emotional obstacles, such as fear of judgment, discomfort speaking 

about difficulties (especially to strangers), difficulty verbalizing distress (particularly 

during acute crises), fear of not being understood, and a reluctance to depend on others. 

Furthermore, a theme of self-minimization emerged, with some individuals refraining 

from calling because they felt like a burden, worried they would inconvenience 

operators, or divert resources away from someone in greater need. 

Other barriers were more cognitive in nature. Some participants reported 

insufficient or inaccurate knowledge about helplines. For instance, some believed 

helplines were only appropriate for high-risk situations. Others were unsure how 

helplines differed from professional services, or what their specific purpose was. 

Perceived ineffectiveness was also a frequent obstacle, as many believed that calling 

would not be helpful. Moreover, some mentioned forgetting about the service entirely, 

or not considering it when in distress. 

Trust-related concerns were another major deterrent. Participants questioned 

operators’ competence, expressed fear of mockery, suspected responses were scripted, 

and doubted the guarantee of confidentiality. Negative past experiences (their own or 

others’) also deterred helpline use, with some respondents describing past encounters as 

ineffective, lacking empathy, invalidating, socio-politically insensitive, or overly 

focused on protocol.  
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Lastly, some participants working in the mental health field cited fear of 

recognition by colleagues or concerns that reaching out could adversely impact their 

career. 

 

2. Theoretical Implications 

To our knowledge, this study was the first to apply the TPB to helpline use in 

Lebanon. The results strongly support the model's utility. Attitudes and PBC (along 

with education and past use) accounted for a substantial 45% of the variance in 

intention to call. Aligning with meta-analyses conclusions (Adams et al., 2022), the 

effect of stigma, although present, was the least robust among TPB predictors. Our 

results also indicate that TPB predictors are interconnected, influencing one another 

rather than operating as independent, isolated predictors. 

Furthermore, the study highlights the necessity of integrating cultural variables. 

The results suggest that self-reliance is a critical cultural value in Lebanon that acts as a 

barrier to help-seeking, operating primarily by shaping negative attitudes. Conversely, 

Loss of Face operates differently than expected. Rather than a barrier, it may function as 

a facilitator for anonymous help-seeking forms like helplines. This challenges the 

unidimensional view of loss of face as purely a deterrent and supports the protective or 

strategic use of confidential resources to save face. It also reflects that loss of face may 

impact diverse populations differently, highlighting the need for replication studies and 

analyses of group differences. Since attitudes emerged as the strongest predictor of 

intention to call, it is crucial to identify the factors that shape them. Indeed, those factors 

may represent more modifiable targets for intervention, awareness, and outreach efforts. 
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Unlike Karam et al. (2019), who found that PMHC played a central role in 

shaping help-seeking, PMHC did not emerge as a predictor in the present study, despite 

relatively elevated levels. This may reflect key differences between helplines and 

professional services. Helplines are brief interventions often used for immediate 

support, whereas professional help-seeking typically involves the treatment of complex 

or persistent symptoms. 

The study also challenges common demographic assumptions, such as that 

individuals with a higher education, females, and younger participants are more likely 

to normalize help-seeking and engage in the behavior. Our research provides insights 

into more nuanced mechanisms through which demographic characteristics may relate 

to help-seeking related variables, suggesting that demographic effects may be indirect 

and context-dependent, rather than straightforward predictors of helpline use. 

 

3. Practical Implications 

Since attitudes toward calling were the strongest predictor of intention to call, 

outreach efforts can focus on how people evaluate the service. To increase the 

proportion of individuals who hold favorable attitudes, highlighting the utility, 

effectiveness, and nonjudgmental nature of the support offered may help shift 

perceptions. For example, brief first-person stories (e.g., testimonials, short videos or 

written quotes) that describe what callers gained from the interaction may make benefits 

more concrete and relatable. Intervention and outreach efforts should also ensure and 

clearly communicate that support is authentic and responsive rather than scripted. 

Moreover, they should increase confidence in service providers by communicating 

operators’ competency. In addition, trainings should be tailored to different populations 
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(e.g., by age, location or minority status), so that callers experience the service as 

culturally sensitive and adaptive.  

Our findings suggest higher intention among lower-education individuals, and 

no differences based on income. Since outreach interventions often focus on 

underprivileged groups, efforts can be made to ensure that other sociodemographic 

groups are also targeted. Moreover, additional normalization and possibly tailored 

resources may be needed for individuals in the mental health field. This can be done 

through tailored normalization and more discrete resources. 

Self-reliance was related to several deterrents to help-seeking, and impacted the 

likelihood to call through attitudes. Thus, future campaigns can frame helpline use as an 

empowered choice that protects and strengthens wellbeing, rather than only a help-

seeking behavior or a sign of weakness. 

  PBC played a role in predicting intention to call and reinforcing favorable 

attitudes toward calling. Therefore, interventions can attempt to reduce practical barriers 

that may decrease individuals’ sense of control over calling. For instance, they can 

optimize the accessibility of helpline services (e.g., ease of use), increase availability 

(e.g., working hours), and affordability (e.g., covering costs). Organizations can also 

aim to promote these features through their outreach. 

In the present study, targeting loss of face seems to be especially important 

given its relatively high prevalence in the sample. Our findings suggest that loss of face 

facilitated help-seeking by shaping more favorable attitudes toward calling helplines, 

which in turn predicted higher intention to call. This facilitating effect may reflect the 

nature of local helplines, most of which are inherently private and anonymous. Outreach 

interventions can build on this pathway by emphasizing confidentiality and anonymity. 
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Indeed, positioning helpline contact as a way to protect one’s anonymity while 

obtaining support may be particularly appealing for individuals with heightened face 

concerns. These findings also potentially suggest that some individuals may prefer text-

based options, as messaging can offer even greater discretion, anonymity, and privacy. 

Providing text-based support may therefore be a valuable additional modality for 

organizations to offer.  

Although the effect of stigma seemed to be less robust in our sample, our results 

suggest that its influence is still relevant. This highlights the importance of ongoing 

normalization and de-stigmatization campaigns led by many organizations. 

Notably, outreach efforts have tended to target men due to general literature 

suggesting their higher reluctance to seek help. However, our results suggest that many 

deterrents to calling helplines may operate similarly across genders in some contexts, 

highlighting the need for prevention and intervention efforts for all.  

Populations characterized by high self-reliance and unfavorable attitudes, 

intention and PBC are unlikely to actively engage with mental health content online. To 

practically reach those populations, outreach strategies must move beyond passive 

social media campaigns and be embedded in non-specialized, routine, and high-traffic 

settings. Advertisements can be strategically placed in frequented public spaces, such as 

workplaces, elevators, coffee shops, university restrooms, barbershops, or public 

transport. Public health research also supports the “integrated care” model (WHO & 

WONCA, 2008), suggesting that individuals who avoid mental health services often 

present with somatic complaints in general medical settings. In the context of Lebanon, 

studies show that the majority of those seeking help tend to consult general practitioners 

more than mental health specialists (e.g., Al-Laham et al., 2020). Thus, Primary 
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Healthcare Centers (PHCCs) and general practitioners may serve as key bridge points. 

Furthermore, to reach those individuals as well as older adults and residents of less 

urban governorates (such as South Lebanon and Bekaa), campaigns can use traditional 

media channels (television, radio) and trusted community partners (e.g., municipalities, 

religious leaders) to bridge the digital divide and increase trust. Finally, targeting 

individuals with low PBC requires simplifying the entry point, such as placing physical 

advertising with direct access tools (e.g., QR codes) in public spaces. 

Furthermore, as reflected in the open-ended comments, participants showed 

uncertainty regarding how helplines differ from professional mental health services. 

Awareness and outreach efforts can then clarify the specific purpose of helplines and 

how they complement, rather than replace, professional care. Finally, organizations can 

highlight that helplines can be used to address emotional distress, and not just severe 

and chronic symptoms. This is especially relevant since PMHC levels were relatively 

high in our sample. 

 

4. Limitations  

a. Design 

The study’s cross-sectional design precludes causal claims, although the TPB 

relationships are well established. Mediation is also tested at the level of indirect 

associations, not causal mechanisms. Consequently, mediation results provide 

preliminary support for the plausibility of the hypothesized pathways, but they do not 

establish temporal precedence, and alternative directional models remain possible. 
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b. Sample Bias 

The sample was predominantly Lebanese (90%), female (61%), highly educated 

(81%), heterosexual (63%), and living in Mount Lebanon or Beirut (83%). Only one 

participant identified as a gender category other than male or female. Together, these 

characteristics limit generalizability to other populations that may differ in stigma, self-

reliance, and other relevant predictor variables. In addition, several demographic 

subgroups were underrepresented, which constrains interpretability and reduces 

statistical power to detect group differences. Similarly, few participants rated their 

mental health as poor (9%) or excellent (3%), limiting the ability to detect effects at the 

extremes. This is a meaningful limitation, as it is crucial to investigate barriers to help-

seeking in individuals with the lowest perceived mental health since they are arguably 

the ones most in need of support. 

The recruitment process may have contributed to the demographic skew. The 

survey did not record the specific channels through which participants were recruited. 

However, response trends suggest a heavy reliance on social media, as no distinct 

increase in response rates followed dissemination by more professional bodies. This 

introduces a potential selection bias driven by platform algorithms that prioritize 

content based on existing engagement. Thus, advertisements were likely displayed 

disproportionately to those already interested in mental health. Furthermore, a certain 

level of interest may be further required as an inherent incentive for individuals to 

participate in the study. Our findings may therefore overestimate general openness to 

helpline use and lack generalizability to individuals who are less digitally active or 

those not previously engaged with mental health content. 
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Geographical representation is also particularly important, as evidence suggests 

more favorable help-seeking attitudes and related perceptions in Mount Lebanon and 

Beirut compared to other regions (Hassan et al. 2019). In contrast, unfavorable 

perceptions and stigma appear to be more prevalent in less urban communities and in 

refugee populations (e.g., Al-Laham et al., 2020; Noubani et al., 2021). Consistent with 

this, we found preliminary evidence that participants from South Lebanon reported 

lower PBC and less favorable attitudes than those from Mount Lebanon, as well as less 

favorable attitudes than those in North Lebanon. Thus, the relatively favorable levels on 

key predictors in our sample may be partly attributable to the overrepresentation of 

participants from Mount Lebanon and Beirut. This overrepresentation may also have 

restricted variability, thereby attenuating observed associations. 

Although our data collection on social media attempted to target populations 

from various regions, participants in certain areas were possibly more responsive to the 

study invitation. Relatedly, data collection occurred during a period of war, which may 

have contributed to selection bias. Individuals most affected, including those facing 

heightened safety risks, displacement, or limited internet access, may have been less 

able to participate or less willing to share information online due to concerns about 

privacy and security. This likely constrained participation to more resourced and safer 

subgroups. 

Conducting data collection in a post-war context could have possibly yielded 

slightly different results. The study could have gained broader reach and greater 

engagement, especially in highly exposed regions such as the South or Beqaa, which 

could have influenced the results as outlined above. Also, evidence suggests that mental 

health struggles often reemerge and intensify after wars, when immediate threat and 
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survival instincts diminish (Embrace, 2024a). Consequently, a post-war replication 

might observe a substantial increase in severe and long-lasting PMHC as well as poorer 

self-rated mental health. Moreover, individuals may possibly shift from survival to 

help-seeking and be more likely to call helplines, particularly as the importance of low-

fee and crisis services also increases. 

 Conversely, extending this research to other Arab countries could reveal 

stronger barriers and more robust associations than those observed in the present 

sample, which was predominantly urban, highly educated, and potentially Westernized. 

These characteristics are typically associated with lower stigma (Hassan et al., 2019; 

Rahal et al., 2024), lower self-reliance (Hall, 2021; Hull et al., 2017), and reduced 

concerns about loss of face (Chiu et al., 2013; Mak et al., 2009). In more rural or 

traditional Arab contexts, the prevalence of the predictor variables, as well as intention 

to call, would likely be generally more unfavorable. In addition, the gender differences 

absent in this study might re-emerge, potentially showing men as significantly less 

likely to call (Gould et al., 2006; Khatib et al., 2023), exhibiting more unfavorable 

attitudes (Karam et al., 2019), higher stigma (AlHorany, 2019), and greater self-reliance 

(Hall, 2021; Keller & Owens, 2022). However, the surprising finding that loss of face 

facilitated the intention to use helplines by enhancing favorable attitudes would likely 

remain robust across the region. Indeed, the anonymity of helplines appears to offer a 

strategic solution to the cultural imperative of preserving reputation and family honor 

(Heath et al., 2016; Yakunina & Weigold, 2011). 
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c. Methodological Constraints 

First, while the stigma scale (SSRPH) has been previously applied in Arab 

contexts, the other scales used in this study have undergone limited validation in the 

region. Thus, some items may not fully reflect how these concepts are understood or 

expressed in Lebanon. We used back-translation to improve accuracy, but translation 

may not capture every cultural nuance. Differences in wording, norms around self-

disclosure, and response styles could still affect how participants interpreted and 

answered the questions. For this reason, the results should be interpreted with some 

caution, and future research should further validate and culturally adapt these measures 

for Lebanese samples. Furthermore, the absence of publicly available, standardized 

Arabic versions of these scales necessitated the development of study-specific 

adaptations tailored to the helpline modality used in this study. 

Second, reliance on self-report measures generally introduces potential social 

desirability bias. However, this risk was likely reduced by the anonymous online format 

and the decision not to collect any identifying information, which may have increased 

participants’ comfort in responding truthfully. 

Third, the study focused on predicting intention to call helplines for 

convenience, although intention does not always translate into behavior. Nevertheless, 

intention to perform a behavior is among the strongest known predictors of actual 

behavior (Adams et al., 2022). 

Fourth, westernization has been associated with more positive attitudes and 

perceptions toward help-seeking (Hassan et al., 2015). Since assessing westernization 

was not the primary goal of the study, it was assessed using a single item capturing 

exposure to other cultures. However, a more formal assessment of westernization could 
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improve the interpretability of the results and allow for more nuanced conclusions. 

Moreover, the PMHC scale demonstrated low reliability, which may have attenuated 

true effects. Also, findings related to sexual orientation should be interpreted cautiously, 

as some participants may have misunderstood the item, which affects the accuracy of 

these responses. 

Finally, the study may have been underpowered to detect small effects, 

increasing the likelihood of null findings even when relationships exist, such as for the 

effects involving stigma or PMHC. Moreover, power analyses indicated that this study 

may have been underpowered to detect the indirect effect of stigma on intention to call 

via PBC, which likely requires a larger sample size to detect reliably. 

 

5. Future Directions 

Future studies should extend stigma measurement beyond public stigma to 

include self-stigma (i.e., internalized stigma about seeking help). Evidence suggests 

self-stigma can be a more potent predictor of help-seeking attitudes and willingness 

than perceived public stigma in less traditional populations (e.g., Adams et al., 2022). 

Accordingly, incorporating validated self-stigma measures could clarify whether 

stigma-related barriers in this context primarily reflect social evaluation concerns, self-

evaluative costs, or both. Additional cultural variables can also be considered, such as 

perceived burdensomeness, which was reported by some of our participants. 

Moreover, research should explicitly measure and examine westernization or 

acculturation to better differentiate between traditional versus more globalized cultural 

orientations and how these relate to help-seeking beliefs and behaviors. Future work 

could test how westernization impacts associations between key predictors (e.g., self-
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reliance, stigma, face-saving concerns) and intention or behavior, providing a clearer 

account of how cultural change shapes the acceptability and perceived utility of helpline 

use. 

Furthermore, future studies should compare multiple sources of support (e.g., 

helplines, informal support from family/friends, religious leaders, mental health 

professionals, online communities) to assess whether predictors operate differently 

depending on the help source. This comparative approach can help distinguish universal 

versus source-specific determinants of help-seeking. 

Research should also examine help-seeking mechanisms across different regions 

within the country, including urban versus rural areas. Mapping regional differences can 

enhance understanding and support more targeted outreach and resource allocation. 

Moreover, while gender differences were not observed in the current study, future 

research should examine gender and other demographics as potential moderators, as 

existing literature suggests that the observed pathways may vary across populations 

(e.g., Gould et al., 2006; Heath et al., 2016). 

Also, it will be important to better understand how loss of face operates across 

mechanisms and contexts. For instance, face-saving concerns may encourage seeking 

help from helplines, where anonymity is more attainable, while discouraging help-

seeking from mental health professionals, where concerns about identification and 

social exposure may be more salient. Future work could also test mediational pathways 

from loss of face to attitudes, such as perceived self-disclosure risks versus benefits, 

anticipated social consequences, or concerns about identity exposure (particularly in 

tight-knit communities).  
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Given that many helplines function as suicide-prevention resources, future 

research should investigate help-negation processes among individuals with suicidal 

ideation. In fact, prior work suggests that higher suicidal ideation can be associated with 

reduced help-seeking tendencies and increased self-reliance (Maguire & Cameron, 

2024). Empirical examination of these pathways in Lebanon is foundational to bridging 

the gap between suicide prevention services’ availability and service use for individuals 

at the highest clinical risk. 

In addition, future research should focus on the specific needs of vulnerable and 

underrepresented populations, such as sexual and gender minorities and refugees who 

face compounded stigma. Researchers should adopt intersectional designs to examine 

how gender, socioeconomic status, and minority stressors interact to influence help-

seeking. This is critical for determining whether current theoretical models and outreach 

strategies actually meet the needs of those at the highest risk. 

It could also be insightful to replicate this study in a post-war context, which 

would enable an assessment of whether reach improves, whether the prevalence of our 

variables shifts, and whether the strength and direction of their interrelationships 

change. This comparison could help separate patterns tied to the war from patterns that 

hold over time, and could show how conflict and recovery reshape the dynamics 

captured in our model. 

Likewise, studies can test whether targeted interventions can shape more 

favorable attitudes, reduce key deterrents like rigid self-reliance, and increase actual 

helpline use or willingness to use helplines in the future. These interventions could 

focus on privacy, ease of access, and clear messaging that normalizes help-seeking. 
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Finally, future research should adopt a longitudinal design to strengthen the 

study’s conclusions by establishing temporal precedence and testing causal pathways 

that cross-sectional data cannot confirm. Longitudinal tracking would also help bridge 

the “intention-behavior gap” by examining whether respondents who report a high 

intention to call actually use helplines when mental health concerns arise. It would also 

support more practically grounded conclusions about how variables such as self-

reliance or attitudes predict actual helpline use, and whether these cultural and 

attitudinal drivers remain stable or shift as symptoms re-emerge or intensify. Moreover, 

longitudinal follow-up would allow a stronger test of reciprocal effects. For instance, it 

would allow researchers to assess whether using a helpline subsequently changes key 

variables such as intention to call, attitudes toward calling, or self-reliance, by 

comparing scale scores before and after helpline use. 

 

6. Conclusions 

This study highlights the utility of an extended TPB framework in explaining the 

nuances of mental health help-seeking in Lebanon, particularly within the context of 

helpline use. While favorable attitudes and PBC remained the primary drivers of 

intention to call, the findings also reveal a complex interplay of culturally grounded 

values. The role of stigma was weaker than expected in the present sample. Notably, 

self-reliance functioned as a significant attitudinal barrier, whereas fear of losing face 

facilitated helpline use, possibly due helplines offering anonymity. The PMHC did not 

significantly predict attitudes or intention, suggesting that structural and cultural 

barriers may outweigh symptom appraisal in shaping helpline use. 
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Helplines provide a critical, accessible alternative in a collapsing economy 

where financial constraints severely limit control over help-seeking. Public health 

strategies in Lebanon should therefore focus on normalizing help-seeking as a strength, 

guaranteeing anonymity and confidentiality to appease face concerns, and ensuring that 

the population feels capable of accessing these vital resources. Moreover, the relevant 

organizations must reduce call-cost ambiguity, and minimize or eliminate service fees. 

Future research should test these findings longitudinally, examine differences across 

regions and demographic groups, and evaluate targeted interventions to improve access 

to as well as the quality of support. 
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APPENDIX I 

  

INVITATION SCRIPT – ENGLISH 
 

 

You are invited to participate in a research study on the factors influencing help-seeking 

intention from helplines among adults in Lebanon. This study aims to deepen the 

understanding of helpline use in Lebanon and explore the various factors that may 

motivate or discourage individuals from seeking support through these services. 

 

You will be kindly asked to complete a short questionnaire including demographic 

information as well as questions related to various attitudes, experiences, and behaviors.  

 

You are eligible to participate in this study if you are over 18 years old and residing in 

Lebanon.  

 

The estimated time to complete the survey is approximately 10-15 minutes.  

Upon accessing the survey, please read the consent form and decide whether you would 

like to participate in the study. 

 

If you have any questions about this study, you may contact the investigator/research 

team: 

Principal Investigator: Dr. Sarine Agopian, Assistant Professor, American University 

of Beirut, Faculty of Arts and Sciences, sh108@aub.edu.lb 
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Student Investigator: Joelle Charbine, MA in Clinical Psychology, American 

University of Beirut, Faculty of Arts and Sciences, jjc09@mail.aub.edu  

mailto:jjc09@mail.aub.edu
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APPENDIX II 

  

INVITATION SCRIPT – ARABIC 
 

 

على نوايا طلب المساعدة من الخطوط  التي تؤثرأدعوكم للمشاركة في دراسة بحثية حول العوامل 

تهدف هذه الدراسة إلى الحصول على فهم أعمق   .الساخنة للدعم النفسي لدى البالغين في لبنان

أو تثني الأفراد عن   تحف زفي لبنان واستكشاف العوامل المختلفة التي قد هذه الخطوط لاستخدام  

 هذه الخدمات.عبر طلب الدعم 

 

سوف ي طلب منكم بلطف إكمال استبيان قصير يتضمن معلومات ديموغرافية بالإضافة إلى أسئلة 

 تتعلق بمواقفكم وتجاربكم وسلوكياتكم. 

 

 تعيشون في لبنان. وعام ا فما فوق    ١٨يمكنكم المشاركة في هذه الدراسة إذا كنتم تبلغون من العمر 

 

 دقائق. ١٥-  ١٠الوقت المقدر لإكمال الاستبيان هو حوالي  

يرجى قراءة نموذج الموافقة واتخاذ القرار بشأن المشاركة في . عند الوصول إلى الاستبيان، 

 الدراسة. 

 

 لأي استفسار حول هذه الدراسة، يمكنكم التواصل مع فريق البحث: 

الدكتورة سارين أغوبيان، أستاذة مساعدة في الجامعة الأميركية في بيروت، كلية   الباحثة الرئيسية:

 sh108@aub.edu.lbالآداب والعلوم، 

جويل شربين، ماجستير في علم النفس العيادي، الجامعة الأميركية في بيروت،  الباحثة الطالبة:

 jjc09@mail.aub.eduكلية الآداب والعلوم، 
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APPENDIX III 

 

INFORMED CONSENT FORM – ENGLISH 

 

You are invited to participate in a research study entitled Examining Help-Seeking 

Intention for Mental Health Helplines among Adults in Lebanon conducted by Joelle 

Charbine and Dr. Sarine Agopian, Faculty of Arts and Sciences (FAS) at the American 

University of Beirut (AUB).  

 

The conduct of this study will adhere to the IRB-approved protocol. The IRB-approved 

method for approaching subjects is through social media. The purpose of the study is to 

explore factors influencing the willingness of adults in Lebanon to seek help from 

mental health helplines.  

 

PRODECURES 

Read the consent document and decide whether you want to be involved in the study. 

• Participation is completely voluntary.  

• Completing the questionnaire will take around 10-15 minutes.  

• Only the data you provide in the questionnaire will be collected and analyzed. 

The research team will not have access to your name or contact details.  

• The results of the survey will be published in a research article/thesis/project 

report that will be available in printed form and electronically at AUB Libraries.  

• The inclusion and exclusion criteria: You are eligible to participate in this study 

if you are aged over 18 and reside in Lebanon.  
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POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY: 

You will not receive payment for participation in this study. The results of the study 

will contribute to a better understanding of mental health help-seeking within the 

Lebanese context and identify potential barriers that prevent individuals from accessing 

support services. The findings may inform future interventions and policies to promote 

mental health awareness and improve access to help for those in need. 

 

POTENTIAL RISKS TO SUBJECTS AND/OR SOCIETY: 

The risks of the study are minimal. You may experience distress or embarrassment 

when answering some of the questions. If you experience some emotional distress after 

completing the survey, you can contact the National Hotline for Emotional Support and 

Suicide Prevention (1564), or any of the NGOs that will be provided. 

 

CONFIDENTIALITY: 

The collected data will remain confidential and anonymous.  

Records will be monitored and may be audited by the IRB while assuring 

confidentiality. 

 

PARTICIPATION AND WITHDRAWAL: 

If you voluntarily consent to take part in this study, you can change your mind and 

withdraw at any time without consequences of any kind.  
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Refusal to participate or withdrawal from the study will involve no penalty or loss of 

benefits to which the subject is otherwise entitled, and neither will it affect their 

relationship with their organization and AUB. 

 

QUESTIONS ABOUT THE STUDY: 

If you have any questions about the study, you can contact the research team: 

Principal Investigator: Dr. Sarine Agopian, Assistant Professor, American University 

of Beirut, Faculty of Arts and Sciences, sh108@aub.edu.lb 

Student Investigator: Joelle Charbine, MA in Clinical Psychology, American 

University of Beirut, Faculty of Arts and Sciences, jjc09@mail.aub.edu 

 

ACCESS TO THE SURVEY:  

If after reading the consent document and having your questions answered, you 

voluntarily agree to take part in the study; you can access the survey by clicking on 

“yes, I agree to participate” below.  

 

CONCERNS OR QUESTIONS ABOUT YOUR RIGHTS: 

If you have concerns about the study or questions about your rights as a participant, you 

can contact the AUB IRB Office at irb@aub.edu.lb or 5445.    

mailto:sh108@aub.edu.lb
mailto:jjc09@mail.aub.edu
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APPENDIX IV 

 

INFORMED CONSENT FORM – ARABIC 

دراسة نوايا طلب المساعدة من الخطوط الساخنة  تتم دعوتكم للمشاركة في دراسة بحثية بعنوان 

الدكتورة سارين أغوبيان، من كلية  و  جويل شربين التي تجريها للدعم النفسي بين البالغين في لبنان

 الآداب والعلوم في الجامعة الأمريكية في بيروت. 

. والطريقة المعتمدة  لجنة الأخلاقيات سيتم تنفيذ هذه الدراسة وفقا  للبروتوكول المعتمد من ق بل 

الهدف من هذه الدراسة هو استكشاف   .للوصول إلى المشاركين هي من خلال وسائل التواصل 

 .العوامل التي تؤثر على استعداد البالغين في لبنان لطلب المساعدة من خطوط دعم الصحة النفسية

  الإجراءات:

 اقرأ وثيقة الموافقة وقرر ما إذا كنت تريد المشاركة في الدراسة. •

 المشاركة طوعية تمام ا.  •

 . دقائق ١٥-  ١٠ستستغرق عملية تعبئة الاستبيان حوالي   •

سيتم جمع وتحليل البيانات التي تقدمها فقط في الاستبيان. لن يتمكن فريق البحث من الوصول   •

 إلى اسمك أو تفاصيل الاتصال الخاصة بك. 

ست نشر نتائج الاستبيان في مقال بحثي/أطروحة/تقرير مشروع ستكون متاحة بشكل مطبوع   •

 وإلكتروني في مكتبات الجامعة الأمريكية في بيروت. 

، مقيم في  ١٨معايير الإدراج والاستبعاد: يمكنك المشاركة في هذه الدراسة إذا كنت فوق سن   •

 لبنان. 

 الفوائد المحتملة للمشاركين و/أو للمجتمع: 

لن تتلقى أي مكافأة مقابل المشاركة في هذه الدراسة. ستساهم نتائج الدراسة في فهم أفضل لطلب  

المساعدة في مجال الصحة النفسية في السياق اللبناني وتحديد العوائق المحتملة التي تمنع الأفراد  

تقبلية لتعزيز  من الوصول إلى خدمات الدعم. قد ت سهم النتائج في توجيه التدخلات والسياسات المس

 الوعي بالصحة النفسية وتحسين الوصول إلى المساعدة للمحتاجين. 
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 المخاطر المحتملة للمشاركين و/أو المجتمع: 

تكون المخاطر المرتبطة بالدراسة ضئيلة. قد تشعر بالضيق أو الإحراج عند الإجابة على بعض  

الأسئلة. إذا شعرت بأي قلق عاطفي بعد الانتهاء من الاستبيان، يمكنك الاتصال بالخط الوطني  

 ك. (، أو أي من المنظمات غير الحكومية التي ست قدم ل١٥٦٤للدعم النفسي والوقاية من الانتحار )

 السرية: 

ستظل البيانات المجمعة سرية ومجهولة الهوية. سيتم مراقبة السجلات وقد يتم تدقيقها من قبل  

 لجنة المراجعة المؤسسية مع ضمان السرية. 

 المشاركة والانسحاب: 

إذا كنت توافق طوع ا على المشاركة في هذه الدراسة، يمكنك تغيير رأيك والانسحاب في أي وقت  

دون أي عواقب. لن يتضمن رفض المشاركة أو الانسحاب من الدراسة أي عقوبة أو فقدان للمزايا  

  التي قد يستحقها المشارك، كما لن يؤثر ذلك على علاقتهم مع مؤسستهم ومع الجامعة الأمريكية 

 في بيروت. 

 أسئلة حول الدراسة: 

 إذا كان لديك أي أسئلة حول الدراسة، يمكنك الاتصال بفريق البحث: 

الدكتورة سارين أغوبيان، أستاذة مساعدة في الجامعة الأميركية في بيروت، كلية   الباحثة الرئيسية:

 sh108@aub.edu.lbالآداب والعلوم، 

جويل شربين، ماجستير في علم النفس العيادي، الجامعة الأميركية في بيروت،  الباحثة الطالبة:

 jjc09@mail.aub.eduكلية الآداب والعلوم، 

 :الوصول إلى الاستبيان

إذا قرأت وثيقة الموافقة وتمت الإجابة على أسئلتك ووافقت طوع ا على المشاركة في الدراسة،  

 .يمكنك الوصول إلى الاستبيان من خلال الضغط على "نعم، أوافق على المشاركة" أدناه

 :المخاوف أو الأسئلة حول حقوقك

لجنة  إذا كانت لديك مخاوف بشأن الدراسة أو أسئلة حول حقوقك كمشارك، يمكنك التواصل مع 

mailto:jjc09@mail.aub.edu
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 irb@aub.edu.lbفي الجامعة الأمريكية في بيروت عبر البريد الإلكتروني  (IRB) الأخلاقيات 

 .5445أو على الرقم 
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APPENDIX V 

LIST OF RESOURCES 

Beirut Governorate:  

• Restart: 76 708 083 

• MDM: 81 314 932 

• Relief International: 76 079 915 

• SIDC: 76 028 221 

• Al Najat Village : 76 069 468  

Mount Lebanon Governorate:  

• Al Najat Village: 76 069 468 

• CDLL: 71 446 746 / 09 478 937 

• Markaz El Hassan: 05 810 443 

North Lebanon Governorate:  

• Restart: 06 410 577 / 06 412 496 

• MDM: 81 136 026 

• Relief International: 76 079 915 

• Premiere Urgence - Aide Medicale Internationale (PU-AMI): 06 691 507 

Bekaa Governorate:  

• IMC: 81 311 748 

• Relief International: 76 079 915 

South Governorate:  

• IMC: 81 311 748 

• Premiere Urgence – Aide Medicale Internationale (PU-AMI) : 76 442 383 



 

 183 

APPENDIX VI 

DEMOGRAPHIC QUESTIONNAIRE - ENGLISH 

1. Age: _______ 

2. Gender:  

g. Male 

h. Female 

i. Other: (specify) ________ 

j. Prefer not to say 

3. Nationality:  

a. Lebanese 

b. Other: (specify) 

c. More than one nationality (specify) 

4. Have you been significantly exposed to other cultures? For example, this could 

include living outside Lebanon for 6 months or more, or having a parent from 

another nationality or culture. 

a. Yes (specify) 

b. No 

 

5. Sexual Orientation:  

a. Heterosexual 

b. Gay/Lesbian 

c. Bisexual 

d. Asexual 

e. Other: (specify) ________ 

f. Prefer not to say 

6. What is the highest level of education you have completed? 

a. No diploma 

b. High school 

c. Bachelor’s degree (e.g., BA, BS) 

d. Master’s degree (e.g., MA, MS) 

e. Doctorate or professional degree (e.g., PhD, MD, JD) 

f. Vocational/Technical certificate or diploma 

g. Prefer not to say 
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7. Monthly Income (If you are a dependent student, please mark your parents’ 

approximate monthly income).  

a. Less than $1,000  

b. $1,000-2,999 

c. $3,000-4,999  

d. $5,000-6,999 

e. $7,000- 8,999 

f. $9,000 or more 

g. Prefer not to say 

h. I do not know  

8. Governorate: 

a. Beirut 

b. Mount Lebanon 

c. North Lebanon 

d. South Lebanon 

e. Nabatiyeh 

f. Bekaa 

g. Akkar 

h. Prefer not to say 

9. How would you rate your mental health?  

a. Excellent 

b. Very Good 

c. Good 

d. Fair 

e. Poor 
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APPENDIX VII 

DEMOGRAPHIC QUESTIONNAIRE – ARABIC 

_______ . العمر:  1  

 . الجنس: _______  2

a) ذكر 
b)  أنثى   
c)  )آخر: __________ )حدد 
d)  أفضل عدم الإجابة 

 . الجنسية: 3

 (a  لبناني 
 (b أخر 
(c )أكثر من جنسية واحدة )حدد 

هل تعرضت بشكل كبير لثقافات أخرى؟ على سبيل المثال، قد يشمل ذلك العيش خارج لبنان  4. 
 :ثقافة أخرى  جنسية أو  أشهر أو أكثر، أو أن يكون لديك أحد الوالدين من  6لمدة 

 (a  )نعم )حدد 
 (b كلا 

 التوجه الجنسي:  .5

a)  مغاير/ة (Heterosexual)  
b) مثلي/مثلية جنسي ا (Homosexual)  
c)  مزدوج/ة الميل الجنسي (Bisexual)  
d) لاجنس ي  (Asexual)  
e) )آخر: ________ )حدد 
f)  افضل عدم الإجابة 

 . ما هو أعلى مستوى تعليمي أتممته؟ 6
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a)  بدون شهادة 
b)  شهادة ثانوية 
c)  شهادة بكالوريوس(BA, BS) 
d)  شهادة ماجستير   (MA, MS) 
e)   شهادة دكتوراه أو درجة مهنية(PhD, MD, JD) 
f)  شهادة أو دبلوم مهني/تقني 

g)  أفضل عدم الإجابة 

. الدخل الشهري )إذا كنت طالب ا معتمدا  على والديك، يرجى تحديد الدخل الشهري التقريبي  7
 لوالديك(. استخدم المقياس أدناه

a)  دولار  1000أقل من 
b)  دولار ا 2999إلى  1000من 
c)  دولار ا 4999إلى  3000من 
d)  دولار ا 6999إلى  5000من 
e)  دولار ا 8999إلى  7000من 
f)  9000  دولار أو أكثر 

g)  أفضل عدم الإجابة 
h)  لا اعرف 

 . المحافظة: 8

a)  بيروت 
b)  جبل لبنان 
c)  شمال لبنان 
d)  جنوب لبنان 
e)  النبطية 
f)  البقاع 

g)  عكار 
h)  أفضل عدم الإجابة 

كيف تقيم صحتك النفسية؟. 9  

 a) ممتاز     
 b) جيد جدا   

 c) جيد  
 d) ضعيف   
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APPENDIX VIII 

 

THEORY OF PLANNED BEHAVIOR QUESTIONNAIRE - 

PBC SUBSCALE - ENGLISH 

 

Instructions: If you had been experiencing persistent mental health symptoms (e.g., 

low mood, feeling tense, anxious, problems in sleeping) for at least 4 weeks, choose the 

rating that best describes you (from 1 = strongly disagree to 6 = strongly agree): 

 

1. I think I can decide whether to call a helpline or not.  

1 

(Strongly 

Disagree) 

2 3 4 5 6 

(Strongly 

Agree) 

 

2. Calling a helpline is dependent on my choice.  

1 

(Strongly 

Disagree) 

2 3 4 5 6 

(Strongly 

Agree) 

 

3. I can call a helpline if I like to do so. 

1 

(Strongly 

Disagree) 

2 3 4 5 6 

(Strongly 

Agree) 

 

  



 

 188 

APPENDIX IX 

 

THEORY OF PLANNED BEHAVIOR QUESTIONNAIRE - 

PBC SUBSCALE – ARABIC 

 

إذا كنت تعاني من أعراض نفسية مستمرة )مثل: المزاج المنخفض، الشعور بالتوتر،  التعليمات:  

أسابيع، اختر التقييم الذي يعبر عن رأيك بشكل أفضل   4القلق، مشاكل في النوم( لمدة لا تقل عن 

= أوافق بشدة(  6= أعارض بشدة إلى  1)من    

 

 أم لا. النفسي  بخط ساخن للدعمأعتقد أن بإمكاني اتخاذ قرار بشأن الاتصال  .1
 

 . خيارييعتمد على  النفسي  بخط ساخن للدعمالاتصال  .2
 

 إذا أردت ذلك.النفسي  بخط ساخن للدعمأستطيع الاتصال   .3
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APPENDIX X 

MENTAL HELP SEEKING ATTITUDE SCALE (MHSAS) - 

ENGLISH 
 

Instructions: For the purposes of this survey, “mental health concerns” include issues 

ranging from personal difficulties (e.g., loss of a loved one) to mental illness (e.g., 

anxiety, depression).  

Please mark the option that best represents your opinion 

 

If I had a mental health concern, seeking help from a helpline would be… 

 3

3 

2

2 

1

1 

0

0 

1

1 

2

2 

3

3 

 

Useless O O O O O O O Useful 

Important O O O O O O O Unimportant 

Unhealthy O O O O O O O Healthy 

Ineffective O O O O O O O Effective 

Good O O O O O O O Bad 

Healing O O O O O O O Hurting 

Disempowering O O O O O O O Empowering 

Satisfying O O O O O O O Unsatisfying 

Desirable O O O O O O O Undesirable 
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APPENDIX XI 

 

MENTAL HELP SEEKING ATTITUDE SCALE (MHSAS) – 

ARABIC 

 

" القضايا التي  المشاكل المتعلقة بالصحة النفسية لأغراض هذا الاستبيان، تشمل "التعليمات: 

تتراوح من صعوبات شخصية )مثل فقدان شخص عزيز( إلى اضطرابات نفسية )مثل القلق،  

 الاكتئاب(. 

 .يرجى تحديد الخيار الذي يمثل رأيك بشكل أفضل

خط ساخن للدعم ، فإن طلب المساعدة من مشكلة متعلقة بالصحة النفسيةإذا كنت أعاني من  
سيكون...  النفسي  

  مفيد   - غير مفيد 

  مهم  غير  - مهم

 صحي  - غير صحي

 فعال   -غير فعال

  سيء -  جيد 

 مؤذي   -شاف  

  ي قوي  - ي ضعف

 غير م رضي  - م رضي

 غير مرغوب فيه  - مرغوب فيه 
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APPENDIX XII 

STIGMA SCALE FOR RECEIVING PSYCHOLOGICAL HELP 

(SSRPH) - ENGLISH 
 

 

Instructions: Please read the following statements and choose the rating that best 

describes you (from 0 = strongly disagree to 3 = strongly agree). 

 

1. Calling a helpline for emotional or interpersonal problems carries social stigma.  

0 

Strongly Disagree 

1 2 3 

Strongly Agree 

 

2. It is a sign of personal weakness or inadequacy to call a helpline for emotional 

or interpersonal problems.  

0 

Strongly Disagree 

1 2 3 

Strongly Agree 

 

3. People will see a person in a less favorable way if they come to know that they 

have called a helpline. 

0 

Strongly Disagree 

1 2 3 

Strongly Agree 

 

4. It is advisable for a person to hide from people that they have called a helpline.  

0 

Strongly Disagree 

1 2 3 

Strongly Agree 

 

5. People tend to like less those who call a helpline. 
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0 

Strongly Disagree 

1 2 3 

Strongly Agree 
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APPENDIX XIII 

 

STIGMA SCALE FOR RECEIVING PSYCHOLOGICAL HELP 

(SSRPH) – ARABIC 

 
=   0يرجى قراءة العبارات التالية واختيار التقييم الذي يصفك بشكل أفضل )من التعليمات:   

 = أوافق بشدة(.  3أعارض بشدة إلى 

 

 .يحمل وصمة اجتماعية  العلاقاتية للمشاكل العاطفية أو خط ساخن للدعم النفسي الاتصال ب  .1

علامة على   العلاقاتية للمشاكل العاطفية أو ساخن للدعم النفسي ي عتبر الاتصال بخط   .2

 .الضعف أو النقص الشخصي

 . ساخن للدعم النفسيينظر الناس إلى الشخص بشكل أقل إيجابية إذا علموا أنه اتصل بخط  .3

 . ساخن للدعم النفسيمن الم ستحسن أن يخفي الشخص عن الآخرين أنه اتصل بخط  .4

 . ساخن للدعم النفسييميل الناس إلى عدم الإعجاب بالشخص الذي يتصل بخط  .5
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APPENDIX XIV 

LOSS OF FACE QUESTIONNAIRE (LOFQ) - ENGLISH 

 

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

statement as it applies to you (1 = Strongly Disagree, 2 = Moderately Disagree, 3 = 

Mildly Disagree, 4 = Neither Agree or Disagree, 5 = Mildly Agree, 6 = Moderately 

Agree, 7 = Strongly Agree).  

 

1. I am more affected when someone criticizes me in public than when someone 

criticizes me in private.  

2. During a discussion, I try not to ask questions because I may appear ignorant to 

others.  

3. I maintain a low profile because I do not want to make mistakes in front of other 

people.  

4. Before I make comments in the presence of other people, I qualify my remarks.  

5. I downplay my abilities and achievements so that others do not have 

unrealistically high expectations of me.  

6. I carefully plan what I am going to say or do to minimize mistakes.  

7. I say I may be in error before commenting on something.  

8. When I meet other people, I am concerned about their expectations of me.  

9. I hesitate asking for help because I think my request will be an inconvenience to 

others.  

10. I try not to do things which call attention to myself.  

11. I do not criticize others because this may embarrass them.  



 

 195 

12. I carefully watch others’ actions before I do anything.  

13. I will not complain publicly even when I have been treated unfairly.  

14. I try to act like others to be consistent with social norms.  

15. Before I do anything in public, I prepare myself for any possible consequence. 

16. I prefer to use a third party to help resolve our differences between another 

person and me.  

17. When discussing a problem, I make an effort to let the person know that I am 

not blaming him or her.  

18. When someone criticizes me, I try to avoid that person.  

19. When I make a mistake in front of others, I try to prevent them from noticing it.  

20. Even when I know another person is at fault, I am careful not to criticize that 

person. 

21. When someone embarrasses me, I try to forget it. 
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APPENDIX XV 

LOSS OF FACE QUESTIONNAIRE (LOFQ) – ARABIC 

=   1استخدم المقياس أدناه لتحديد مدى موافقتك على كل عبارة كما تنطبق عليك )التعليمات:  

=   5= لا أوافق ولا أعارض،  4= أعارض قليلا ،  3= أعارض إلى حد ما،  2أعارض بشدة، 

 .= أوافق بشدة(  7= أوافق إلى حد ما،  6أوافق قليلا ، 

 .أتأثر أكثر عندما ينتقدني أحدهم علن ا مقارنة بانتقادي على انفراد  .1

 .أثناء النقاش، أحاول ألا أطرح أسئلة لأنني قد أبدو جاهلا  للآخرين .2

 .لأنني لا أريد أن أخطئ أمام الآخرين مستوى منخفض من الظهور أحافظ على   .3

 .قبل أن أدلي بتعليقات بحضور الآخرين، أحرص على توضيح ملاحظاتي  .4

 .أقلل من قدراتي وإنجازاتي حتى لا تكون توقعات الآخرين مني غير واقعية  .5

 .أخطط بعناية لما سأقوله أو أفعله لتقليل الأخطاء .6

 .أقول إنني قد أكون مخطئ ا قبل أن أعلق على شيء  .7

 .عندما أقابل أشخاص ا آخرين، أكون قلق ا بشأن توقعاتهم مني .8

 .أتردد في طلب المساعدة لأنني أعتقد أن طلبي سيكون مصدر إزعاج للآخرين  .9

 .أحاول ألا أفعل أشياء تلفت الانتباه إلي   .10

 .لا أنتقد الآخرين لأن ذلك قد يسبب إحراج ا لهم  .11

 .أراقب تصرفات الآخرين بعناية قبل أن أفعل أي شيء  .12

 .لن أشتكي علن ا حتى لو تم التعامل معي بشكل غير عادل .13

 .أحاول التصرف مثل الآخرين للتماشي مع الأعراف الاجتماعية  .14

 .نفسي لأي عواقب محتملةأ حض رقبل أن أفعل أي شيء علن ا،   .15
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 .أفضل استخدام طرف ثالث لحل خلافاتي مع شخص آخر .16

عند مناقشة مشكلة، أبذل جهد ا لإعلام الشخص الآخر أنني لا ألومه أو   .17

 .ألومها

 .عندما ينتقدني أحدهم، أحاول تجنب ذلك الشخص  .18

 .عندما أخطئ أمام الآخرين، أحاول منعهم من ملاحظة ذلك .19

حتى عندما أعرف أن شخص ا آخر مخطئ، أكون حريص ا على عدم   .20

 .انتقاده 

 عندما يسبب لي شخص ما إحراج ا، أحاول أن أنسى ذلك.  .21
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APPENDIX XVI 

 

CONFORMITY TO MASCULINE NORMS INVENTORY 

(CMNI-30) - SELF-RELIANCE SUBSCALE - ENGLISH 
 

 

Instructions: Please complete the questionnaire by selecting the option that indicates 

your level of agreement or disagreement with each statement (1 = Strongly Disagree, 2 

= Disagree, 3 = Slightly Disagree, 4 = Slightly Agree, 5 = Agree, 6 = Strongly Agree).  

 

1. It bothers me when I have to ask for help.  

2. I am not ashamed to ask for help. 

3. I never ask for help.  
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APPENDIX XVII 

 

CONFORMITY TO MASCULINE NORMS INVENTORY 

(CMNI-30) - SELF-RELIANCE SUBSCALE – ARABIC 

 

يرجى إكمال الاستبيان باختيار الرقم الذي يشير إلى مدى موافقتك أو معارضتك لكل   التعليمات:

= أعارض   3= أعارض،  2= أعارض بشدة،  1عبارة. إختر إجابة واحدة فقط لكل عبارة )

 = أوافق بشدة( 6= أوافق،   5= أوافق قليلا ،  4قليلا ، 

 .يزعجني عندما أضطر لطلب المساعدة .1

 .لا أشعر بالخجل عند طلب المساعدة .2

 .لا أطلب المساعدة أبد ا .3

  



 

 200 

APPENDIX XVIII 

 

PERCEPTIONS OF MENTAL HEALTH CONCERNS - 

ENGLISH 
 

Instructions: When experiencing mental health concerns or emotional distress, there 

may be factors that prevent individuals from contacting a helpline for support. Below 

are statements that may reflect such barriers. Please indicate how much you agree or 

disagree with each statement based on your personal experience (1 = Strongly Disagree, 

2 = Disagree, 3 = Neutral, 4 = Agree, 5 = Strongly Agree).  

1. I believed the issue would resolve on its own. 

2. I did not think the problem was serious enough to seek help. 
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APPENDIX XIX 

 

PERCEPTIONS OF MENTAL HEALTH CONCERNS – 

ARABIC 

 

عند مواجهة مشاكل في الصحة النفسية أو الشعور بضيق عاطفي، قد تمنع بعض   التعليمات:

. فيما يلي بعض  المساعدةللحصول على ساخن للدعم النفسي العوامل الأفراد من الاتصال بخط 

العبارات التي قد تعكس هذه العوائق. يرجى تحديد مدى موافقتك أو عدم موافقتك مع كل عبارة  

  5= أوافق ،   4= محايد،  3= أعارض ،  2= أعارض بشدة،  1)بناء  على تجربتك الشخصية 

 .= أوافق بشدة(

 .كنت أعتقد أن المشكلة ستحل من تلقاء نفسها  .1

 .لم أكن أظن أن المشكلة خطيرة بما يكفي لطلب المساعدة .2
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APPENDIX XX 

 

MENTAL HELP SEEKING INTENTION SCALE (MHSIS) - 

ENGLISH 

 

Instructions: For the purposes of this survey, “mental health concerns” include issues 

ranging from personal difficulties (e.g., loss of a loved one) to mental illness (e.g., 

anxiety, depression). Please mark the score that best represents your opinion. 

 

1. If I had a mental health concern, I would intend to seek help from a helpline. 

1 

(Extremely 

Unlikely) 

2 3 4 5 6 7 

(Extremely 

Likely) 

 

2. If I had a mental health concern, I would try to seek help from a helpline. 

1 

(Definitely 

False) 

2 3 4 5 6 7 

(Definitely 

True) 

 

3. If I had a mental health concern, I would plan to seek help from a helpline. 

1 

(Strongly 

Disagree) 

2 3 4 5 6 7 

(Strongly 

Agree) 
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APPENDIX XXI 

 

MENTAL HELP SEEKING INTENTION SCALE (MHSIS) – 

ARABIC 

 

 
" القضايا التي  المشاكل المتعلقة بالصحة النفسية لأغراض هذا الاستبيان، تشمل "  التعليمات: 

تتراوح من صعوبات شخصية )مثل فقدان شخص عزيز( إلى اضطرابات نفسية )مثل القلق،  

 الاكتئاب(. يرجى تحديد الدرجة التي تمثل رأيك بشكل أفضل.

 
ساخن للدعم  طلب المساعدة من خط   سأنوي، مشكلة متعلقة بالصحة النفسيةإذا كانت لدي  .1

 .النفسي 
1 

 

(

من غير  

 المحتمل جد ا( 

2 3 4 5 6 7 

 

)مح

 تمل جد ا( 

 
ساخن  ، سأحاول طلب المساعدة من خط مشكلة متعلقة بالصحة النفسيةإذا كانت لدي  .2

 .للدعم النفسي 
1 

 

)بال 

تأكيد غير  

 صحيح( 

2 3 4 5 6 7 

 

)بال 

 تأكيد صحيح(

 
ساخن  ، سأخطط لطلب المساعدة من خط  مشكلة متعلقة بالصحة النفسيةإذا كانت لدي  .3

 .للدعم النفسي 
1 

 

)أعا

 رض بشدة( 

2 3 4 5 6 7 

 

)أو 

 افق بشدة( 

 

 
 

 
  



 

 204 

APPENDIX XXII 

 

INFORMATION SHEET – ENGLISH 

 

Thank You for Your Participation 

We deeply appreciate your time and effort in completing this questionnaire.  

The Importance of Seeking Help 

 Many individuals face emotional distress, feelings of isolation, or mental health 

challenges. Reaching out for support can have a profound impact on your well-being 

and quality of life. Speaking with a professional is confidential, and their goal is to help 

you explore solutions and feel supported. 

Addressing Common Misconceptions 

• Seeking help does not mean you are weak—it shows courage and self-

awareness. 

• Seeking help is for everyone, regardless of the severity of the problem. 

• Seeking help can also help prevent mental health struggles, not just manage or 

treat them. 

If you experienced any emotional discomfort while completing this survey and feel the 

need for emotional support, or if you would like referrals to free or low-cost mental 

health services in your area, please contact Embrace's National Hotline for Emotional 

Support and Suicide Prevention by dialing 1564. You may also reach out to any of the 

NGOs listed below. 



 

 205 

APPENDIX XXIII 

 

INFORMATION SHEET – ARABIC 

 

 شكرا  لمشاركتك 

 .نحن نقدر وقتك وجهودك في إتمام هذا الاستبيان 

 أهمية البحث عن المساعدة

طلب المساعدة يمكن   .الضيق العاطفي، الشعور بالعزلة، أو تحديات نفسية يواجه العديد من الأفراد 

التحدث مع مختص يضمن السرية التامة، وهدفه   أن يحدث فرق ا كبير ا في رفاهيتك وجودة حياتك. 

 هو مساعدتك في استكشاف الحلول والشعور بالدعم 

 تصحيح بعض المفاهيم الخاطئة 

 بل ي ظهر الشجاعة والوعي الذاتي. —• طلب المساعدة لا يعني أنك ضعيف 

 • طلب المساعدة حق للجميع، بغض النظر عن شدة المشكلة. 

• طلب المساعدة يمكن أن يساعد أيض ا في الوقاية من المشاكل النفسية، وليس فقط في إدارتها أو  
 علاجها. 

 

إذا شعرت بأي انزعاج عاطفي أثناء إكمال الاستبيان وترغب في الحصول على دعم نفسي، أو إذا  

كنت بحاجة إلى إحالات إلى خدمات الصحة النفسية المجانية أو منخفضة التكلفة في منطقتك،  

. كما  1564يمكنك الاتصال بالخط الوطني الساخن للدعم النفسي والوقاية من الانتحارعلى الرقم 

 .مكنك أيض ا التواصل مع أي من المنظمات غير الحكومية المدرجة أدناه ي
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APPENDIX XXIV 

FLYER ENGLISH 
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APPENDIX XXV 

FLYER ARABIC 
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