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 Major depression is a prevalent and harmful illness in the United States. 

About 7% of Americans experience depressive symptoms each year. Leaving 

depression untreated can result in poor general health and increased susceptibility 

to severe health risks such as suicide. Although there exists a variety of effective 

treatment methods for depression, the National Health and Nutrition Survey 2005-

2006 reports that less than 30% of depressed individuals will be seen by a mental 

health care professional. It is essential that current efforts work toward encouraging 

depressed persons to seek treatment.  

A number of health promotion campaigns for mental health have tried 

reaching depressed individuals with little success. Created through a series of 

projects conducted with depressed men and women, Faces of Depression is a 

messaging strategy campaign that may prove highly effective with this audience. 

The campaign utilized video and computer program media in health clinic waiting 
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areas to encourage patients with depressive symptoms to seek help from a primary 

care physician. These forms of media often capture attention; however, they also 

require many resources that may not be readily available at a health clinic. The 

purpose of the present study was to determine whether a cost-sensitive poster 

version of the Faces of Depression campaign would be an effective alternative to the 

original media.  

 Undergraduate students completed an online survey concerning their 

willingness to discuss depression with a physician and their reactions to the health 

poster. Some had previously sought help from a mental health professional (33%), 

yet few had received treatment for depression (11%). However, 48% of the 

participants met the criteria for having current depressive symptoms. Although 

scores for the posters’ visual elements were low, the idea of the poster in a health 

clinic waiting area was well received by those currently depressed and non-

depressed. Moreover, non-depressed persons were likely to indicate that they 

would seek help in response to the poster if experiencing depressive symptoms. 

 The study is limited by poster design elements. Amendments to these 

aesthetic details would likely increase poster effectiveness. Future research should 

ensure that health promotion materials target those currently experiencing 

symptoms, especially men.  
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BACKGROUND 
 
 

Depression is prevalent within the United States and leads to more 

disabilities than any other illness in the world (Lopez & Murray, 1998). The Centers 

for Disease Control and Prevention’s (CDC) 2006 Behavioral Risk Factor 

Surveillance System (BRFSS) reports that about one out of every ten Americans 

currently experience some form of depression and 4.1% of these individuals meet 

the criteria for a major depression diagnosis (CDC, 2010a). Because of its many 

internal symptoms and the stigma that surrounds mental illnesses, depression is 

often difficult to detect and diagnose. This illness can occur at any age and may 

follow severe changes in life events such as the birth of a child (i.e. post partum 

depression) (CDC, 2010b) and the loss of loved ones, particularly in late adulthood 

(CDC, 2010c). In some cases, depression can also develop in the absence of any 

major life episode (Kiloh & Garside, 1963). Furthermore, depression affects men and 

women in different ways and at varying rates. These unique characteristics make 

depression an illness of critical concern to those who study health behavior and 

preventive behavioral medicine.  

The Diagnostic and Statistical Manual of Mental Disorders (4th edition) 

describes depression as a mood disorder that is generated through genetic and 

external factors (e.g. stress). Diagnosis of this disorder is determined by the 

presence of five or more symptoms in a recent two-week period, one of which must 

be either a depressed mood (i.e. feeling sad or lonely for most of the day) or a 
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substantial decrease in interest of activities once found pleasurable. Additional 

depressive symptoms include: a five percent change (either a loss or gain) in body 

weight within one month, irregularities in sleep patterns, noticeable restlessness or 

slowed actions, a loss of energy, increased hesitancy or unclear thoughts, decreased 

self-worth, and the persistent thoughts of death or suicide. The occurrence of these 

symptoms must differ from an individual’s typical moods and actions in order to be 

diagnosed as depression (DSM-IV, nd). Similarly, the time frame in which these 

symptoms occur is critical. Many of these behaviors are generated for a number of 

reasons other than clinical depression (e.g. periods of bereavement). It is important 

to note the length of time that depressive symptoms have been present to ensure 

that symptoms are not confused with healthy and normal responses to stressors. 

Furthermore, the symptoms must also not be in response to the use of substances 

such as alcohol or drugs (DSM-IV). 

In addition to the effects of the illness itself, depression can produce a 

number of indirect impairments. These may include struggling with relationships at 

work and home, completing assignments, and a diminished sex drive. The National 

Center for Health Statistics (NCHS) reported that of Americans surveyed between 

2005 and 2006, 80% of those who met the criteria for major depression also 

indicated that they experienced forms of difficulty in functioning as a result of living 

with this illness (Pratt & Brody, 2008). Depression can also parallel complications of 

other illnesses and poor health behaviors; however, it is not typically understood 
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whether depression is the cause or the result in these relationships (NIMH, 2008). 

For example, depressed individuals are more likely to engage in harmful health 

behaviors such as consuming excessive amounts of alcohol and drug use (NIMH, 

2009). The BRFSS also reports that 43% of depressed individuals are not physically 

active. Moreover, depression is frequently diagnosed as comorbid with many 

chronic illnesses such as cardiovascular disease, diabetes, and cancer (Waghorn, 

2009; CDC, 2009). The unremitting stress caused by these sicknesses can become 

overwhelming and lead to depression if this pressure is not managed alongside the 

chronic illness itself. In turn, individuals living with a chronic illness are more likely 

to commit suicide than those who do not live with such stressors (Greydanus, Patel, 

& Pratt, 2010). Specific treatment must be given to resolve both the chronic illness 

and the complications of depression. Additionally, depression may also be found as 

a comorbid factor with many anxiety disorders (Regier et al., 1998; NIMH). There 

are a number of implicit factors that may not be immediately associated with 

depression itself. However, understanding these additional concepts can help to 

establish a more effective diagnosis and treatment for the illness.  

Treatment Options and Effectiveness 

Although the rate of depression in adults is substantial within the US and the 

world, there are a number of effective treatments available for the illness. Common 

treatment options include a variety of therapy methods, anti-depressant 

prescriptions (NIMH, 2008), support groups (Coe, 2009), and exercise (Babyak et 
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al., 2000). The effectiveness of each of these options varies. However, regardless of 

method, treatment for depression is more effective when the illness is identified 

early and attended to with professional help (CDC, 2008a). Nearly 80% of 

individuals who receive treatment for depression are able to successfully improve 

their psychological health status (NIMH, 2003).  

In addition to the number of effective treatment options for depression, there 

exists a variety of clinicians who can diagnose and treat the illness. Treatment type 

varies according to the training and abilities of these professionals (e.g. a primary 

care physician would refer a depressed individual to a therapist – they would not 

administer therapy themselves but instead could provide a prescription for anti-

depressant medication). Finding the most effective treatment fit takes time and 

multiple attempts in some instances. A treatment that involves partnership between 

several health providers such as mental health professionals, physicians, and other 

health care providers is suggested by the U.S. Preventive Services Task Force as the 

most effective method of treatment for depression (CDC, 2010a).  

The Help Seeking Process 

 Inquiring about depression evaluation or treatment requires communication 

with a healthcare professional. Because depression can be met with disbelief or 

stigma (Hammer & Vogel, 2010), seeking specialized help for the illness is often an 

action that is achieved in steps. The transtheoretical stages of change model 

proposed by DiClemente et al. (1991) suggests that the willingness to change a 
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health behavior (e.g. seek professional help for depression) results only after the 

individual has given immense consideration to committing the action and feels that 

they have the desire and resources needed to make this change. This process can 

take a long time, and some individuals may never reach this necessary point of 

readiness. Understanding the help seeking process is difficult. However, moving 

depressed individuals one step closer to professional advice and treatment can save 

lives. The path to finding help is not the same for everyone; however, some patterns 

do exist. Understanding this development is crucial to the development of health 

promotion materials and can lead to the creation of highly relatable campaigns.  

Some consistency has been found in the progression towards help seeking 

for depression. First, individuals living with depressive symptoms may first 

experience a steady downward feeling that develops into full depression. They may 

try to work through the illness themselves without sharing the details of the 

experience with anyone else. A period of denial can then follow the initial onset of 

the illness. The turning point for seek help, however, begins with the recognition 

and admittance to depressive symptoms (Epstein et al., 2010). If the symptoms 

persist and additional help is needed, the next stage in help seeking often involves 

discussing the illness with those whom intimate relationships are shared (Coe, 

2009). The closeness of these relationships can provide intimate time and support 

that may allow the individual to overcome any perceptions of stigma around seeking 

help. In contrast to other mental illnesses such schizophrenia and eating disorders, 
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those who know someone with depression are less likely to see the mental health 

issue as stigmatizing (Crisp et al., 2005). In fact, the level of understanding about 

depression held by an individual determines the level of stigma that they attach to 

individuals who live with this illness (Griffiths, Christensen, & Jorm, 2008). For these 

reasons depressed individuals often disclose their symptoms and depressive status 

to those with whom they share close relationships before seeking help from a 

professional (Coe). 

Friends and family members can play a critical role in the decision to seek 

professional help; however the influence of social support does not always have a 

direct effect on help seeking for a mental illness (Mojtabai, Olfson, & Mechanic, 

2002). Although progression to visiting with a physician is a reasonable next step in 

depression care (Coe, 2009), many who live with this illness will not seek this help. 

In addition to barriers in availability of health care, depressed persons may hold 

strong beliefs that physicians cannot provide this type of assistance (Kravitz et al., 

2011; Coe). As a result, less than 30% of depressed individuals will be seen by a 

mental health care professional (Pratt & Brody, 2008).   

Additional factors such as having a positive attitude toward professional 

assistance and previous experience with help seeking play central roles in the 

process of searching for depression assistance. Moreover, the probability of 

inquiring about depression and treatment often varies across type of professional. 

In a sample where half of the participants had personal experience with depression 
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and half had not, 73% reported that they were most likely to seek help from a 

general practitioner. In contrast, few were likely to visit a psychiatrist (34%) or a 

practitioner who does not charge (37%)(Barney et al., 2005). The availability and 

characteristics of these details are likely to act as determinants for individuals in 

their decision of whether or not to seek professional help for depression. 

 Depressed persons do not often search for professional help or a treatment 

immediately, even though reducing this time can improve treatment effectiveness. A 

survey conducted by the World Health Organization (WHO) determined that of 

mood disorder cases in 15 counties across the globe, only about 6.0 to 52.1% 

achieved treatment within the year that the illness began (Wang et al., 2007). 

Because leaving depression untreated can result in a number of severe outcomes 

and poor general health, it is imperative that affected individuals receive 

appropriate treatment for the illness. There are a number of factors that contribute 

to an individual’s choice to disclose their physical and mental symptoms, and 

decisions must be made on how to share this private health information and with 

whom (Greene et al., 2003).  

How Health Information is Shared 

 It is clear that disclosing mental health concerns such as depression can be a 

challenge. Sharing these private health details is an act of trust from a discloser (i.e. 

an individual who chooses to share information with an audience), and these 

revelations are often done only after the individual has significantly evaluated the 
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expected responses from the intended audience. Communication privacy 

management (CPM), a theory of interpersonal communication, aims to determine 

aspects of health status disclosure in a dialectical relationship with privacy 

(Petronio, 2002), much like a cost-benefit analysis. This concept suggests that 

individuals create a system that defines with whom they will share information and 

to what extent. Consideration of the boundaries and communication rules 

established by depressed individuals may shed more light on why communication 

with a professional health care provider is often limited. 

Because of the perceived risk involved with disclosing possible weaknesses 

such as mental health information, permitting additional individuals to share 

personal health information warrants a different type of interpersonal 

communication than a casual conversation (Petronio, 1991). CPM illustrates that 

when an individual makes the decision to share this private information with 

someone else they may either share this totally (leaving out no additional details of 

which the student is aware), in pieces (restricting information of which they are 

aware), or they may continue to not share the information regardless of their desire 

to share (Greene et al., 2003). The management of this decision is determined 

through the creation of communication rules by the discloser. Although not fully 

understood, a number of criteria factor into the development of these personalized 

boundaries, including: cultural background of this discloser, gender, motivation, 

context, and the risk-benefit ratio for disclosing.  These rules establish specific 



9 
 

boundaries for information sharing (Petronio et al., 2004) and may either be 

explicitly stated by the discloser (e.g. “Please do not tell Mom.”) or implicitly 

suggested (e.g. the unspoken, but understood desire to keep health information 

from a specific person such as a child) to the individual who receives this 

information. These boundary rules are different for each unique disclosure and are 

continuously managed by the individual who established them. Despite the 

maintenance of these restrictions, the discloser may encounter instances in which 

their communication rules are disregarded. This can result in the readjustment of 

the individual’s personal rules so as to restrict details of their private health 

information or to whom this information is shared.  

CPM is a widely accepted idea of how health information disclosures occur. 

Because talking with a health care professional is an essential step toward diagnosis 

and receiving treatment for depression, it is critical to assess the factors that impact 

the development of these communication rules. This is particularly important to 

define within the patient-physician relationship where specific communication 

barriers could be targeted and reduced or eliminated. Understanding these concepts 

could be a great contribution to the development of health promotion materials.  

Potential Barriers 

There are a number of reasons why adults do not seek help for depression 

and other illnesses. Many want to avoid the perceived stigma that is met with 

mental illness (McNair et al., 2002; Griffiths, Christensen, & Jorm, 2008) and as a 
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result may continuously deny their symptoms or diagnoses. Some may not know 

who to speak with or fear how others may react. In addition, some depressed 

individuals may misunderstand the symptoms presented with depression or not 

have enough information to determine whether or not their illness is actually 

depression (Bell et al., 2010). Consideration of these perceptions is critical for 

understanding the effects and prevalence of depression. 

Stigma. In a study conducted by Barney et al. (2005), 44% of randomly 

sampled individuals indicated that they would experience embarrassment if they 

sought help from a psychiatrist. Oftentimes adults do not seek treatment for 

depression because they view this action as being highly stigmatized (Cassano & 

Fava, 2002). Although the definition of stigma is debated across social sciences, for 

the purpose of this paper a definition was adopted from Erving Goffman’s (1963) 

book, Stigma: Notes on the Management of Spoiled Identity, where stigma is “an 

attribute that is deeply discrediting...[that makes an individual] from a whole and 

usual person to a tainted, discounted one.” The stigma that surrounds mental illness 

and help seeking is often generated though perceptions about what others might 

think about the person searching for assistance.  These expected reactions are not 

limited to what might be said by friends and family but also includes ideas about 

what a professional might say in response to the disclosure of depression (Barney et 

al., 2005).  
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Because mental illnesses like depression are so often reported as 

stigmatizing, they are often communicated about with restriction. It is likely that 

these types of illnesses are perceived this way because they have few to no tangible, 

external health outcomes. As a result, depression and other mental ailments are 

often difficult to determine and measure. In comparison to other mental illnesses 

that are characterized by major stigmatizing factors such as the perception of being 

“dangerous,” depression is often identified by different descriptions such as being 

“unpredictable” and “hard to talk with” (Crisp et al., 2005). 

In addition, Coe (2009) found through panel discussions that the general 

public is knowledgeable of the differences between stress and depression; where 

stress that is not managed or lessened effectively may lead to depression. Although 

awareness of this slight differentiation between ailments may help to reduce stigma 

about depression, there is substantial information about the illness that is often 

conceptualized and communicated about incorrectly.   

Lack of Awareness and Information. Some adults do not identify their 

experiences as indicators of depression (Tylee A, 2005). Determining whether or 

not depression is present requires that a large amount of correct information be 

available to the individual. Also, because depressive symptoms include a lack of 

motivation and a lost interest in activities, seeking help for this illness may be 

particularly difficult. Depressed persons may not consider treatment to be 

necessary or effective (CDC, 2008a) particularly in men (Rochlen et al., 2010). 
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 In addition, the concept of optimism bias could have an impact on an 

individual’s acceptance of depression. This idea was developed as a type of self-

serving bias and suggests that individuals often evaluate themselves to be at a lesser 

risk for detrimental circumstances than an average person. As a result, reduced 

levels of seriousness and the need to seek professional help may be experienced by 

those who are depressed (Spendelow & Jose, 2010).   

Population Disparities of Depression  

Although this mental illness is prevalent throughout the US and the world, 

depression does not occur with the same frequency throughout all populations. 

First, individuals living below the poverty line are more likely to be diagnosed with 

depression than other levels of income (Pratt & Brody, 2008). Living in poverty or 

with unemployment can result in constant stress and life events that are not within 

one’s complete control (Belle & Doucet, 2003). A similar outcome may be 

experienced as a result of devastating natural disasters (CDC, 2008b). If left 

untreated, the constant pressures of lacking necessary resources will likely develop 

into full depression. Differences in depression also exist across race categories, 

where minorities are more likely to report depressive symptoms than Caucasians 

(Plant & Sachs-Ericsson, 2004). When diagnosing depression it is important that 

health professionals take these factors into account in their client’s treatment, as the 
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differences may contribute to a more accurate diagnosis and treatment for the 

individual.  

Another major concern of those who study depression is the great inequality 

that exists between the level and experience of this illness between men and women 

(CDC, 2009). Women have up to a 70% greater chance of being diagnosed with 

depression than men (Kessler, 2003). However, men are more likely to commit 

suicide, a serious result of severe depression (Cochran & Rabinowitz, 2003). In 

contrast, however, significant differences between men and women in the number of 

overall mental health disclosures to a physician have not been found (Verbrugge, 

1984; Padesky & Hammen, 1981). This suggests that it may be possible that men 

and women experience depression at similar levels. Although more information is 

needed on the difference in number of depression diagnoses, it is clear that men and 

women report unique symptoms and beliefs about this illness. For example, 

Padesky and Hammen (1981) describe reported symptoms of depression in men as 

decreased cognition and motivation capabilities.  In contrast, women often describe 

more emotional symptoms such as being apathetic towards their future and 

decreases in feeling good about themselves. Understanding the disparate 

experiences between men and women is vital to the development of effective 

messaging toward depressed individuals.  
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The Female Experience. The higher prevalence of depression in women has 

been obtained in a number of studies and includes data across a number of 

countries (Weissman & Olfson, 1995). Women are also more susceptible to 

diagnoses of depression and comorbid anxiety (Halbreich & Kahn, 2007). Women 

are generally affected by depression during specific periods of their lives, 

particularly post-pregnancy (i.e. postpartum depression) and into their years 

raising children (Weissman & Olfson). Extensive evidence suggests that this is a 

result of the many changes in hormone levels that women experience throughout 

their lifetime (Kontaxakis, 2008); however there may be other unknown 

contributing factors as the relationship is not present across all populations 

(Kessler, 2003; Hayward et al., 1999). Several social science theories suggest that 

women endure higher chronic stress levels and are more likely to ruminate about 

events than men, which may result in the disparity between genders (Kessler). In 

terms of the overall experience of depression, women typically describe depressive 

symptoms that are mostly somatic (Kontaxakis). In a comparison of blog entries 

completed by depressed individuals, women were more likely to consider multiple 

health care professionals and treatment options for the illness. Additionally, women 

were more likely to take self-control over the illness and to describe the impact of 

their illness on their friends and family (Clarke & Van Amerom, 2008). Women 

report distinctive features of their depression and are generally likely to discuss the 
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changes the illness brings. In contrast, men are treated far less often – this may be 

the result of the different feelings and thoughts endured by men with depression.  

The Male Experience. Because of the seemingly undertreated cases of 

depression in men, increased focus has been given on this gender’s experience with 

the illness. Extensive investigations have sought to determine the perceptions men 

have about depression and describe the potential determinants that have resulted in 

gender discriminated diagnoses (Hammer & Vogel, 2010; Rochlen, McKelley, & 

Pituch, 2006). Based on themes elicited in focus groups conducted with depressed 

men, Rochlen et al. (2010) determined several key issues that depict the male 

experience with the mental illness. Primarily, depressive symptoms are often 

described as inconsistent with the male image. Men explained depression as a sign 

of weakness – that being sad and crying are actions that are only acceptable by 

women. Interestingly, depressed men also reported that the characteristics of being 

happy are not masculine either. Men, as reported in the focus groups, are viewed as 

powerful and should therefore not display many emotions regardless of their charge 

(Rochlen et al.). As a result, men are more likely to internalize their emotions and 

responses concerning depression. In contrast to the information found in blogs 

written by depressed women, depressed men were more likely to describe their 

depression as something that removed the individual from the rest of the world; it 

made them feel lonely. Men were also more likely to attribute their depression to 

biological concepts such as changes in neurotransmitters. As a result, men showed a 
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smaller likelihood of taking self-control than did women (Clarke & Van Amerom, 

2008).  

Another key finding suggests that because men feel that depression is 

inconsistent with their identities, they often choose to hide their symptoms through 

other displays or activities. These may include anger and aggression, substance 

abuse, separation from family and friends, and overworking (Pollack, 1998).  The 

increase of male-centered depression research has contributed to the definition of a 

“masked” experience – where the patient tries to cover many symptoms of the 

illness (Rabinowitz & Cochran, 2008). In addition, more depressed men experience 

a high level of difficulty in working and having healthy relationships with other 

people than did women of the same age group (35% and 22%, respectively). 

Because many of these characteristics are not generally described as symptoms of 

depression the diagnosis of the illness may be more difficult to define in men. 

Similarly, instances of “masked” depression encourage men to ignore harmful 

symptoms, and as a result, it may be more difficult for the patient himself to identify 

and present symptoms to a health care professional. 

Lastly, Rochlen et al. (2009) established that not all men react in the same 

way towards depression and its symptoms. This is likely true to some degree for 

women as well; however, the differences may not be substantial. The socialization of 

gender roles poses a problem for encouraging men to seek help for depression. 

These explanations could illustrate why the difference in number of depression 
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diagnoses is so substantial between the genders. It is clear that male and female 

patients manage and discuss depression in different ways. It is important to 

consider these distinctions when creating a public health campaign as they may 

contribute to a more effective change in behavior. The ability of a patient to disclose 

their personal health information is a necessary component for help seeking.  

Gender Differences in Communication 

It is clear that men and women experience depression in different ways. 

Similarly, men and women exhibit contrasting communication patterns and specific 

strategies for disclosing personal health information. These factors play an 

important role in the likelihood that an individual will disclose their mental health 

status to a health care professional. Because interpersonal communication is an 

essential step in receiving advice and treatment for depression, understanding the 

differences in these aspects of communication utilized by patients and physicians, of 

male or female gender, can contribute to the development of health promotion 

messages. 

Gendered Patient Communication. In everyday communication, women are 

often viewed as more positive; they use more welcoming facial expressions and 

hand gestures, and typically use more involved and affectionate language than their 

male counterparts. In contrast, communication by men is often less encouraging and 

involves fewer nonverbal signs of agreement (e.g. nodding) (Hall, 2006). Women 

use healthcare services more than men do, and therefore they often have a regular 
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source of health information (Weisman & Teitelbaum, 1989). Because of their 

greater exposure to healthcare professionals in general, women may feel more 

comfortable with physicians and disclosing their private health information. 

Moreover, female patients are more communicative with their physician than men, 

regardless of that physician’s gender (Hall, 2006). Women will generally provide 

more medical information to their physician than men, and will ask significantly 

more questions than will a male patient. Paraphrasing is implemented frequently by 

women as they tend to strive to ensure that the physician understands what they 

are describing (Waitzkin, 1985). Physicians often hold information from female 

patients that is not certain (Weisman & Teitelbaum). A majority of practicing 

physicians are male (about 66%) (Roter & Hall, 2006). This gender prevalence could 

have an effect on the way in which a depressed patient chooses to communicate 

with their physician.  

Healthcare Professional Gender Differences. Much like the overall 

differences in communication displayed by men and women patients; physicians of 

different genders also have distinct methods of communication. These often reflect 

general male and female communication patterns. When assessing overall 

communication traits, female physicians are more likely to exhibit a style of 

communication that is both “warmer” and “more engaged” than the styles utilized 

by male doctors (Hall, 1984). Similarly, female physicians are often more engaged in 

the emotional responses of their patients and thus promote their patients to discuss 
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their feelings openly (Hall). Therefore, physician gender also has an important 

impact on the event and type of information a patient will share. It is unknown, 

however, whether the gender of a physician will positively or negatively affect a 

depressed individual’s motivation to discuss the illness with their doctor.  

Current Public Health Efforts 

Because it is essential that depressed individuals search for and find 

appropriate treatment, numerous endeavors have been made to target specific 

subpopulations of depressed persons (e.g. males, postpartum females, those who 

have experienced a natural disaster). However, because of the psychological and 

physical symptoms involved with a diagnosis of depression, encouraging depressed 

individuals to disclose their health information often proves difficult. A number of 

different tactics have been implemented in the development of these public health 

messages to encourage seeking treatment (Rochlen, McKelley, & Pituch, 2006). 

Similar projects have worked toward reducing the stigma surrounding mental 

health issues (Paykel, Hart, & Priest, 1998; Hammer & Vogel, 2010). Other studies 

observed the effectiveness of different messaging concepts. Communication about 

depression that targets those who are currently experiencing symptoms should 

articulate both the physical and psychological ailments of depression, the various 

treatment methods offered, the frequency levels of the illness in the population, the 

idea that no one is immune to this mental health concern, and that selecting the best 

treatment option may take a while to decide upon (Bell et al., 2010). Knowing the 
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most effective methods of talking about depression can promote the impetus of 

innovative communication promotion projects.  

Faces of Depression Campaign. A number of health promotion campaigns 

for mental health have tried reaching depressed individuals with little success. The 

Faces of Depression campaign is a segment that developed from a series of research 

projected conducted with depressed men and women. The campaign utilized video 

and computer program media in health clinic waiting areas to reach patients with 

depressive symptoms and encourage them seek help from a primary care physician. 

The concepts utilized in this campaign resulted from a culmination of understanding 

effective messaging strategies for depressed individuals and the barriers to seeking 

this specific type of help as described by this specific audience.  

Bell et al. (2010) determined that specific types of messaging strategies and 

information were more effective than others in reaching depressed individuals. Ten 

tactics were utilized to design and test 32 messages for this campaign to determine 

which strategy and messages would be most successful at encouraging help seeking 

from a physician. These messages were designed by those who had experience with 

depression, either personally or through close family members. Several 

informational aspects were favored by individuals with current depression and 

considered for use in the Faces of Depression campaign: the explanation of a variety 

of depressive symptoms, the acknowledgement of the many alternatives available 

for treatment and that finding the best fit is a process, the commonness of the illness 
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across the lifespan, and the idea that no one is exempt from depression (Bell et al., 

2010). Understanding what types of information currently depressed individuals 

seek in health promotion materials is a critical component to the development of an 

effective campaign.  

In addition to understanding the perceptions of mental health media 

messages by depressed individuals, several key barriers to seeking professional 

help were described through focus groups in an additional study. Central concerns 

for inquiring about depression from a physician were the worry that this particular 

individual would not be able to effectively understand or treat the illness. Moreover, 

hesitancy about disclosing private health information was also noted (Kravitz et al., 

2011). Because of their potential to mediate the effects of public health promotional 

materials it is important to interpret any significant barriers that might prevention 

individuals from engaging in the specific health behavior.   

The perceived effectiveness of this campaign is high for a number of reasons. 

Most importantly, the time between encountering the health promotion message 

and interacting with the physician is small; therefore, the patient is more likely to 

remember the information and inquire about the illness as needed. These forms of 

media often capture attention; however, they also require many resources that may 

not be readily available at a health clinic.  
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The purpose of the present study was to determine whether a cost-sensitive 

poster version of the Faces of Depression campaign would be an effective 

alternative to the original media.  

The Transition to Print Media 

Public health campaigns like Faces of Depression often include information 

about a specific illness and ways to improve health behaviors (e.g. exercising more, 

getting more sleep). The effectiveness of health behavior change campaigns is often 

measured by the number of people that engage in the specific action that is being 

described (Rimal, Flora, & Schooler, 1999). When developing campaigns such as 

these a specific target audience must be selected. Establishing this factor is 

important because all audiences do not attend or interpret messages in the same 

way (Bell et al., 2010). Determining the target audience will then help to define the 

environment in which the information will be displayed and, in turn, what type of 

media should be selected. Different types of media offer different benefits and 

effectiveness given the different capabilities of each type. For example, television 

utilizes movement in short pieces within particular television shows. This differs 

greatly from a print advertisement in a magazine that, while it includes no 

movement, offers the audience an exposure period they determine by turning the 

page. The media forms selected for Faces of Depression are designed to be highly 

specific to individuals, making it easier for the target audience to attend and relate 

to overall message. However, these forms of media require a number of resources 
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that may not always be readily available in health clinic waiting areas (e.g. 

television, computer). Therefore, the consideration of a wide variety of media is 

important in the development of an effective public health campaign. 

A printed health poster displayed in a waiting area is a cost-effective medium 

strategy for targeting a large audience. Implementing a poster requires few 

resources; this would enable the medium to be utilized easily by health clinics. Print 

media can also be resized and used in ways other than posters, such as in 

magazines, printed on clinic receipts, or included on business cards (Austin & 

Husted, 1998). Although videos and computer-tailored programs may provide a 

personalized health message that is more specific about how and why a patient 

should seek help for depression, a health poster may be more widely used because it 

does not rely on as many resources for implementation. Additionally, the degree of 

specificity provided by the Faces of Depression media may not be required to 

encourage patients to seek help if they are experiencing depressive symptoms. 

Because of the relatively short period of time that elapses between a patient viewing 

the poster and meeting with a physician, it may be that a simple reminder or 

suggestion could provide the same information as more interactive media.  
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Theoretical Framework 

 The methodology of the current study is guided by Ajzen and Fishbein’s 

theory of planned behavior (2010). Theoretical evidence suggests that an attitude 

toward a specific behavior, the social norms that surround the behavior, and the 

level of control the individual believes they have over that specific action will 

determine the level of intention the individual maintains for engaging in that action. 

Evidence suggests a high likelihood of an individual performing the behavior if their 

intention is strong. 
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METHODS 

 
 

 The following description of the methods included in the present study 

reflects all detailed processes. An abbreviated methods section can be found within 

the Journal Article section. 

Poster Design 

Videos. Four videos were developed for the Faces of Depression campaign. 

Each of these featured testimonials from several depressed mend or depressed 

women and a physician walking through the process of seeking help for depression. 

Print versions of the Faces of Depression campaign were developed directly from 

content included in the campaign’s videos. The physician in the videos stated the 

messages included in the original Faces of Depression health promotion effort. 

Regardless of the patient’s gender featured in the video, two female physicians were 

used consistently across all videos – a young, mixed-race physician was utilized in 

the female patient videos and an older, Caucasian physician appeared in the male-

centered videos. Including only female physicians in these videos does not reflect 

the structure of the primary care profession, of which a majority is male. Because of 

the significant differences in depression experience between men and women, the 

effect of physician gender in a public health campaign may influence help seeking in 

depressed individuals. 

Posters. To simulate the information presented in the videos, the printed 

poster version of the campaign included a still image of a depressed patient and an 
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image of a physician (Figure One). Four posters were created so that the materials 

paralleled those used in the Faces of Depression media. The text selected for the 

headlines and bylines are direct quotes from the videos and represent gender-

neutral information. All graphic details (e.g. font, colors) were held constant across 

conditions. Images of depressed male and female patients were pulled directly from 

the videos through screen shots.  

Because the target audience for the present study was college students, 

younger patients were selected from the videos for inclusion in the posters. 

Interventions are often most effective with individuals who feel they relate to the 

situations described or persons depicted (Bandura, 1978), as this increases 

perceptions of self-efficacy. For similar reasons, the young, mixed-race physician 

was selected for inclusion in the posters over the older, Caucasian physician. The 

intended sample for the present study was college students, who may feel more 

comfortable with a younger physician. In addition, because a male physician was not 

included in the original videos, a stock image of a male physician who resembled the 

female physician image was selected for use in the posters. The selection process for 

this image was careful and the chosen image was evaluated against numerous male 

physician images. Ultimately the likeness to the female physician was what 

determined the favorability of this male image for the present study.  

Four conditions were generated to reflect the possible gender relationships 

between the patient and the physician. Two conditions reflected gender-congruent 
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relationships (e.g. male patient-male physician and female patient-female physician) 

and two reflected non-congruent relationships (e.g. male patient-female physician 

and female patient-male physician). These conditions were created to assess 

whether depressed individuals believe that a specific physician gender would be 

better at communicating about or treating depression and whether a depressed 

patient would be more likely to relate and feel encouraged by a pictured patient that 

was of their same gender.  

Study Design 

An online survey was designed using Survey Monkey survey software. The 

link to the survey was posted on a website hosted by the Department of Advertising 

at the University of Texas at Austin for access by students enrolled in a 

Communications course. Students opted to complete the survey to receive course 

credit. Clicking on the survey link lead the student to one of four randomly assigned 

poster surveys. Everything included in the survey condition was kept the same 

except for the poster viewed by the student. The link’s opening screen included an 

electronic consent form and informed the student that advancing to the next page of 

the survey would serve as their online consent to the study (Appendix A). The 

survey had two major sections: one that included standard measures of help seeking 

perceptions and current depressive symptoms that was completed prior to poster 

exposure (Appendix B), and another portion consisting of concurrent analysis of the 

health poster through a number of adapted measures (Appendix C). The survey 
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required the completion of all items and backwards navigation was not permitted. 

Students were able to access the survey from November 19th through December 3rd, 

2010. All materials for this study were approved by the Institutional Review Board 

at the University of Texas, Austin.  

Participants 

Undergraduate students enrolled in a Communications course during the Fall 

2010 semester at the University of Texas at Austin were eligible to participate. 

Participants were at their own discretion to be included in the study. All participants 

over the age 30 or unwilling to provide their gender were able to complete the 

survey for credit; however, these results were removed before final analysis. 

Measures 

Demographics. A brief demographic section was created which comprised of 

participant gender, age, and racial background questions. Additionally, previous 

experience with mental health issues was determined through yes/no/prefer not to 

answer items: “Have you ever consulted a psychologist, therapist, social worker, 

counselor, or psychiatrist for any problem?” and “Have you ever been treated for 

depression?” These questions are commonly used with investigations concerning 

mental illness. Although depression can impact anyone, it is clear that some 

demographic variables, such as gender, may have mediating or moderating effects 

on help seeking for a mental illness.  
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In addition to the broad assessment of previous experience with mental 

health concerns, standard measures were utilized to evaluate participants’ attitudes 

toward seeking professional help, self-stigma toward seeking help, and current 

depressive symptoms. The versions of these measures are widely used in 

psychological research and show internal consistency and significant correlations 

with their longer forms. Additionally, the measures have been utilized together to 

assess the effectiveness of other print media that targets depressed individuals 

(Hammer & Vogel, 2010). It is essential to include measures of attitudes and beliefs 

towards help seeking as these are potential barriers to finding treatment for 

depression and could therefore moderate effects of the health poster (Ajzen, 1991).  

ATSPPHS. Current attitudes toward seeking professional help were 

addressed using the 10-item ATSPPHS (Fischer & Farina, 1995), a shortened form of 

the original 29-item measure. This form shows a .87 correlation with the full form. 

The 10-item measure is also internally consistent with a .84 Cronbach’s alpha 

coefficient. This shortened form also shows consistency with the longer version and 

has been tested numerous times with a college student sample. In addition, the 

measurement of attitudes toward help seeking by the ATSPPHS correctly shows an 

inverse relationship with measures of self-stigma toward seeking help (Elhai, 

Schweinle, & Anderson, 2008). Strong attitudes for a given behavior often predict a 

strong likeliness that an individual will perform that behavior (Ajzen, 1991).  
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In the present study, the ATSPPHS was implemented: participants were 

asked to indicate their agreement with 10 statements concerning the possibility that 

they would ask for help in a given situation (e.g. “I would obtain professional help if I 

was having a mental breakdown.”). Responses were given on a four-point Likert-

scale (strongly disagree [0], strongly agree [3]). Half of the items must be recoded so 

that higher scores reflect a greater likelihood of the participant seeking professional 

help, where the highest score is a 30. This shortened form mostly highlights two 

critical concepts from the full version – the comfort in being able to seek 

psychological help and one’s certainty that this help will be effective in treating 

dperssion (Elhai, Schweinle, & Anderson, 2008).  

 SSOSH. Self-stigma toward seeking help (SSOSH) may limit an individual’s 

potential for talking to a physician about depression. Following the completion of 

ATSPPHS measures, participants were asked to respond to 10 statements (e.g.”I 

would feel inadequate if I went to a therapist for psychological help.”) using a five-

item rating scale (Strongly Disagree [1], Strongly Agree [5]), where half of the items 

are reverse coded. Scores range from 10 to 50 and higher scores on the SSOSH 

suggest increased levels of stigma toward professional help-seeking felt by the 

individual (Vogel, Wade, & Haake, 2006). Higher levels of stigma reduce the chances 

that the individual will seek help from a professional. This measure also exhibits 

high reliability (.91) and validity within constructs. These items are similar to those 

of the ATSPPHS but instead reflect the level of stigma associated with help-seeking 
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behavior instead of a measure of whether or not the individual might engage in a 

specific action. It is evident that depression and seeking treatment are surrounded 

by stigma. Thus, it is important to measure the level of perceived stigma an 

individual has for this action.  

 CES-D. The Center for Epidemiologic Studies Depression scale (CES-D) was 

used to determine present depressive symptoms within the sample. Because the 

CES-D is designed to be brief yet effective, the full, 20-item version of this measure 

was implemented. This instrument is widely used in psychological research. The 

CES-D measures only some depressive symptoms as described by the DSM-IV (4th 

edition); however, the CES-D stresses the presence of a negative mood. Participants 

were asked to report the number of times they had experienced a variety of 

thoughts or behaviors (e.g. “I was bothered by things that usually don’t bother me.”) 

in the past week (Rarely or none of the time/Less than one day [0], Most or all of the 

time/5-7 days [3]). Four of the items required recoding so that greater CES-D scores 

indicated the higher presence of current depressive symptoms. Scores on the CES-D 

can range from zero to 60; however, the generally accepted cutoff score for those 

who do not exhibit symptoms of current depression is a 15 or below (Radloff, 1977; 

Hammer & Vogel, 2009; Pandya, Metz, & Patten, 2005).  

 The three standard measures described here were implemented prior to 

exposure with the designed health poster so that current thoughts and depressive 

symptoms could be assessed. After completing these items the participant was then 
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randomly presented with one of four poster conditions. Survey items were 

completed within simultaneous exposure to the poster – the health poster appeared 

on every page in the same way for this portion of the survey. 

Adapted Measures and Poster Exposure. Participants viewed a version of 

the health posters after completing the standard measures on thoughts about help-

seeking and the presence of current depressive symptoms. The poster was 

presented with the text “Please respond to this health poster as if it were hanging in 

a health clinic (doctors’ office)” to simulate a poster environment similar to that of 

the original Faces of Depression campaign. An adapted version of the MHAES, a 5-

item measure of the effectiveness of mental health service brochures (Rochlen, 

Blazina, & Raghunatha, 2002) was utilized to measure the perceived effectiveness of 

the poster to encourage talking with a physician about depression.   

 Intention to talk with a physician about depression was measured using a 

series of 15 statements developed by Fishbein and Ajzen (2010). These measures 

are widely used to determine an individual’s intention to perform a given behavior. 

The theory of planned behavior (Ajzen, 1991) suggests that the presence of a strong 

intention predicts a greater likelihood that the individual will engage in this action. 

Evaluating the success of the poster stimuli and intention to discussion 

depression with a physician are critical components in determining whether a print 

version of the Faces of Depression campaign is an effective method of encouraging 

depressed patients to seek help from a physician. Characteristics of the male or 
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female physician featured in the health poster were also assessed to determine 

whether currently depressed individuals perceive the capabilities of a physician 

differently from those who are non-depressed. An adapted version of the CRF-S (a 

15-item form for rating attractiveness, expertness, and trustworthiness of a 

counselor) was implemented to measure how these two groups evaluated the 

physician.  

After completing all survey measures, participants were asked for their first 

and last names, course in which they hoped to receive credit for study completion, 

and their email address (optional). This identifying information was separated from 

the participants’ survey data immediately. 

Debriefing 

 Because answering questions about depression and attitudes toward seeking 

help may elicit some anxiety or concern with participants, an individual email was 

sent to each participant upon closing the survey in December. The email served as a 

reminder of the many individuals who do not seek help for depression and that 

services are readily available through the University to provide any needed 

assistance. It was believed that sending this email separately and around the end of 

the fall semester would be more effective in providing this information to students 

than including it somewhere within the survey itself.  
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The email read as follows:   

“Hello, 

I just wanted to say thanks for participating in my study - Effects of 

Physician Gender in a Health Poster on Student Likelihood to Discuss 

Depression. The posting for this study is now closed. 

*Please remember that many students feel depressed and do not seek 

out needed help - if you are feeling depressed or need to talk with 

someone, please contact the University of Texas' Counseling and Mental 

Health Center at 512-471-3515 or their 24-hour hotline at 512-471-

2255. 

Thank you again and I hope you have a great break!” 

  

tel:512-471-3515
tel:512-471-2255
tel:512-471-2255
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Abstract 

Objective: This study seeks to determine the effectiveness of health promotion 

posters in waiting room areas on the likelihood that depressed individuals will seek 

help for this illness from a primary care physician. 

Methods: Four poster executions were created using messaging strategies 

developed from the videos used in the original campaign. The effectiveness of this 

medium was assessed through an online survey (N = 274). 

Results: The visual elements of the poster were rated poorly; however, the idea of a 

health poster for depression displayed in a health clinic waiting was well received. 

Conclusion: A poster encouraging depressed patients to seek advice from a 

physician could be effective after a redesign of the poster’s aesthetic elements.   
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1. Introduction 

Major depression is a prevalent and harmful illness in the United States. 

About 7% of the American population experiences depressive symptoms each year.1 

Allowing depression to go untreated can result in poor general health and an 

increased susceptibility to severe health risks such as suicide.2 3 Although there are 

a number of effective treatments available for the illness,4 the National Health and 

Nutrition Survey 2005-2006 reports that less than 30% of depressed individuals 

will be seen by a mental health care professional.5 There are a number of reasons 

why adults might not seek help for their depression. These include the perceived 

stigma that is often met with mental illnesses6,7 and the misunderstanding of 

depressive symptoms, particularly by men.8 Because of the prevalence of these and 

                                                           
1 Kessler, R.C., Chiu, W.T., Demler, O., & Walters, E.E. (2005). Prevalence, severity, and comorbidity of 

twelve-month DSM-IV disorders in the National Comorbidity Survey Replication (NCS-R). 
Archives of General Psychiatry, 62:6, 617-27.  

2 CDC. (2009). Anxiety and depression. Effective treatments exist: People with depression and 
 anxiety should seek help as early as possible to reduce health effects and improve quality of 
 life. CDC Data & Statistics. http://www.cdc.gov/Features/dsBRFSSDepressionAnxiety/  
3 Bernard, J.L., & Bernard M.L. (1982). Factors related to suicidal behavior among college student and 
 the impact of institutional response. Journal of College Student Personnel, 23, 409-13.  
4 Elkin, I., Shea, T., Watkins, J.T., Imber, S.D., Sotsky, S.M., Collins, J.F.,…Parloff, M.B. (1989). National 
 Institute of Mental Health Treatment of Depression Collaborative Research Program. 
 Archives of General Psychiatry, 46, 971-83.  
5 Pratt, L.A., & Brody, D.J. (2008). Depression in the United States Household Population, 2005-2006. 

NCHS Data Brief. Number 7, September 2008. 

http://www.cdc.gov/nchs/data/databriefs/db07.htm 
6 McNair, B.G., Highet, N.J., Hickie, I.B., & Davenport, T.A. (2002). Exploring the perspectives of people 

whose lives have been affected by depression. Medical Journal of Australia, 176, S69-S76.  
7 Griffiths, K.M., Christensen, H., & Jorm, A.F. (2008). Predictors of depression stigma. BMC Psychiatry, 

8(25).  

http://www.cdc.gov/Features/dsBRFSSDepressionAnxiety/
http://www.cdc.gov/nchs/data/databriefs/db07.htm
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other barriers, it is essential that current efforts work toward encouraging 

depressed persons to seek treatment. 

A number of media strategies attempted this goal with modest success.9,10,11 

Created through a series of research projects conducted with depressed men and 

women, Faces of Depression is a messaging strategy campaign that may prove 

highly effective with this audience.12,13,14 This unique campaign utilized video and 

computer program media in health clinic waiting areas to encourage patient with 

depressive symptoms to inquire about the illness with a physician. Health 

promotion messages targeting a waiting room audience has shown effective changes 

in health behavior.15 However, the original Faces of Depression campaign efforts 

require several necessary resources for dissemination (e.g. television, video players, 

                                                                                                                                                                             
8 Rochlen, A.B., Paterniti, D.A., Epstein, R.M., Duberstein, P., Willeford, L., & Kravitz, R.L. (2010). 

Barriers in diagnosing and treating men with depression: A focus group report. American 
Journal of Men’s Health, 4(2), 167-75 

9 Rochlen, A.B., McKelley, R.A., & Pituch, K.A. (2006). A preliminary examination of the ‘Real Men, Real 
Depression’ campaign. Psychology of Men and Masculinity, 7, 1-13. 

10 Dietrich, S., Mergl, R., Freudenberg, P., Althaus, D., & Hegerl, U. (2010). Health Education Research, 

25(1), 135-50.  
11 Paykel, E.S., Hart, D., & Priest, R.G. (1998). “Changes to public attitudes to depression during the 

Defeat Depression Campaign.” British Journal of Psychiatry, 173, 519-22.  
12 Kravitz, R.L., Paterniti, D.A., Epstein, R.M., Rochlen, A.B., Bell, R.A., Cipri, C.,…Duberstin, P. (2011). 

Relational barriers to depression help-seeking in primary care. Patient Education and 
Counseling, 82, 207-13. 

13 Bell, R.A., Paterniti, D.A., Azari, R., Duberstein, P.R., Epstein, R.M., Rochlen, A.B.,…Kravitz, R.L. 

(2010). Encouraging patient with depressive symptoms to seek care: A mixed methods 

approach to message development. Patient Education and Counseling 78, 198-205.  
14 Epstein, R.M., Duberstein, P.R., Feldman, M.D., Rochlen, A.B., Bell, R.A., Kravitz, R.L.,…Paterniti, D.A. 

(2010). “I didn’t know what was wrong:” How people with undiagnosed depression 

recognize, name and explain their distress. Journal of General Internal Medicine, 25(9), 954-

61. 
15 Wheeler, J.G., Fair, M., Simpson, P.M., Rowlands, L.A., Aitken, M.E., & Jacobs, R.F. (2001) Impact of a 

waiting room videotape message on parent attitudes toward pediatric antibiotic use. 
Pediatrics, 108 (3), 591-6.  
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and computers). The availability of these materials is not always practical, especially 

in low-income clinics. In contrast, a poster version of this campaign would be a cost-

sensitive alternative to these forms of media. Also, because few materials are 

required for implementation, a printed medium would allow for wide distribution in 

and out of health clinics.  

The purpose of the present investigation assesses the effectiveness of the 

Faces of Depression campaign using a print medium. 

RQ1: What are the effects of a print campaign on a depressed patient’s likelihood of 

discussing depression with a physician? 

Seeking professional help is an essential step in finding treatment for depression. 

However, disclosing private health information is a difficult decision. Prior to 

inquiring about mental illness with a health professional, a depressed individual 

may evaluate the costs and benefits of this choice for a long time. A number of 

barriers exist to seeking professional treatment for a mental illness.16 Consequently, 

some may never inquire about this necessary help. It is important to understand the 

critical role that barriers might play in the response to the Faces of Depression 

campaign posters in addition to their perceived effectiveness. Negative perceptions 

about help seeking and of those who provide this assistance are often reported as 

major complications for seeking depression treatment. The present study attends to 

these factors in an exploratory fashion.  

                                                           
16 Kuhl, J., Jarkon-Horlick, L., & Morrissey, R.F. (1997). “Measuring barriers to help-seeking behavior 

in adolescents.” Journal of Youth and Adolescence, 26 (6), 637-50.  
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2. Methods 

2.1. Poster development 

 Four health posters were created from the Faces of Depression videos. Each 

poster depicted a three image sequence of a depressed individual (patient) going 

through the help seeking process and one image of a physician (Figure One). These 

images were pulled directly from the videos through screen shots. Because a male 

doctor was not included in the original videos, a stock image that resembled the 

female image was selected for use in the posters. The text selected for the headlines 

and bylines are direct quotes from the videos and represent gender-neutral 

information. Because of the differences that exist between men and women in 

communication patterns and depressive symptoms, the four posters each reflected a 

potential patient-physician gender relationship (female patient-female physician, 

female patient-male physician, male patient-female physician, and male patient-

male physician) to capture any influence of gender on seeking help. 

2.2. Study design and participants  

An online survey was created and administered to undergraduates enrolled 

in the communications school at a large university. Electronic consent was attained. 

Students were compensated with course credit for their completion of the study.   
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2.3. Measures 

2.3.1. Demographics 

 Brief demographic measures included gender, age, and racial background. 

Previous experience with depression treatment and with seeking assistance for any 

mental health issue were assessed through dichotomous items (i.e. yes/no).  

2.3.2. Attitudes toward help seeking and depressive symptomology 

Current attitudes toward seeking professional help were addressed using the 

10-item ATSPPHS,17 a shortened form of the original measure. Participants were 

asked to indicate their agreement with statements concerning the possibility that 

they would ask for help in a given situation (e.g. “I would obtain professional help if I 

was having a mental breakdown.”). Responses were given on a four-point Likert-

scale (Strongly Disagree [0], Strongly Agree [3]), where greater scores reflect more 

positive attitudes. Strong attitudes for a given behavior often predict a strong 

likeliness that an individual will perform that behavior.18  

 Similarly, self-stigma toward seeking help (SSOSH) may limit an individual’s 

potential for talking to a physician about depression. Responses to 10 statements 

(e.g.”I would feel inadequate if I went to a therapist for psychological help.”) were 

                                                           
17 Fischer, E.H., & Farina, A. (1995). “Attitudes toward seeking professional psychological help: A 

shortened form and considerations for research.” Journal of College Student Development, 36, 
368-73.  

18 Ajzen, I. (1991). “The Theory of Planned Behavior.” Organizational Behavior and Human Decision 
Processes 50, 179-211. 
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rated on a five-item scale (Strongly Disagree [1], Strongly Agree [5]).  Higher scores 

suggest increased levels of self-stigma toward professional help seeking.19 

 The Center for Epidemiologic Studies Depression scale (CES-D) was used to 

determine present depressive symptoms. Because the CES-D is designed to be brief 

yet effective, the full, 20-item version of this measure was implemented. 

Participants were asked to report the number of times they had experienced a 

variety of thoughts or behaviors (e.g. “I was bothered by things that usually don’t 

bother me.”) in the past week (Rarely or none of the time/Less than one day [0], Most 

or all of the time/5-7 days [3]). Greater CES-D scores indicated the higher frequency 

of current depressive symptoms. The generally accepted cutoff score for those 

currently exhibit symptoms of depression is a 16 and above.20,21,22  

These measures have previously been utilized together to assess the 

effectiveness of other print media that target depressed individuals.23  

2.3.3. Intention to discuss depression 

 Participants viewed a version of the health posters after completing the 

standard measures on thoughts about help-seeking and the presence of current 

                                                           
19 Vogel, D.L., Wade, N.G., & Haake, S. (2006). Measuring the self-stigma associated with seeking 

psychological help. Journal of Counseling Psychology, 53 (3), 325-37. 
20 Radloff, L.S. (1977). “The CES-D Scale: A self-report depression scale for research in the general 

population.” Applied Psychological Measurement, 1(3), 385-401.  
21 Hammer, J.H., & Vogel, D.L. (2010). “Men’s help seeking for depression: The efficacy of a male 

sensitive brochure about counseling.” The Counseling Psychologist, 38:2, 296-313.  
22 Pandya, R., Metz, L., & Patten, S.B. (2005). “Predictive value of the CES-D in detecting depression 

among candidates for disease-modifying multiple sclerosis treatment.” Psychomatics 46(2), 
131-4. 

23 Hammer, J.H., & Vogel, D.L. (2010). “Men’s help seeking for depression: The efficacy of a male 
sensitive brochure about counseling.” The Counseling Psychologist, 38(2), 296-313.  



42 
 

depressive symptoms. The poster was presented with the text “Please respond to 

this health poster as if it were hanging in a health clinic (doctors’ office) to simulate 

a poster environment similar to the Faces of Depression campaign materials. An 

adapted version of the MHAES, a five-item measure of the effectiveness of mental 

health service brochures24 was utilized to measure the perceived effectiveness of 

the poster to encourage talking with a physician about depression.   

 Intention to talk with a physician about depression was measured using a 

series of 15 statements developed by Fishbein and Ajzen (2010). These measures 

are widely used to determine an individual’s intention to perform a given behavior. 

The theory of planned behavior25  suggests that the presence of a strong intention 

predicts a greater likelihood that the individual will engage in this action. 

Evaluating the success of the poster stimuli and intention to discussion 

depression with a physician are critical components in determining whether a print 

version of the Faces of Depression campaign is an effective medium for encouraging 

depressed patients to seek help from a physician. An adapted version of the CRF-S (a 

15-item form for rating attractiveness, expertness, and trustworthiness of a 

counselor) was implemented to measure how these two groups evaluated the 

physician.  

                                                           
24 Rochlen, A.B., Blazina, C., & Raghunathan, R. (2002). “Gender role conflict, Attitudes Toward Career 

Counseling Career Decision-Making and perceptions of career counseling advertising 
brochures.” Psychology of Men & Masculinity, 3(2), 127-37.  

25 Ajzen, I. (1991). The Theory of Planned Behavior. Organizational Behavior and Human Decision 

Processes, 50, 179-211.  
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3. Results 

3.1. Sample characteristics 

Two hundred and seventy-four participants (N = 274) completed the survey 

(35.8% males, 64.2% females). Most were between 18 and 20 years of age (66.1%) 

and of Caucasian ethnicity (59.5%). Previous experience in seeking help from a 

mental health professional was not uncommon (32.8%) yet only 11.3% of the 

sample had ever been treated for depression. In contrast, almost half (47.8%) of the 

participants scored a 16 or greater on the CES-D measure; thus indicating the 

prevalence of current depressive symptoms.  

3.2. RQ1: What are the effects of a print campaign on a depressed patient’s likelihood 

of discussing depression with their physician? 

3.2.1. Effectiveness of the Faces of Depression poster  

In response to the poster executions of the Faces of Depression campaign 

currently non-depressed individuals showed an overall greater intention to seek 

help from a physician if they were experiencing depressive symptoms than did 

depressed persons. Seven of fifteen intention items yielded significant differences 

between currently depressed and non-depressed individuals (Figure 2). The 

measured intention outcomes did not differ between currently depressed and non-

depressed individuals across poster conditions, with one exception: non-depressed 

individuals felt more confident in their ability to discuss depression with a physician 

in conditions where the health poster depicted an incongruent patient-physician 

relationship (Figure 3). 
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Moreover, women showed a greater likelihood to seek depression help from 

a physician on four intention items: most people who are important to them think 

they should talk to a physician if depressed, t(272) = 2.05, p < .05; they would plan to 

talk to a physician, t(272) = 3.02, p < .01; make an effort to talk to a physician, t(272) 

= 3.32, p < .01; and those whose opinions they value would approve of them talking to 

a physician t(272) = -2.53, p < .05.  

3.2.2. Response to poster design  

In addition to understanding the behavioral outcomes of the poster, it was 

also important to assess attitudes about the poster. The perceived effectiveness of 

the health posters did not differ across conditions or whether the participant had 

any previous experience with mental health treatment or help seeking. Most did not 

agree that the poster was visually pleasing (73.3%) and did not seem real (74.6%); 

however, a slight majority believed that the poster was an effective way of 

encouraging patients to discuss depression with a physician (54.4%) and that the 

poster acknowledges the stigma that some people have toward seeking help for 

depression (52.9%). Most (91.3%) indicated they did not think that the poster felt 

out of place in a health clinic waiting area. However, depressed participants were 

more likely to report that the poster felt out of place than their depressed 

counterparts, t(272) = -2.10, p < .05. Women were significantly more likely than 

men to believe that the printed poster accurately portrays the experience of 

depression, t(272) = -2.34, p < .05.  
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3.3. Exploration of potential barriers 

3.3.1. Attitudes toward seeking professional help 

The average score for personal attitudes toward seeking profession help fell 

in the mid-point of the ATSPPHS scale (M = 15.56, SD = 4.64), where greater scores 

reflect more positive attitudes toward this behavior. The mid-point (15) was also 

the most common score in the sample. Overall, positive attitudes toward seeking 

professional help (higher ATSPPHS scores) for depression significantly correlated 

with greater intention to engage in this behavior (Figure Four) and a stronger liking 

for the health poster (Figure Five). Participants with more positive attitudes toward 

seeking help were also more likely to view the physician featured in the health 

posters as reliable, r = .127, p < .05; trustworthy, r = .136, p < .05; able to treat 

depression, r = .183, p < .01.  

3.3.2. Self-stigma toward seeking professional help 

 The average self-stigma score (M = 26.68, SD = 7.11) and most frequent score 

(27) also fell near the mid-point of this scale. Higher scores on this scale indicate 

greater self-stigma towards help seeking. This item shared a negative correlation 

with many of the intention measures (Figure Four) and with ratings of the health 

posters (Figure Five). In addition, participants with greater self-stigma were 

significantly more likely to perceive the physician as less: sincere, r = -.134, p < .05; 

trustworthy, r = -.131, p < .05; willing to listen, r = -.128, p < .05; able to treat 

depression, r = -.184, p < .01.  
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3.3.3. Perceptions of health care providers 

 An inventory was created using an adapted version of the 15-item CRF-S to 

measure perceived characteristics of the physician pictured in the poster. A 

Chronbach’s alpha for the items (e.g. friendliness, experience, honesty, expertise, 

and others) was .96. Currently depressed and non-depressed individuals did not 

assign significantly different physician characteristic ratings. Also, these scores did 

not differ between men and women. However, those who showed a greater liking 

for the health poster were also more likely to rate the physician as having positive 

characteristics. Greater intention to seek help was also related to positive ratings of 

the physician (Figure 6).  

3.3.4. Gender and interpersonal communication 

Posters exhibiting different patient-physician gender relationships were 

created to assess whether the gender of the individuals featured in the poster had 

any impact on encouraging depressed persons to discuss depression with a 

physician. Although interpersonal communication patterns and depressive 

behaviors are different between men and women, whether a male or female 

physician was pictured in the poster did not have a substantial impact on the 

likelihood of seeking professional help. In the conditions where the pictured 

physician was female, participants were more likely to indicate that the person that 

would most likely relate to the poster would also be female, F(3,272) = 8.87, p < .05. 

In contrast, a male was selected in the male pictured physician condition and in the 
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female pictured physician condition when the participant was of the male gender, 

F(3, 272) = 10.48, p <.05. 

Whether the poster seemed to depict depression and speak to a male or 

female audience was determined by the gender of individuals in the poster and not 

the gender of the participant. This relationship showed congruency – in conditions 

where a male patient was pictured, it was more likely that the poster would be 

thought of as accurately portraying what depression is like for males, and that the 

poster more accurately portrays what depression feels like for men, χ2(18, N = 273) 

= 130.71, p < .01, and that that the poster speaks more to men, χ2(18, N = 273) = 

163.98, p < .01.  

4. Discussion and conclusion 

4.1. Discussion 

 The present study reveals the importance of visual elements in the design of 

health promotion posters. It is clear that printed media must communicate 

credibility through non-verbal elements such as images and layout. The Faces of 

Depression campaign posters should be redesigned to increase their effectiveness in 

encouraging depressed patients to seek help from a physician. Moreover, specific 

attention must be given to reaching those who express current depressive 

symptoms, particularly in males. Results of the current study reflect the many 
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previous depression campaign efforts as non-depressed individuals and women 

often show a more positive outlook for seeking assistance with depression.26,27,28  

The perceived characteristics of the male and female physicians pictured in 

the poster were rated equally and there was no significant difference in physician 

ratings between currently depressed and non-depressed patients. Additional 

research is needed to determine whether the age or race of a physician has a 

significant impact on the beliefs depressed individuals have about those who 

provide health care assistance. 

4.2 Conclusion 

 

 Future research should aim to investigate the opportunities that a health 

poster hanging in a waiting room could provide for depressed patients who are 

already visiting the health clinic. This audience should be targeted easily – it is 

evident that patients in a waiting area value their health and are probably more 

likely to seek the help they need to feel better. Similarly, the time between viewing 

the poster and executing the action of discussing depression with a physician is 

small and should therefore increase the likelihood of completing this action. A 

health poster in the waiting area offers a simple suggestion or reminder that a 

                                                           
26 Kessler, R.C., McGonagle, K.A., Nelson, C.B., Hughes, M., Swartz, M., & Blazer, D.G. (1994). “Sex and 

depression in the National Comorbidity Survey. II: Cohort effects.” Journal of Affective 
Disorders, 30, 15-26.  

27 Charbonneau, A.M., Mezulis, A.H., & Hyde, J.S. (2009). “Stress and emotional reactivity as 
explanations for gender differences in adolescents’ depressive symptoms.” Journal of Youth 
and Adolescence, 28, 1050-8.  

28 Essau, C.A., Lewinsohn, P.M. Seeley, J.R., & Sasagawa, S. (2010). “Gender differences in the 
developmental course of depression.” Journal of Affective Disorders, 127, 185-90.  
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physician can help to diagnose and treat depression. Improvements should be made 

to the poster developed for the present study. A poster that directly assesses the 

attitude and stigma experienced by a depressed individual could increase the 

likelihood of talking about this illness within depressed individuals. The aesthetic 

elements of the poster must be taken into account as this was a clear limitation of 

this study.    

4.3 Limitations 

The present study is limited by aesthetic components of the health posters. 

Funding was not available to hire a professional graphic designer to create the 

poster. Moreover, the posters were evaluated by communication students including 

those interested in advertising and graphic design. These individuals are more likely 

to be highly critical of the visual elements included in the poster. Additionally, time 

constraints did not allow for substantial pre-testing of the posters. Future 

campaigns should both be created by a professional and should be piloted with the 

target audience prior to implementation. 
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SUPPLEMENTARY RESULTS 
 
 

The results that comprise this section reflect any additional findings that 

were not included within the Journal Article section. These were selected for 

inclusion because, while not directly answering the study’s research questions, 

these data are of importance to the study and contribute to the existing literature on 

this topic. 

Quantitative Components 

 Helping a Friend. Although an individual may experience personal stigma 

and resistance to seeking help for their own depression, they may hold different 

beliefs about finding professional help for a friend who shows symptoms. 

Perceptions of the importance and likelihood of engaging in four actions concerning 

a friend’s help seeking in response to the health poster were assessed while viewing 

one of the four conditions. Although non-depressed individuals were more likely to 

engage in personal help seeking, depression levels did not significantly affect any of 

the items that assessed help seeking for a friend. A gender relationship was 

observed, however, where women valued the importance of getting their friend to 

work with a doctor and consider discussing depression, t(272)=-3.446, p < .01; to 

actually discuss their depressive symptoms, t(272) =-3.243, p < .01; to discuss 

depression (the illness itself), t(272)=-2.889, p < .01; and to seek out a treatment for 

depression, t(272) =-2.885, p <.01. Although women depicted these items as of 

greater importance to them than men, both genders shared the mild belief that their 
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friends would not initiate any of the four actions after viewing the poster if they 

were experiencing depressive symptoms.  

It is important to note that a positive attitude toward seeking professional 

help consistently showed a positive correlation across all items about finding this 

same help for a friend. Also, the more self-stigma one had for personal help seeking, 

the less likely the individual would be to find importance in getting professional 

assistance for a friend. Conversely, the level of an individual’s self-stigma had no 

effect on the likelihood that a friend would engage in any of the four help-seeking 

behaviors after viewing the poster (Figure Seven).  

 Treatment Options. Of the five treatment options (including one option for 

no treatment), exercise was the most frequently selected response (73.7%) as one 

of the treatment options with the greatest effectiveness in reducing high levels of 

depression. This method of treatment is the only technique (other than the option of 

no treatment) that does not necessarily require interpersonal communication or a 

prescribed treatment from a health professional. Therapy as a form of highly 

effective treatment was also chosen with high frequency (71.5%) amongst the 

sample. Antidepressants and support groups attracted about half of the sample 

(53.6% and 58.8%, respectively). Only 10 respondents (3.6%) believed that no 

treatment would be effective in lessening depression.  

Currently non-depressed individuals were more likely to indicate that 

exercise would be an effective treatment option for depression, χ2(1, N = 273) = 
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4.33, p < .05. This treatment option was the only method that differed between 

those with and without current depression. Previous experience with treatment for 

depression provided insight into what treatments might be most favorable with 

depressed individuals. Those who had first-hand experience with being treated for 

depression were more likely to indicate that antidepressants were an effective 

method of treatment than those who had never been treated, χ2(1, N = 273) = 4.37, p 

< .05. It was also important to consider those who had previously sought mental 

health help from a professional because of their potential likelihood of having 

experience with at least one form of treatment for depression. These individuals 

were also more likely to select anti-depressants as one of the most effective forms of 

treatment, χ2(1, N = 273) = 5.62, p < .05; however they also reported therapy, χ2(1, N 

= 273) = 6.42, p < .05 as a perceived highly effective treatment option. These two 

treatment options were also significantly preferred by women, antidepressants, 

χ2(1, N = 273) = 10.11, p < .05 and therapy, χ2(1, N = 273) = 13.39, p < .05. 

Exercise and therapy were the two most commonly selected methods of most 

effective treatment. Although these are two treatment options that cannot be 

administered by a primary care physician, the expected responsibility for a 

physician to treat depression was high (54.3% reported that doctors were 

responsible for this process). Moreover, many also expected that a physician be able 

to provide information about depression (76.7%), with one-third of the respondents 

indicating that they expected “a lot” of information from this professional.  
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Perceptions of the Target Audience. A check was performed to ensure that 

the all male and all female (gender congruent) poster conditions in fact targeted 

these specific genders, respectively. Across the four poster conditions, these 

congruent depictions did accurately portray what depression was like for that 

specific gender, χ2(3, N = 273) = 108.55, p < .05, and the gender that the poster more 

likely spoke with, χ2(3, N = 273) = 140.74, p < .05. Again, for incongruent poster 

conditions the gender of the physician matched the perceived gender that would 

find the poster most effective with encouraging help seeking for depression.  

Additionally, while viewing the health poster, participants reported who they 

believed would find the Faces of Depression poster most effective by checking boxes 

that indicated specific target audience characteristics (Appendix C). Currently 

depressed and non-depressed persons did not differ on any of the target audience 

features except for level of intelligence, where non-depressed individuals were 

significantly more likely to indicate that the person who would most likely relate to 

the poster would be someone who is unintelligent, F(1, 272) = 8.23, p <. 01. When 

the participant and pictured physician’s gender was incongruent, it was reported 

that the people who relate most with the poster would be extroverted, F(3, 272) = 

8.76, p < .05 and more likely to have a friend with depression, F(3,272) = 10.22, p 

<.05. However, gender congruent conditions were significantly less likely to indicate 

these characteristics.  
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 Comparison to Other Depression Campaigns. Advertisements for 

antidepressant pharmaceuticals and health promotional behavior change materials 

like the Faces of Depression campaign are the two central types of media 

responsible for increasing knowledge and awareness of the public about depression. 

Overall, the posters included within the present study were seen as less effective 

(59.0%), less informative (78.1%), and less helpful (53.4%) than advertisements for 

pharmaceuticals. However, the posters were also seen as less threatening (95.6%), 

less forceful (91.5%), and more emotionally positive (61.2%) than these types of 

ads. Additionally, the Faces of Depression print campaign was seen as less 

informative (60.1%) and less helpful (53.9%) as a non-pharmaceutical ad. But again 

the media were noted as less forceful (90.4%), less threatening (96.3%), and more 

emotionally positive (65.8%) than depression campaigns not centered on 

prescription drugs. The sample was nearly balanced on whether or not they thought 

the posters were more effective than non-pharmaceutical advertisements (51.0%, 

49.0%, respectively) Note: Neutral responses (the response occurring between 

negative and positive answer choices) were eliminated from these analyses, as they 

reflected no opinion about the comparisons of these materials. 

 The presence of current depressive symptoms did not substantially impact 

the evaluation of these media qualities when the Faces of Depression posters were 

compared to advertisements for antidepressant pharmaceuticals. However, when 

assessed against non-pharmaceutical health promotion materials, currently 
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depressed individuals were more likely to rate the Faces of Depression posters as 

more forceful than evaluations given by those who were non-depressed, t(272)=-

2.142, p <.05. Although women favored antidepressants as one of the most effective 

forms of treatment for depression, they did not make comparisons of the 

advertisements for these products and the Faces of Depression posters in ways that 

differed from men.  

Qualitative Components 

The optional qualitative component of this study permitted participants to 

contribute any additional information about the health posters and the concepts 

assessed within the study. A total of 78 responses were provided about 

improvements or changes to the health posters (28.5% of total sample). Twenty-one 

comments were offered in the space provided for suggestions about ideas not 

evaluated in the study; however, all of these comments again referred to the poster 

specifically.  

Across poster conditions, several major themes were prevalent concerning 

the details of the health poster: the inclusion of more factual details about 

depression and its symptoms, contact information or another way to seek help if 

talking with a doctor is not desired, and the variety of treatment options offered 

(other than support groups). The green and black color combination and the facial 

expressions of the physicians and patients of either gender were also noted as 

sources of not finding the poster visually pleasing or real.  
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These comments will be useful to the development of future campaigns 

concerning depression help seeking. It would not have been enough to simply rate 

characteristics of the poster; this qualitative analysis, although brief, provides 

insight into how the current posters could be manipulated to design effective 

communication materials.   
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CONCLUSION 
 
 

 This section summarizes the importance of all findings obtained through the 

present study and their relationship to the literature. Limitations can be found 

within the Journal Article. 

The purpose of this study was to determine whether or not a printed poster 

version of the Faces of Depression campaign would be effective in encouraging 

depressed individuals to seek help from a primary care physician. In addition, the 

physicians pictured in the posters were evaluated on a number of characteristics. 

These evaluations could contribute to the understanding of any preferences or 

interpretations held by depressed individuals about professional health care 

providers.  

 Based on the theory of planned behavior, one’s perceived behavior control, 

attitude about the behavior, and subjective norms surrounding the action. Because 

of the strong relationship between these factors with the increased likelihood of 

carrying out a given behavior, these aspects were measured within the present 

study as forms of intention to discuss depression with a physician. Depression has a 

drastic impact on a person’s thoughts and actions; it is surprising that only a single 

intention difference emerged across the four poster conditions between currently 

depressed and non-depressed individuals. Depressed individuals in the gender 

congruent conditions (only men featured, only women featured) were less likely to 

feel confident about speaking with a physician about depression than non-
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depressed persons who viewed the female patient-male physician health poster. As 

the only significant intention measure within this study, the role of confidence in 

help seeking from a professional must be investigated further. Confidence may be an 

overlooked yet key factor in the development of messaging strategies and could play 

a central role in future health promotion campaign materials. 

 When poster condition was removed from analyses, non-depressed 

individuals and women showed increased likelihood of seeking professional help if 

they were experiencing depressive symptoms. This is consistent with current 

literature – health promotion materials are already highly effective with these 

subgroups. A great emphasis has been put forth in health promotion campaigns on 

encouraging men, particularly those who are currently depressed, to talk with a 

physician about depression. Although the design of the present study aimed to 

target different gender relationships (e.g. have the male congruent poster be more 

effective with men) it does not seem that the Faces of Depression printed posters 

significantly changed male or depressed individual’s intention to seek help. 

Potential changes to the current posters might include more male-centered 

messaging strategies and the ways in which seeking help can be communicated.   

 Although the posters designed for the present study did not seem real and 

were not rated as having high visual appeal, the idea of having a health promotion 

poster about depression in a waiting area has promise in getting patients to talk a 

physician about treating depression. Although rated poorly, only about one fourth of 
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the sample contributed any feedback or comments about the content or design of 

the poster. It may be that, while the printed poster medium designed for the Faces of 

Depression campaign was not well liked, the student sample did not have an 

alternative concept that they believed would be more effective.  

 Assessing individual attitude and self-stigma toward professional mental 

health help seeking was a key component to understanding the relationships 

evaluated in the present study. These measures frequently correlated with personal 

behavior intention measures and similar items about finding help for a friend. 

Previous literature highlights these components as critical factors in the process of 

finding help for depression. Additional campaigns should be designed to specifically 

increase positive attitudes toward help seeking while also reducing stigma. The 

Faces of Depression campaign is a step in the right direction, and it is important to 

promote these changes for the future.   

 It is critical to draw attention to the substantial number of college students 

living with present depressive symptoms (47.8%) and to understand that with 

current campaign efforts only 11.3% of these individuals have ever sought 

treatment for this serious illness. Future research must focus on encouraging 

adolescents and college age individuals to seek the needed professional help for this 

mental illness and to do so soon after symptoms begin to emerge. These important 

actions not only save the lives of many young people across the globe but serve as 

crucial examples to reduce the stigma toward mental illness and help seeking.   
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FIGURES 
 
 
Figure One: Poster Conditions 
 

     
 

 

A: Female congruent condition  B: Female incongruent condition 

Female patient, Female physician  Female patient, Male physician 

 

 

     
 

C: Male incongruent condition                D: Male congruent condition 

Male patient, Female physician  Male patient, Male physician 
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Figure Two: Intention Differences between Depressed and Non-Depressed 

*indicates significance  

 

 Currently 
Depressed  

(N=131) 
M (SD) 

Currently  
Non-Depressed 

(N=143) 
M(SD) 

 
 

p value 

 
If you were experiencing 
signs of depression… 
 

   

 
1.) For me to talk to a doctor 
about depression would be ___.  
(1 = Extremely Difficult, 7 = 
Extremely Easy) 

 
 
  
    3.63 (1.52)        3.85 (1.80) 0.277 

 
2.) Most people who are 
important to me think that ___ 
talk to a doctor about 
depression.  
(1 = I should, 7 = I should not) 

2.98 (1.54) 2.95 (1.69) 0.864 

 
3.) For me to talk to a doctor 
about depression would be ___.   
(1 = Extremely Good, 7 = 
Extremely Bad) 

2.95 (1.25) 2.81 (1.38) 0.396 

 
4.) I would plan to talk to a 
doctor about depression.  
(1 = Extremely Likely, 7 = 
Extremely Unlikely) 

3.72 (1.57) 3.36 (1.62) 0.068 

 
5.) Whether or not I talk to a 
doctor about depression is 
completely up to me.  
(1 = Strongly Disagree, 7 = 
Strongly Agree) 

5.04 (1.79) 5.25 (1.67) 0.307 
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11.) I would make an effort to 
talk to a doctor about 
depression.  
(1 = I Definitely Would, 7 = I 
Definitely Would Not) 

3.78 (1.46) 3.25 (1.55) 0.004* 

 
12.) For me to talk to a doctor 
about depression would be ___.  
(1 = Impossible, 7 = Possible) 

4.62 (1.49) 5.11 (1.62) 0.009* 

 
6.) I would believe that most of 
the people I know would talk to 
a doctor about depression.  
(1 = Definitely True, 7 = 
Definitely False) 

4.07 (1.41) 3.59 (1.49) 0.007* 

 
7.) For me to talk to a doctor 
about depression would be ___.  
(1 = Extremely Valuable, 7 = 
Extremely Worthless) 

3.02 (1.30) 2.88 (1.40) 0.387 

 
8.) I am confident that if I 
wanted to I could talk to a 
doctor about depression. 
(1=Definitely True, 7 = 
Definitely False) 

2.99 (1.58) 2.41 (1.47) 0.002* 

 
9.) It would be expected of me 
that I talk to a doctor about 
depression.  
(1 = Definitely True, 7 = 
Definitely False) 

3.96 (1.71) 3.31 (1.64) 0.001* 

 
10.) For me to talk to a doctor 
about depression would be ___.  
(1 = Extremely Pleasant, 7 = 
Extremely Unpleasant) 
 

4.21 (1.40) 3.99 (1.53) 0.201 
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13.) Most people whose 
opinions I value would approve 
of me talking to a doctor about 
depression.  
(1 = Strongly Disagree, 7 = 
Strongly Agree) 

4.80 (1.58) 5.22 (1.64) 0.031* 

 
14.) For me to talk to a doctor 
about depression is ___. 
(1 = Impossible, 7 = Possible) 

4.69 (1.51) 5.24 (1.60) 0.003* 

 
15.) I would intend to talk to a 
doctor about depression. (1 = 
Strongly Agree, 7 = Strongly 
Disagree) 

3.83 (1.51) 3.50 (1.62) 0.084 



64 
 

Figure Three: Depression Level and Poster Condition Interaction for Confidence 
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Figure Four: Impact of Attitudes and Self-Stigma on Intention to Seek Help 
* indicates significance 

 

 ATSPPHS 
(N = 274) 

SSOSH 
(N=274) 

Correlation p Value Correlation p Value 
If you were experiencing signs 
of depression… 

    

 
1.) For me to talk to a doctor 
about depression would be ___. 
(1= Extremely Difficult, 7 = 
Extremely Easy) 
 

 
 

.406 

 
 

.000* 

 
 

- .0475 

 
 

.000* 

 
2.) Most people who are 
important to me think that ___ 
talk to a doctor about depression. 
(1 = I should, 7 = I should not) 
 

 
 

- .233 

 
 

.000* 

 
 

.131 

 
 

.031* 

 
3.) For me to talk to a doctor 
about depression would be ___. 
(1 = Extremely Good, 7 = 
Extremely Bad) 
 

 
 

- .405 

 
 

.000* 

 
 

.408 

 
 

.000* 

 
4.) I would plan to talk to a 
doctor about depression. 
(1 = Extremely Likely, 7 = 
Extremely Unlikely) 
 

 
 

- .451 

 
 

.000* 

 
 

.464 

 
 

.000* 

 
5.) Whether or not I talk to a 
doctor about depression is 
completely up to me. 
(1 = Strongly Disagree, 7 = 
Strongly Agree) 

 
 
 

- .005 

 
 
 

.934 

 
 
 

- .158 

 
 
 

.009* 
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6.) I would believe that most of 
the people I know would talk to a 
doctor about depression. 
(1 = Definitely True, 7 = 
Definitely False) 
 

 
 
 

- .040 

 
 
 

.510 

 
 
 

.131 

 
 
 

.031 

 
7.) For me to talk to a doctor 
about depression would be ___. 
(1 = Extremely Valuable, 7 = 
Extremely Worthless) 
 

 
 

- .492 

 
 

.000* 

 
 

.474 

 
 

.000* 

 
8.) I am confident that if I wanted 
to I could talk to a doctor about 
depression.  
(1 = Definitely True, 7 = 
Definitely False) 
 

 
 
 

- .304 

 
 
 

.000* 

 
 
 

.427 

 
 
 

.000* 

 
9.) It would be expected of me 
that I talk to a doctor about 
depression.  
(1 = Definitely True, 7 = 
Definitely False) 
 

 
 
 

- .339 

 
 
 

.000* 

 
 
 

.266 

 
 
 

.000* 

 
10.) For me to talk to a doctor 
about depression would be ___. 
(1 = Extremely Pleasant, 7 = 
Extremely Unpleasant) 
 

 
 

- .277 

 
 

.000* 

 
 

.439 

 
 

.000* 

 
 11.) I would make an effort to 
talk to a doctor about depression. 
(1 = I Definitely Would, 7 = I 
Definitely Would Not) 

 
 

- .476 

 
 

.000* 

 
 

.488 

 
 

.000* 
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12.) For me to talk to a doctor 
about depression would be ___. 
(1 = Impossible, 7 = Possible) 
 

 
 

.377 

 
 

.000* 

 
 

- .476 

 
 

.000* 

 
13.) Most people whose opinions 
I value would approve of me 
talking to a doctor about 
depression. 
(1 = Strongly Disagree,  
7 = Strongly Agree) 
 

 
 
 

.221 

 
 
 

.000* 

 
 
 

- .244 

 
 
 

.000* 

 
14.) For me to talk to a doctor 
about depression is ___. 
(1 = Impossible, 7 = Possible) 
 

 
 

.385 

 
 

.000* 

 
 

- .479 

 
 

.000* 

 
15.) I would intend to talk to a 
doctor about depression. 
(1 = Strongly Agree, 7 = Strongly 
Disagree) 
 

 
 

- .441 

 
 

.000* 

 
 

.421 

 
 

.000* 
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Figure Five: Impact of Attitudes and Self-Stigma on Perceptions of Poster 
* indicates significance 

 

 ATSPPHS 
(N = 274) 

SSOSH 
(N = 274) 

Correlation p Value Correlation p Value 
 
The poster is an effective way 
of encouraging students to talk 
to a doctor about depression. 
 

 
 

.245 

 
 

.000* 

 
 

- .203 

 
 

.001* 

 
The poster accurately portrays 
what depression feels like. 
 

 
 

.150 

 
 

.013* 

 
 

- .093 

 
 

.126 

 
The poster feels out of place in 
a health clinic. 
 

 
- .058 

 
.339 

 
.129 

 
.032* 

 
The poster is visually pleasing. 
 

 
.132 

 
.029* 

 
- .167 

 
.006* 

 
The poster feels real to me. 
 

 
.236 

 
.000* 

 
- .204 

 
.001* 

 
The poster acknowledges the 
stigma some people have 
toward seeking help for 
depression. 
 

 
 

.103 

 
 

.089 

 
 

- .114 

 
 

.058 
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Figure Six: Relationship between Intention and Perceptions of Physician 
* indicates significance 

 

 Doctor Scale 
(N = 274) 

Correlation p Value 
If you were experiencing signs of depression…   

 
1.) For me to talk to a doctor about depression would 
be ___. (1= Extremely Difficult, 7 = Extremely Easy) 
 

0.089 0.141 

 
2.) Most people who are important to me think that ___ 
talk to a doctor about depression. 
(1 = I should, 7 = I should not) 
 

-0.195 0.001* 

 
3.) For me to talk to a doctor about depression would 
be ___. 
(1 = Extremely Good, 7 = Extremely Bad) 
 

-0.252 0.000* 

 
4.) I would plan to talk to a doctor about depression. 
(1 = Extremely Likely, 7 = Extremely Unlikely) 
 

-0.084 0.168 

 
5.) Whether or not I talk to a doctor about depression 
is completely up to me. 
(1 = Strongly Disagree, 7 = Strongly Agree) 
 

0.070 0.246 

 
6.) I would believe that most of the people I know 
would talk to a doctor about depression. 
(1 = Definitely True, 7 = Definitely False) 
 

0.016 0.795 

7.) For me to talk to a doctor about depression would 
be ___. 
(1 = Extremely Valuable, 7 = Extremely Worthless) 

-0.193 .001* 
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8.) I am confident that if I wanted to I could talk to a 
doctor about depression.  
(1 = Definitely True, 7 = Definitely False) 
 

-0.144 0.017* 

 
9.) It would be expected of me that I talk to a doctor 
about depression.  
(1 = Definitely True, 7 = Definitely False) 
 

-0.155 .010* 

 
10.) For me to talk to a doctor about depression would 
be ___. 
(1 = Extremely Pleasant, 7 = Extremely Unpleasant) 
 

-0.041 0.494 

 
 11.) I would make an effort to talk to a doctor about 
depression. 
(1 = I Definitely Would, 7 = I Definitely Would Not) 
 

-0.183 .002* 

 
12.) For me to talk to a doctor about depression would 
be ___. 
(1 = Impossible, 7 = Possible) 
 

0.177 .003* 

 
13.) Most people whose opinions I value would 
approve of me talking to a doctor about depression. 
(1 = Strongly Disagree,  
7 = Strongly Agree) 
 

0.168 .005* 

 
14.) For me to talk to a doctor about depression is ___. 
(1 = Impossible, 7 = Possible) 
 

0.168 .005* 

 
15.) I would intend to talk to a doctor about 
depression. 
(1 = Strongly Agree, 7 = Strongly Disagree) 
 

-0.130 .031* 
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Figure Seven: Impact of Attitudes and Self-Stigma on Finding Help for Friend 
* indicates significance 

 

 ATSPPHS 
(N = 274) 

SSOSH 
(N = 274) 

Correlation p Value Correlation p Value 
If you had a friend who showed 
the signs of depression, how 
important do you think it 
would be for your friend to… 
(1 = Not Likely, 7 = Very Likely) 

    

 
Consider discussing depression 
with their doctor 

 
.380 

 
.000* 

 
- .300 

 
.000* 

 
Discuss their symptoms with 
their doctor 

 
.334 

 
.000* 

 
- .303 

 
.000* 

 
Discuss depression with their 
doctor 

 
.337 

 
.000* 

 
- .292 

 
.000* 

 
Seek out a suitable method of 
treatment for depression 
 

 
.306 

 
.000* 

 
- .253 

 
.000* 

If you had a friend who showed 
the signs of depression, how 
likely is it that after seeking 
this poster you friend would… 
(1 = Not Likely, 7 = Very Likely) 

    

 
Consider discussing depression 
with their doctor 

 
.189 

 
.002* 

 
- .102 

 
.091 

 
Discuss their symptoms with 
their doctor 

 
.146 

 
.015* 

 
- .105 

 
.082 

Discuss depression with their 
doctor 

 
.151 

 
.013* 

 
- .098 

 
.107 

Seek out a suitable method of 
treatment for depression 

 
.135 

 
.026* 

 
- .068 

 
.260 
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APPENDICES 
 
 

Appendix A: Electronic Consent 
 

Thank you for choosing to participate in this study entitled “Effects of Physician 

Gender in a Health Poster on Student Likelihood to Discuss Depression.” The study 

is being conducted by: 
 

Sara Champlin, M.A. student, Department of Advertising, College of Communication, 

The University of Texas at Austin, sara.champlin@gmail.com. 
 

The purpose of this investigation is to better understand how undergraduate college 

students respond to promotional health materials. This empirically based research 

involves a series of online questions - you will first be asked to complete several 

questions about your personal health beliefs. Then, you will be presented with an 

example of a health poster and asked to complete a set of corresponding questions. 

The study will last approximately 20 minutes.  
 

This study is completely voluntary – you may choose to close the study at any point 

and you will not be penalized in any way for your decision. Your completion of the 

survey assumes your electronic approval and signature for consent. The study has 

no anticipated risks or benefits to you as a participant and has been approved by the 

Institutional Review Board at the University of Texas at Austin. 
 

It is important that you answer all questions truthfully. Your responses will remain 

anonymous throughout the investigation. Please do not use any online or outside 

material to answer any of the questions. 
 

If you have any questions or would like to remove your data from the study please 

contact the student investigator, Sara Champlin, at sara.champlin@gmail.com or the 

IRB Chair, Jody Jensen, at 512-232-2685 before December 31st, 2010. You may also 

request a hard copy of the survey from the contact information above. 
 

If you agree to participate, please advance to the next screen by clicking the arrow 

below. Otherwise, please close the window by clicking the X at the top of the screen. 
 

Thank you.  

mailto:sara.champlin@gmail.com
mailto:sara.champlin@gmail.com
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Appendix B: Demographic Questions and Standard, Pre-Poster Measures  

 

[Please answer questions in the order that they appear – always respond truthfully.] 

 

What is your gender? 

Male 

Female 

Prefer not to answer 

 

How old are you? 

______________ Years 

 

What is your racial background? 

White, Caucasian/Non-Hispanic 

Latino Hispanic 

Black African American 

Asian Pacific Islander 

Other: ________________ 

 

When you go to a health clinic do you prefer to see a male or a female doctor? 

Male 

Female 

Prefer not to answer 

 

Have you ever consulted a psychologist, therapist, social worker, counselor, or 

psychiatrist for any problem? 

Yes  

No 

Prefer not to answer 

 

Have you ever been treated for depression? 

Yes 

No  

Prefer not to answer
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Please select a point on the scale that reflects your attitude toward each 

statement. 

 

                                 Strongly Disagree    Strongly Agree 

        

If I believed I was having a mental breakdown, my first      0          1          2           3 

inclination would be to get professional attention. 

 

The idea of talking about problems with a psychologist       0          1          2           3 

strikes me as a poor way to get rid of emotional conflicts. 

 

If I were experiencing a serious emotional crisis at this      0          1          2           3 

point in my life, I would be confident that I could find relief  

in psychotherapy. 

 

There is something admirable in the attitude of a person    0          1          2           3  

who is willing to cope with his or her conflicts and fears  

without resorting to professional help. 

 

I would want to get psychological help if I were worried       0          1          2           3 

or upset for a long period of time. 

 

I might want to have psychological counseling in the future.  0        1          2        3 

 

A person with an emotional problem is not likely to            0          1          2           3  

solve it alone; he or she is likely to solve it with  

professional help.   

 

Considering the time and expense involved in psychotherapy   0        1        2       3 

it would have doubtful value for a person like me. 

 

A person would work out his or her own problems; getting    0        1      2           3 

psychological counseling would be a last resort. 

 

Personal and emotional troubles, like many things,         0          1      2           3 

tend to work out by themselves. 
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Please select a point on the scale that reflects your attitude toward each 

statement if you were faced with problems for which you were considering 

seeking help.  

 

                                               Strongly  Disagree  Strongly 

        Disagree     Agree       Agree 

                            Equally 

 

I would feel inadequate if I went to a therapist for   1       2       3       4       5 

psychological help.   

  

My self-confidence would NOT be threatened if I   1       2       3       4       5 

sought professional help. 

 

Seeking psychological help would make me feel   1       2       3       4       5 

less intelligent. 

 

My self-esteem would increase if I talked to a    1       2       3       4       5 

therapist. 

 

My view of myself would not change just because I made  1       2       3       4       5 

the choice to see a therapist. 

 

It would make me feel inferior to ask a therapist for help.  1       2       3       4       5 

 

 

I would feel okay about myself if I made the choice to seek  1       2       3       4       5 

professional help. 

 

If I went to a therapist, I would be less satisfied   1       2       3       4       5 

with myself.  

 

My self-confidence would remain the same if I sought  1       2       3       4       5 

professional help for a problem I could not solve. 

 

I would feel worse about myself if I could not solve my  1       2       3       4       5 

own problems. 
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Below is a list of the ways you might have felt or behaved. Please indicate how 

often you have felt this way during the past week.    

 

              Rarely    Sometimes   Occasionally    Most 

                                     (< 1 day)    (1-2 days)    (3-4 days) (5-7 days) 

 

I was bothered by things that usually didn’t Rarely    Sometimes   Occasionally    Most 

bother me. 

 

I did not feel like eating; my appetite           Rarely    Sometimes   Occasionally    Most 

was poor. 

 

I felt that I could not shake off the blues         Rarely    Sometimes   Occasionally    Most 

even with the help from my family or friends. 

 

I felt that I was just as good as other people.    Rarely   Sometimes   Occasionally Most 

 

I had trouble keeping my mind on what I      Rarely    Sometimes   Occasionally    Most 

was doing.  

 

I felt depressed.                         Rarely    Sometimes   Occasionally    Most 

 

I felt that everything I did was an effort.       Rarely    Sometimes   Occasionally    Most 

 

I felt hopeful about the future.          Rarely    Sometimes   Occasionally    Most 

 

I thought my life had been a failure.                Rarely    Sometimes   Occasionally    Most 

 

I felt fearful.                                                                Rarely    Sometimes   Occasionally    Most 

 

My sleep was restless.                                            Rarely    Sometimes   Occasionally    Most 

 

I was happy.                                                                Rarely    Sometimes   Occasionally    Most 

 

I talked less than usual.                                         Rarely    Sometimes   Occasionally    Most 

 

I felt lonely.                                                                  Rarely    Sometimes   Occasionally    Most 
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People were unfriendly.                                       Rarely    Sometimes   Occasionally    Most 

 

I enjoyed life.                                                              Rarely    Sometimes   Occasionally    Most 

 

I had crying spells.                                                   Rarely    Sometimes   Occasionally    Most 

 

I felt sad.                                                                        Rarely    Sometimes   Occasionally    Most 

 

I felt that people dislike me.                                Rarely    Sometimes   Occasionally    Most 

 

I could not get “going.”                                           Rarely    Sometimes   Occasionally    Most
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Appendix C: Adapted Measures Used Concurrently with Poster 

 

PLEASE RESPOND TO THE POSTER AS IF IT WERE HANGING IN A WAITING 

ROOM AT A HEALTH CLINIC (MEDICAL DOCTORS’ OFFICE) 

 

Please select a point on the scale that reflects your attitude toward each 

statement. 

 

I would say this was an effective way of encouraging students to talk to a 

doctor about depression. 

Strongly Disagree 1       2       3       4       5     6     7 Strongly Agree 

 

I would recommend using this advertising strategy directed at college 

students in future health promotion materials. 

Strongly Disagree 1       2       3       4       5       6     7 Strongly Agree 

 

The poster accurately portrays what depression feels like. 

Strongly Disagree 1       2       3       4       5       6     7 Strongly Agree 

 

The poster feels out of place in a health clinic. 

Strongly Disagree 1       2       3       4       5       6       7 Strongly Agree 

 

The poster is visually pleasing. 

Strongly Disagree 1       2       3       4       5     6     7 Strongly Agree 

 

The poster feels real to me. 

Strongly Disagree 1       2       3       4       5       6     7 Strongly Agree 

 

The poster acknowledges the stigma some people have toward seeking help 

for depression. 

Strongly Disagree 1       2       3       4       5     6     7 Strongly Agree 
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How would you compare this health poster to a pharmaceutical advertisement  

for an anti-depressant medication? (EX: Commercials for Cymbalta, Zoloft, 

Lunesta) 

 

Effective (in getting students to talk to a doctor about depression) 

Less 1       2       3       4       5     6     7 More 

 

Informative 

Less 1       2       3       4       5     6     7 More 

 

Forceful 

Less 1       2       3       4       5     6     7 More 

 

Helpful 

Less 1       2       3       4       5     6     7 More 

 

Threatening 

Less 1       2       3       4       5     6     7 More 

 

Emotionally Positive 

Less 1       2       3       4       5     6     7 More 

 

How would you compare this health poster to a non-pharmaceutical 

advertisement that concerns depression? (EX. Billboard for a suicide helpline, 

commercial for talking to a doctor about depression) 

 

Effective (in getting students to talk to a doctor about depression) 

Less 1       2       3       4       5     6     7 More 

 

Informative 

Less 1       2       3       4       5     6     7 More 

 

Forceful 

Less 1       2       3       4       5     6     7 More 

 

Helpful 

Less 1       2       3       4       5     6     7 More 
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Threatening 

Less 1       2       3       4       5     6     7 More 

 

Emotionally Positive 

Less 1       2       3       4       5     6     7 More 

 

If you had a friend who showed the signs of depression, how important do you 

think it would be for your friend to… 

 

Consider discussing depression with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

Discuss their symptoms with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

Discuss depression with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

Seek out a suitable method of treatment for depression 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

If you had a friend who showed the signs of depression, how likely is it that 

after seeing this poster your friend would… 

 

Consider discussing depression with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

Discuss their symptoms with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

Discuss depression with a doctor 

Not Likely  1       2       3       4       5       6       7  Very Likely 

 

Seek out a suitable method of treatment for depression 

Not Likely  1       2       3       4       5       6       7  Very Likely  
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If you were experiencing signs of depression… 

For me to talk to a doctor about depression would be 

extremely difficult 1     2     3     4     5     6     7 extremely easy 

 

Most people who are important to me think that 

I should 1     2     3     4     5     6     7 I should not 

  talk to a doctor about depression 

 

For me to talk to a doctor about depression would be 

extremely good 1     2     3     4     5     6     7 extremely bad 

 

I would plan to talk to a doctor about depression 

extremely likely 1     2     3     4     5     6     7 extremely unlikely 

 

Whether or not I talk to a doctor about depression is completely up to me. 

strongly disagree 1     2     3     4     5     6     7 strongly agree 

 

Most of the people I know would talk to a doctor about depression. 

definitely true 1     2     3     4     5     6     7 definitely false 

 

For me to talk to a doctor about depression would be 

extremely valuable 1     2     3     4      5     6     7 extremely worthless 

 

I am confident that if I wanted to I could talk to a doctor about depression. 

definitely true 1     2     3     4     5     6     7 definitely false 

 

It would be expected of me that I talk to a doctor about depression.  

definitely true 1     2     3     4     5     6     7 definitely false 

 

For me to talk to a doctor about depression would be 

extremely pleasant 1     2     3     4     5     6     7 extremely unpleasant 

 

I would make an effort to talk to a doctor about depression. 

I definitely would 1     2     3     4     5     6     7 I definitely would not 
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For me to talk to a doctor about depression would be 

impossible 1     2     3     4     5     6      7 possible 

 

Most people whose opinions I value would approve of me talking to a doctor 

about depression.  

strongly disagree 1     2     3     4     5     6     7 strongly agree 

 

For me to talk to a doctor about depression is 

interesting 1     2     3     4     5     6     7 boring 

 

I would intend to talk to a doctor about depression. 

strongly agree 1     2     3     4     5     6     7 strongly disagree 

 

Please select a point on the scale that best represents how you viewed the 

doctor in the poster.  

 

Friendly 

Not Very  1       2       3       4       5       6       7  Very 

 

Experienced 

Not Very  1       2       3       4       5       6       7  Very 

 

Honest 

Not Very  1       2       3       4       5       6       7  Very 

 

Likeable 

Not Very  1       2       3       4       5       6       7  Very 

 

Expert 

Not Very  1       2       3       4       5       6       7  Very 

 

Reliable 

Not Very  1       2       3       4       5       6       7  Very 
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Sociable 

Not Very  1       2       3       4       5       6       7  Very 

 

Prepared 

Not Very  1       2       3       4       5       6       7  Very 

 

Sincere 

Not Very  1       2       3       4       5       6       7  Very 

 

Warm 

Not Very  1       2       3       4       5       6       7  Very 

 

Skillful 

Not Very  1       2       3       4       5       6       7  Very 

 

Trustworthy 

Not Very  1       2       3       4       5       6       7  Very 

 

Willing to listen to patient 

Not Very  1       2       3       4       5       6       7  Very 

 

Able to treat depression 

Not Very 1       2       3       4       5       6       7  Very 

 

What kind of person would most likely relate to the information presented in 

the poster? Check all that apply. 

Male 

Female 

Low Income 

Middle Income 

High Income 

Introverted 

Extraverted 

Depressed for a long time 

Just discovering their depressive symptoms 

Has a friend who shows depressive symptoms 

Visits doctor regularly 
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Visits doctor only when ill 

Rarely visits doctor 

Intelligent 

Unintelligent 

 

What type of treatment do you think would be the most effective in reducing 

high levels of depression? 

Anti-depressant drugs (such as Zoloft, Prozac, Wellbutrin, Cymbalta) 

Therapy 

Support group 

Exercise, getting out of the house 

No treatment 

Other ________________ 

 

How responsible do you think doctors are for treating patients’ depression? 

Not Very 1       2       3       4       5       6       7 Very 

 

How much information would you expect from a doctor about depression? 

None 1       2       3       4       5       6       7 A lot 

 

How likely do you think doctors are to inform a patient about all of the 

available options for treating depression? 

Not Very 1      2       3       4      5       6       7 Very 

 

The poster more accurately portrays what depression feels like for… 

Women1       2       3       4       5 Men 

 

I would say this poster speaks more to... 

Men 1       2       3       4       5 Women 

 

If you were going to talk to your doctor about depression, are there additional 

details that have been left out of this poster that would be important to your 

decision? Please indicate them here: 

Please provide any additional comments that were not assessed in the survey 

here: 
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