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Abstract The purpose of this study was to determine

adolescent preferences for depression treatment. Adoles-

cents (n = 156) completed a survey that included: their

preferences for type of depression treatment and the

method of delivering it; their perception of the importance

of side effects of depression treatments and a rating of their

willingness to seek treatment if they were depressed. A

screen for depressive symptoms (CES-D10) was also

completed. Adolescents showed higher preference for

psychotherapy than antidepressants. Greater severity of

depression symptoms, perceived social support for the

particular treatment modality, and general willingness

to seek treatment predicted greater preference for

psychotherapy than for antidepressants. Family doctors,

psychiatrists, and psychologists were the preferred treat-

ment providers, and adolescents preferred that treatment be

delivered in a private office. Weight gain was the most

deterring side effect of antidepressants for girls and loss of

sex drive for boys. Adolescents’ preference for psycho-

logical therapy suggests that broader availability of psy-

chotherapy may enhance help-seeking and compliance in

depression treatment in this vulnerable population.

Keywords Adolescents � Treatment � Preferences �
Depression

Introduction

Adolescence is the most susceptible age for a depressive

episode. As many as 25% of adolescents will experience a

depressive episode (Lewinsohn et al. 1993). Adolescent

females are twice as likely to develop depression compared

to males (Thorpe et al. 2001). Depression affects social,

family and school life and interferes with their normal

developmental trajectory and potential functional outcome

as young adults (Health Canada 1994). Adolescents with

depression have higher rates of suicide than the general

population and depression is the most significant risk factor

for suicide in this age group. In Canada, suicide is the

second leading cause of death in this age group (Health

Canada 1994).

Despite their considerable vulnerability to depressive

symptoms, only 25% of younger adolescents (ages 12–16)

seek treatment when they have depressive symptoms

(Gravel et al. 2002). Treatment seeking among older ado-

lescents and young adults (ages 16–24) is even lower. Only

20.2% of females and 10.8% of males with mental health
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problems sought help for these difficulties from friends,

family, or health services (Biddle et al. 2004).

The Guidelines for Adolescent Depression in Primary

Care (GLAD-PC) recommend active social support and

increased monitoring for 6–8 weeks for mild depressive

symptoms, as there is often clinically significant

improvements with increases in social support alone

(Cheung et al. 2007). For moderate to severe depressive

symptoms, families should be referred to a mental health

specialist promptly (Cheung et al. 2007). Both interper-

sonal and cognitive behavioral therapies, as well as anti-

depressants are recommended for treatment of moderate to

severe depression (Cheung et al. 2007).

Patients who receive their treatment of choice, whether

it be psychological, pharmacological or a combination, are

more likely to remain in treatment and recover (TenHave

et al. 2003). When a patient is matched to his or her pre-

ferred mode of treatment, he or she experiences greater

depressive symptom reductions compared to patients who

do not receive their preferred mode of treatment (Lin et al.

2005). Among a population of adolescent primary care

patients, 50% preferred psychotherapy, 22% preferred

antidepressants, and 28% preferred to ‘‘wait it out.’’(Jaycox

et al. 2006) Female adolescents prefer psychotherapy over

antidepressants more strongly than males (Jaycox et al.

2006). Previous experience with depression treatment and

depressive symptom severity predict general preference for

any active treatment over waiting it out (Gum et al. 2006;

Cooper et al. 2003). Conversely, high costs of treatment

predict lower willingness to seek treatment among both

adults and adolescents (Collins et al. 2004).

The social stigma associated with mental health care is a

common barrier to treatment seeking for psychological

symptoms in both adults and adolescents and may also play

a role in treatment preference (Collins et al. 2004). Jaycox

and colleagues found that despite a preference for psy-

chotherapy, adolescent primary care patients fear rejection

by peers if they saw a mental health professional (Jaycox

et al. 2006).

The goal of the present study was to examine preference

for depression treatments in high school students. Based on

previous studies, we hypothesized that psychotherapy

(described to our participants as ‘‘talk therapy’’) would be

preferred over antidepressants, that boys would prefer

antidepressants and girls would prefer talk therapy, and that

sex, severity of depressive symptoms, perceptions of social

support for each treatment and general willingness to seek

depression treatment would predict preference for talk

therapy and antidepressants. We predicted that psychia-

trists and psychologists would be the top-rated profes-

sionals to deliver care and that ‘‘in a mental health clinic’’

would be the top-rated location to receive treatment. We

predicted based on Western gender norms (Stice and

Whitenton 2002; Murphy 2001) that the weight gain side

effect would deter more girls than boys from taking anti-

depressants and that boys would be more deterred by the

loss of sex drive side effect than girls.

Method

Participants

We distributed 350 consent forms to the students for

parental consent and adolescent assent and 156 were

completed and returned, which yielded a return rate of

44.6%. One hundred fifty-six adolescent students (76 boys,

80 girls) from a rural Nova Scotia high school participated

in this study. The participants’ ages ranged from 15 to

21 years (M = 17.20 years, SD = 1.10, N = 155) and the

grades ranged from 10 to 12. Most participants had parents

who were married (65.2%), with a small proportion

divorced (9.0%). Most parents had attained a high school

diploma (38.5%) or some college (27.5%). All of the par-

ticipants were Caucasian.

Ethics

The IWK Health Centre Research Ethics Board and the

local school board, principal and teachers approved the

study. The parents and adolescents signed informed con-

sent/assent forms to participate in this study.

Inclusion Criteria

All of the students who were registered in an English lit-

erature course during the winter semester of the 2006-07

academic year at our chosen high school were eligible to

participate in this study.

Exclusion Criteria

All of the students who were not registered in an English

course during the winter semester of the 2006-07 academic

year at our chosen high school were not eligible to par-

ticipate in this study.

Measures

Three scales were developed for this study: the Preferences

for Depression Treatment Scale, the Perceptions of Social

Support for Depression Treatment Scale, and the General

Willingness to Seek Treatment Scale. The items for the

scales were based on the previous literature related to the

issues for adolescents with depressive symptoms. For

instance, some of the items in the Preferences for
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Depression Treatment Scale pertain to fears about addic-

tion to treatment and the possibility that these treatments

could disrupt their lifestyle and change their personality.

These items come from studies which indicate that some

adolescents perceive antidepressant medication as addic-

tive (Draucker 2005), that adolescents often do not com-

plete their treatment or feel that they would not be able to

maintain a treatment regimen (Draucker 2005), and that

they think they will be ridiculed for seeing a therapist

(Jaycox et al. 2006). Similarly, the items for the Percep-

tions of Social Support for Depression Treatment Scale

were derived from research about adolescents’ concerns

with peer rejection associated with treatment-seeking

behaviors (Jaycox et al. 2006) and about the importance of

parental support in adolescent treatment-seeking behaviors

(Logan and King 2002). Finally, many of the items come

from the work of Collins and colleagues about barriers to

treatment-seeking behavior (e.g., cost) (Collins et al. 2004).

The descriptive statistics and the sample items for these

scales are summarized in Table 1. This project was the

development study for these scales.

Preferences for Depression Treatment Scale

This scale has two sub-scales, one to assess preference for

talk therapy and one to assess antidepressant preference.

Each sub-scale has 10 statements pertaining to preference

for the particular treatment modality, to which the par-

ticipant responded in a 5-option, Likert scale format

(ranging from ‘‘strongly agree’’ = 5 to ‘‘strongly dis-

agree’’ = 1). Possible scores on each sub-scale range

from 10 to 50 with a lower score indicating increased

preference. These scores were then divided by 10 (the

number of questions in the sub-scale) for subsequent

analyses. The Talk Therapy and Antidepressant sub-scales

had adequate internal consistency; Cronbach’s a’s = 0.84

and 0.79, respectively.

Perceptions of Social Support for Depression Treatment

Scale

This scale has two sub-scales, one to assess perceptions of

social support from family and friends for talk therapy and

the other to assess these perceptions for antidepressants.

Each sub-scale has 3 statements pertaining to perceptions

of social support for the particular treatment modality, to

which participants responded in a 5-option, Likert scale

format (ranging from ‘‘strongly agree’’ = 5 to ‘‘strongly

disagree’’ = 1). Possible scores on each sub-scale range

from 3 to 9 with a lower score indicating increased per-

ception of social support. These scores were then divided

by 3 (the number of questions in the sub-scale) for sub-

sequent analyses. The Talk Therapy and Antidepressant

sub-scales had adequate internal consistency, Cronbach’s

a’s = 0.74 and 0.70, respectively.

General Willingness to Seek Treatment Scale

This scale has 5 statements pertaining to the participants’

willingness and ability to seek treatment for depression.

This response format was identical to the other author-

developed scales. The possible scores on each sub-scale

range from 5 to 25 with a higher score indicating increased

willingness to seek any treatment for depression. These

scores were then divided by 5 (the number of questions in

the scale) for subsequent analyses. This scale had satis-

factory internal consistency (Cronbach’s a = 0.61).

Other Survey Questions

Ratings of Professionals to Provide Treatment

The adolescents were asked to rate a list of 8 professionals

(e.g., family doctor, psychologist, peer counselor, etc.)

provided in the survey on how much they would like this

professional to dispense treatment (talk therapy or

Table 1 Characteristics of author-developed scales

Name of scale No. of

items

Sample questions What scale intended to measure

Preference for talk therapy scale 10 Talk therapy costs too much money How much a person wants talk therapy

if depressed

Preference for antidepressants

scale

10 Taking antidepressants would be bad

for my health

How much a person wants anti-depressants

if depressed

Perceived social support for

talk therapy

3 My friends would think less of me

if I was in talk therapy…
Perceptions of support from family/friends

for talk therapy if depressed

Perceived social support for

anti-depressants

3 My family would support my use

of antidepressants…
Perceptions of support from family/friends

for antidepressants if depressed

General willingness to seek

treatment scale

5 I know how to get help to treat

depression

Perceptions of willingness and ability

to seek treatment
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antidepressant medication) if they were to become

depressed. The possible ratings ranged from 0 (‘‘Not at

all’’) to 10 (‘‘Very much’’). The professionals listed were

based on the professionals available in Eastern Canada

determined by the authors. Each professional was rated

individually; they were not ranked against each other.

Ratings of Locations to Receive Treatment

Similarly, the adolescents were asked to 6 rate locations

(e.g., in a private office, in an office at school, etc.) pro-

vided in the survey on how much they would like to receive

treatment in these places if they were to become depressed.

The list of locations was generated by authors based on the

possible locations available in Eastern Canada. The pos-

sible ratings ranged from 0 (‘‘Not at all’’) to 10 (‘‘Very

much’’). Each location was rated individually. The list of

professionals and locations provided in the survey can be

found in Table 5.

Deterring Side Effects of Antidepressant Medication

In the survey, the adolescents were provided a list of 8

potential side effects (e.g., weight gain, loss of sex drive,

blurred vision, etc.) of antidepressant medication. The list

of potential side effects was based on the most commonly

reported side effects according to pharmaceutical literature

and the clinical experience of the child and adolescent

psychiatrist in the study (ALB). The adolescents were asked

to check off which side effects would deter them from

taking antidepressants if they were depressed. The list of

side effects provided in the survey can be found in Table 6.

Center for Epidemiological Studies Depression 10 Scale

(Andresen et al. 1994)

This scale is a brief screening tool for depressive symp-

toms. The participants indicated the degree to which they

have experienced each of the 10 symptoms with a 4-option,

Likert scale (which ranged from ‘‘rarely or none of the

time’’ = 0 to ‘‘all of the time’’ = 3). Possible scores can

range from 0 to 30, where higher scores indicate an

increase in symptom severity. A score of 10 or higher out

of 30 is the cut-off for clinically significant depressive

symptoms. Mean scores were used for analyses. This tool

has been shown to be an acceptable tool to screen for

depression in adolescents (Chabrol et al. 2002).

Procedure

The first author (KLB) instructed the school principal on

the purpose and procedure of the study. The principal

familiarized herself with the study materials (consent/

assent forms and survey) and then met with the teachers

and explained the study purpose and procedure to them and

how to collect consent/assent forms. The teachers

explained the purpose and procedure of the study to the

students, with emphasis on the voluntary nature of the

study, and distributed the consent/assent forms. The data

collection took place over 2 days in May, 2007, in school

classrooms. The first author and a research assistant col-

lected the consent/assent forms and gave surveys to the

students. The surveys were numbered and the consent/

assent forms were assigned the same number in order to

match participants to their consent forms. The 12 page

survey booklet was presented to the students and they were

instructed to complete the survey in the order the questions

were presented (demographic information, rating ques-

tions, author-developed scales, question about deterring

side effects of antidepressant medication, CES-D 10). The

participants were given 20 min to complete the survey in

class. The non-participating students were given an in-class

assignment. Each class was monitored by the first author,

research assistant, and the teacher to ensure the partici-

pants’ confidentiality. After completion of the survey, the

students were debriefed on the symptoms of depression and

the treatment options in their local area. The symptoms of

depression and treatment options were not explained to the

participants before completing the survey in order to

accurately assess their attitudes based on their prior

knowledge. All of the students, whether they participated

in the survey or not, were debriefed on depressive symp-

toms and the local resources for treatment after the surveys

were returned to the first author and research assistant.

Statistical Analyses

In the preliminary analyses, Pearson correlations were

calculated between age, grade and the measures, as well as

among the measures themselves to determine if age should

be included in the main analyses and to determine if the

measures were redundant. One-way ANOVAs were com-

puted to determine if participants differed significantly by

parent education and parent marital status on the measures.

For the main analyses, t-tests (paired and independent-

samples) were used to look at the overall mean differences

in preferences for talk therapy and antidepressants and sex

differences in preference. Two hierarchical multiple

regressions were conducted to examine the predictions of

preferences for talk therapy and antidepressants. Within-

subjects ANOVAs, followed by post-hoc comparisons

using a Bonferroni correction were computed to compare

professional and location ratings. Chi-square analyses were

used to examine sex differences in proportions of partici-

pants deterred by each antidepressant side effect.
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Bonferroni corrections were used to control for type 1 error

rate given the high number of v2 tests.

Results

Author-Developed Scales’ Characteristics

Preferences for Depression Treatment Scale

The scores for the Antidepressant (M = 3.08, SD = 0.66)

and Talk Therapy (M = 2.28, SD = 0.62) sub-scales in the

Preferences for Depression Treatment Scale were normally

distributed; the individual items’ means ranged from

M = 3.78 to 2.82 and the standard deviations ranged from

1.08 to 1.18 for the Antidepressant Sub-scale and the

individual items’ means ranged from M = 3.00 to 1.76 and

the standard deviations ranged from 0.93 to 0.90 for the

Talk Therapy Sub-scale. The scores on the individual items

ranged from 1 to 5 and were normally distributed.

Perceptions of Social Support for Depression Treatment

Scale

The scores for the Antidepressant (M = 2.22, SD = 0.92)

and Talk Therapy sub-scales (M = 2.07, SD = 0.82) in the

Perceptions of Social Support for Depression Treatment

Scale were normally distributed; the individual items’

means ranged from 2.40 to 2.07 and the standard deviations

ranged from 1.18 to 1.08 for the Antidepressant sub-scale

and the individual items’ means ranged from 2.15 to 2.01

and the standard deviations ranged from 1.05 to 1.02 for

the Talk Therapy sub-scale. The scores on the individual

items range from 1 to 5 and were normally distributed.

General Willingness to Seek Treatment Scale

The scores for this scale were normally distributed

(M = 3.49, SD = 0.68). Means for individual items ran-

ged from 4.10 to 3.29 and the standard deviations ranged

from 0.97 to 1.07. Scores on individual items range from 1

to 5 and are normally distributed.

Preliminary Analyses

All of the correlations are displayed in Table 2. Higher age

and grade were significantly related to depressive symp-

toms (CES-D 10 score). Grade was significantly positively

correlated with the perceptions of social support scores for

antidepressants. Several of the measures were also inter-

correlated. The youth whose parents had less education,

F(7, 146) = 2.90, p = 0.007, or divorced marital status,

F(5, 149) = 2.27, p = 0.05, reported significantly more

depressive symptoms (CES-D 10 score).

Main Analyses

The mean preference score for talk therapy (M = 2.28,

SD = 0.62) was lower than the mean preference for anti-

depressants (M = 3.08, SD = 0.66), which indicated

increased preference for talk therapy, t(154) = 16.52,

p \ 0.001. There were no sex differences in preference for

talk therapy t(152) = 1.55, p = 0.12 or antidepressants,

t(153) = -0.34, p = 0.73.

Table 2 Correlations among descriptive variables and hypotheses variables

Variable 1 2 3 4 5 6 7 8

1. Age – 0.77** 0.026 0.18* 0.12 0.89** 0.04 0.08

2. Grade – 0.05 0.18* 0.17* 0.08 0.03 0.06

3. Seek scorea – -0.15 -0.38** -0.34** -0.42** -0.43**

4. CES-D 10 scoreb – 0.36** 0.22** 0.18* 0.21**

5. Support for ADc – 0.68** 0.49** 0.47**

6. Support for talk therapyd – 0.35** 0.68**

7. Preference ADe – 0.56**

8. Preference talk therapyf –

a Score derived from ‘‘general willingness to seek any treatment’’ scale
b Depression score
c Score derived from ‘‘perceived social support for antidepressants’’ scale
d Score derived from ‘‘perceived social support for talk therapy’’ scale
e Score derived from ‘‘preference for antidepressants’’ scale
f Score derived from ‘‘preference for talk therapy’’ scale

* p \ 0.05, ** p \ 0.01
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We developed separate regression models of preference

for antidepressants and for talk therapy. We entered sex in

the first step; CES-D 10 scores in the second step; and the

perceptions of social support for the particular treatment

(talk therapy or antidepressants) and general willingness to

seek treatment (seek) scores in the third step. The model

of preference for antidepressant was significant overall

F(4, 149) = 19.62, p \ 0.001. In the regression model, sex,

CES-D 10 score, perceived social support for antidepres-

sants score, and seek score predicted 35.2% of the variance.

Sex was not a significant unique predictor of preference

for antidepressants, F(1, 152) = 0.04, p = 0.84. The sub-

sequent steps were significant predictors of preference for

antidepressants, with F-values of F(2, 151) = 3.18

(p = 0.044) and F(4, 149) = 19.62 (p \ 0.001), respec-

tively. Further examination revealed that although CES-D

10 score has a significant impact on preference on step 2

(t = 2.52, p = 0.013), this impact was reduced to non-

significance (t = -0.31, p = 0.754) with the addition of

perceived social support for antidepressants and seek score

(which together accounted for 33.0% of the variance) on

step 3 (see Table 3 for regression details).

A significant model of preference for talk therapy also

emerged, F(4, 149) = 40.12, p \ 0.001. In total, sex, CES-

D 10 score, perceived social support for talk therapy, and

seek score predicted 58% of the variance. Sex was not a

significant unique predictor of preference for talk therapy,

F(1, 152) = 2.40, p = 0.12. CES-D 10 score predicted

6.1% of the variance in preference, which was significant,

F(2, 151) = 5.98, p = 0.003. Similar to the preference for

antidepressants model, perceived social support for talk

therapy and seek score predicted most of the variance in the

model (adjusted R2 = 0.51). The interactions presented in

this model were similar to those of antidepressant prefer-

ence in that the CES-D 10 impact was reduced to non-

significance (t = 0.63, p = 0.53) with the addition of

perceived social support for talk therapy and seek score on

the final step (see Table 4 for regression details).

A one-way within-subjects ANOVA showed a signifi-

cant effect of the preferences for professionals F(7, 102) =

34.92, p \ 0.001. An overall effect size of 0.26 (partial g2)

indicated that 26.0% of the variance is explained by the

choice of different professionals. When the Bonferroni

corrections were applied (a = 0.006) it was determined

Table 3 Hierarchical regression predicting preference for antidepressants (N = 154)

Variable R R2 Adjusted R2 b F/t Sig Sig change

Step 1 0.02 0.00 -0.01 – 0.04 0.84 –

Sex – – 0.02 0.02 0.84 –

Step 2 0.20 0.04 0.03 – 3.18 0.04* 0.01*

CES-D 10 scorea – – 0.21 2.52 0.01* –

Step 3 0.59 0.35 0.33 – 19.62 0.001* 0.001*

Support ADb – – 0.45 5.77 0.001* –

Seek scorec – – -0.27 -3.71 0.001* –

a Depression score
b Score derived from ‘‘perceived social support for antidepressants’’ scale
c Score derived from ‘‘general willingness to seek any treatment’’ scale

Table 4 Hierarchical regression predicting preference for talk therapy (N = 154)

Variable R R2 Adjusted R2 b F/t Sig Sig change

Step 1 0.13 0.02 0.01 – 2.40 0.12 –

Sex – – -0.13 - 0.12 –

Step 2 0.07 0.06 – 5.98 0.001* 0.001*

CES-D 10 scorea 0.27 – – 0.25 3.07 0.001* –

Step 3 0.72 0.52 0.51 – 40.12 0.001* 0.001*

Support talk – – 0.60 9.44 0.0001* –

Therapyb

Seek scorec – – -0.23 -3.85 0.0001* –

a Depression score
b Score derived from ‘‘perceived social support for talk therapy’’ scale
c Score derived from ‘‘general willingness to seek any treatment’’ scale
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that family physicians, psychiatrists and psychologists

were significantly preferred compared to the other listed

professionals (guidance counselor, social worker, nurse,

religious figure, and peer counselor) to give treatment,

p \ 0.001, but they were not rated different from each

other (refer to Table 5 for mean ratings).

There were differences in ratings for treatment location,

F(5, 42) = 20.12, p \ 0.001. An overall effect size of 0.32

(partial g2) indicates that 32.0% of the variance is

explained by the choice of different locations. When

Bonferroni corrections were applied (a = 0.008) it was

determined that ‘‘In a private office’’ was the preferred

location (p = 0.003) (refer to Table 5 for the mean ratings

of all listed locations).

Blurred vision, sleeping problems, stomach problems,

increased anxiety, and increased thoughts of self harm

equally deterred boys and girls from taking antidepres-

sants: v2’s ranged from 0.014 to 2.31 and p’s ranged from

0.13 to 0.91. Increased aggression (v2 = 3.81, p = 0.051)

and increased thoughts of self harm (v2 = 3.20, p = 0.074)

had marginal sex differences in deterrence. Weight gain

(v2 = 10.58, p = 0.001) and loss of sex drive (v2 = 5.82,

p = 0.016) had significant sex differences in deterrence

(refer to Table 6 for all sex differences in side effect

deterrence). Given that there were 8 Chi-square analyses,

Bonferroni corrections (p = 0.00625) were used. Once

these corrections were applied, only the sex difference in

deterrence for weight gain remained significant.

Discussion

Adolescents and young adults are the most vulnerable

groups to experience depression, but it is often not diag-

nosed and frequently remains untreated in this age group.

The purpose of this study was to determine treatment

preference for depression in a rural adolescent sample. In

congruence with the findings of Jaycox and colleagues

(Jaycox et al. 2006), talk therapy had a higher preference

score than antidepressants as a treatment for depression in

our adolescent participants. Talk therapy was preferred by

the majority of individuals; 92.0% of boys and 94.9% of

girls rated talk therapy higher than antidepressants. In this

study at least 48% of the participants would refuse anti-

depressants as treatment for depression based on the

Table 5 Ratings of professional and location

Aspect of treatment M SD

Professional

Family doctor 5.46 3.40

School/guidance 2.94 3.02

Counsellor

Psychologist 5.75 3.49

Psychiatrist 5.77 3.51

Social worker 3.23 3.21

Nurse 3.67 3.17

Religious figureb 1.65 2.65

Location

School office 1.28 2.32

Mental health clinic 3.42 3.89

Private office 6.44 4.17

Internet 1.56 2.70

Telephone 1.33 2.47

Other 2.70 3.89

N = 103 for Professional, N = 43 for Location. Ratings on a scale

from 0 (not at all) to 10 (very much)
a I don’t know how much I would prefer any treatment
b Religious figure option was written as ‘‘Priest, Minister, or Rabbi’’

on the survey

Table 6 Chi-square analyses of deterring side effects of

antidepressants

Side effect Girls (%) Boys (%) v2 p

Blurred vision 0.01 0.91

Yes 73.1 72.2

No 26.9 27.8

Sleep problems 2.3 0.13

Yes 54.8 48.0

No 61.5 38.5

Weight gain 10.6 0.001**

Yes 84.6 61.1

No 15.4 38.9

Anxiety 0.5 0.49

Yes 82.1 77.5

No 17.9 22.5

Aggression 3.8 0.051

Yes 79.5 65.3

No 20.5 34.7

Thoughts of self 3.2 0.074

Harm

Yes 80.8 68.1

No 19.2 31.9

Stomach problems 0.4 0.51

Yes 79.5 75.0

No 20.5 25.0

Loss of sex drive 5.8 0.016*

Yes 59.0 77.5

No 41.0 22.5

N = 150, 72 males, 78 females, df = 1

* Significant, p \ 0.05. ** Significant, p \ 0.0063 (Bonferroni)
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potential side effects. The difference between talk therapy

and antidepressants was statistically significant and clini-

cally meaningful.

There is evidence that respecting youth preference for

depression treatment increases the likelihood of both

treatment compliance and response (Lin et al. 2005). Sex

did not predict a stronger preference for either antide-

pressants or talk therapy. This is contradictory to our

hypothesis and to findings in adult populations, where

women preferred counseling and men preferred antide-

pressant medication as treatment for depression (Dwight-

Johnson et al. 2000). This is also inconsistent with the

research of Jaycox and colleagues (Jaycox et al. 2006),

where being female predicted preference for psychotherapy

in adolescent primary care patients. Our study was based

on a rural, non-clinical sample and these sample charac-

teristics may contribute to this study’s inconsistency with

previous research.

Our study found severity of depressive symptoms pre-

dicted preference for antidepressants and talk therapy,

suggesting consistency with other research (Cooper et al.

2003) that previous diagnosis and greater disease burden

predicts preference for treatment over waiting it out.

However, once perceived social support and willingness to

seek help were included in the analysis, the role of

depressive symptoms in treatment seeking was reduced to

non-significance in the models for preference of both

treatments. The perceived social support of antidepressants

and talk therapy was the greatest predictor of preference for

antidepressants and talk therapy. This may indicate that

social support and the willingness/ability to seek help for

depression is more crucial to actively seeking help than the

severity of the depressive episode. These findings suggest

that adolescents who believe that they will not be supported

by their family and/or peers would not seek treatment for

depressive symptoms, which has been supported in previ-

ous qualitative studies (Wisdom and Agnor 2007; Elliott

and Larson 2004). Adolescents with depressive symptoms

who report witnessing their friends mocking peers who are

known to have symptoms of mental illness avoid seeking

help for their symptoms (Wisdom and Agnor 2007). Sim-

ilarly, adolescents of parents who express stigmatizing

attitudes towards the treatment of mental illness are less

likely to disclose their depressive symptoms (Elliott and

Larson 2004). This may be linked to widespread stigma

surrounding mental health disorders and their treatments

(Collins et al. 2004). Adolescents, although they may show

preference for psychotherapy, may fear the peer rejection

associated with undergoing such treatment (Jaycox et al.

2006). This is a particularly salient issue among adoles-

cents with depression, as they perceive more rejection in

general from peers than healthy controls (Pyne et al. 2004).

The depressive illness symptoms can be a significant

barrier to accessing help, and it is possible that the social

support and ability to seek help are key factors that need to

be addressed in order to increase the numbers of depressed

youth seeking treatment.

Our hypothesis for the top-rated professionals was par-

tially supported, in that psychiatrists, psychologists, and

family doctors were among the top rated professionals

preferred to deliver depression treatment (which was

defined as prescribing antidepressants or providing some

form of psychotherapy/counselling, but the adolescents

may not have been aware of which professional typically

provides which forms of treatment). It was encouraging

that family physicians were also seen as preferred profes-

sionals for treating depression as they are much more

available to most adolescents than psychiatrists or psy-

chologists. A private office was the most popular location

to receive depression treatment, perhaps because of the

stigma of mental health clinics and perceived lack of

confidentiality/privacy in other settings.

Peer acceptance may also be linked to our findings on

the sex differences in deterring antidepressant side effects.

Complementary to our hypotheses, girls were more

deterred by potential weight gain than boys, while boys

were more deterred by potential loss of sex drive than

girls. However, at least half of the entire sample found all

antidepressant side effects deterring. Girls experience a

great deal of pressure to be thin (Stice and Whitenton

2002). For adolescent males, sexual experience comes

with higher social status and sexual impotency is emas-

culating for men of all ages (Murphy 2001), so it is

unsurprising that they would rate this side effect as most

deterring. These social pressures may contribute to gender

differences concerning the most deterring side effects of

antidepressants.

There are several limitations to our study. This sample

was from a homogenous population; all participants were

Caucasian, rural adolescents from the same school, whose

parents were mostly married with high school or some

college education. However, none of these descriptive

variables were related to the predictor or outcome variables

with the exception of CESD-10 scores, with lower educa-

tion and non-married marital status being associated with

increased depressive symptoms. Our results may not gen-

eralize to other samples. This sample was a volunteer

sample; the participants had to take permission forms home

to their parents and bring them back signed before they

could participate in this study. The results of non-

responders may not reflect the results of our sample.

Additionally, students had to complete these surveys in

their classrooms and this may have, in spite of our best

efforts, influenced their answers. Finally, the options of

treatment methods, depression treatment experience,

treatment locations, and professionals were not exhaustive.
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This study should be repeated in a larger sample to confirm

these preliminary findings. Currently there are no plans for

the authors to conduct this follow-up research.

This study suggests that the low rate of treatment-

seeking for adolescents with depressive symptoms can be

increased (Gravel et al. 2002). Perceived social support

from family and friends is crucial to encourage an ado-

lescent to seek help as depressed adolescents perceive more

stigmatization from peers than healthy controls (Jaycox

et al. 2006). Increased efforts should be made to educate all

youth and parents about depression. This education should

include awareness of depression symptoms, available

treatment options, and the value of social support in

assisting those who need care to seek help.

The family physicians must be provided the skills and

support to treat depression in youth, as they are among the

highest rated professionals to administer depression treat-

ment and are the most available resource in most locations.

This is similar to the findings among young adults, 88% of

which said that they would consult a family physician if

they experienced depressive symptoms (Pescosolido et al.

2008). Furthermore, 78% of American adolescents who

sought help for depression sought help from a family

physician when they experienced depressive symptoms

(Culp et al. 1995).

Adolescents strongly prefer talk therapy. Thus health

care programs should provide professionals with skills in

evidence based talk therapies for treatment of depression.

Because of the high prevalence of depression in adoles-

cents, the acceptance and effectiveness of innovative

approaches such as the use of the internet to delivering

depression care should be investigated.

Acknowledgments This work was supported by a Dalhousie Uni-

versity Department of Psychiatry Summer Studentship, the IWK

Health Centre Studentship Fund, and a Canada Research Chair held

by Dr. McGrath. The authors are grateful to the staff and students of

Memorial Composite High School and research assistant Laura

Hambleton for their contributions to the project.

References

Andresen, E. M., Malmgren, J. A., Carter, W. B., & Patrick, D. L.

(1994). Screening for depression in well older adults: Evaluation

of a short form of the CES-D (center for epidemiologic studies

depression scale). American Journal of Preventative Medicine,
10, 77–84.

Biddle, L., Gunnell, D., Sharp, D., & Donovan, J. L. (2004). Factors

influencing help seeking in mentally distressed young adults: A

cross-sectional survey. British Journal of General Practice, 54,

248–253.

Chabrol, H., Montovany, A., Chouicha, K., & Duconge, E. (2002).

Study of the CES-D on a sample of 1, 953 adolescent students.

Encephale, 28(51), 429–432.

Cheung, A. H., Zuckerbrot, R. A., Jensen, P. S., Ghalib, K., Laraque,

D., Stein, R. E. K., et al. (2007). Guidelines for adolescent

depression in primary care (GLAD-PC): II. treatment and

ongoing management. Pediatrics, 120, 1313–1326.

Collins, K. A., Westra, H. A., Dozois, D. J. A., & Burns, D. D. (2004).

Gaps in accessing treatment for anxiety and depression: Chal-

lenges for the delivery of care. Clinical Psychology Review, 24,

583–616.

Cooper, L., Gonzales, J., Gallo, J., Rost, K., Meredith, L., Rubenstein,

L., et al. (2003). The acceptability of treatment for depression

among African-American, Hispanic, and white primary care

patients. Medical Care, 41(4), 479–489.

Culp, A., Clyman, M. M., & Culp, R. E. (1995). Adolescent depressed

mood, reports of suicide attempts and asking for help. Adoles-
cence, 30, 827–837.

Draucker, C. B. (2005). Processes of mental health service use by

adolescents with depression. Journal of Nursing Scholarship, 37,

155–162.

Dwight-Johnson, M., Sherbourne, C. D., Liao, D., & Wells, K. B.

(2000). Treatment preferences among depressed primary care

patients. Journal of General Internal Medicine, 15, 527–534.

Elliott, B. A., & Larson, J. T. (2004). Adolescents in mid-sized and

rural communities: Foregone care, perceived barriers, and risk

factors. Journal of Adolescent Health, 35, 303–309.

Gravel, R., Connolly, D., & Bédard, M. (2002). Canadian community
health survey–Mental health and well-being. Retrieved Decem-

ber, 31, 2006, from http://www.statcan.ca/english/freepub/

82-617-XIE/index.htm.

Gum, A. M., Aréan, P. A., Hunkeler, E., Tanq, L., et al. (2006).

Depression treatment preferences in older primary care patients.

The Gerontologist, 46(1), 14–22.

Health Canada. (1994). Suicide in Canada: Update of the report of
the task force on suicide in Canada. Retrieved November 10,

2007, from http://www.hc-sc.gc.ca/fnih-spni/pubs/injury-bless/

2001_trauma/4_injuries-lesions_e.html.

Jaycox, L. H., Asarnow, J. R., Sherbourne, C. D., Rea, M. M.,

LaBorde, A. P., & Wells, K. B. (2006). Adolescent primary care

patients’ preferences for depression treatment. Administration
and Policy in Mental Health and Mental Health Services
Research, 33(2), 198–207.

Lewinsohn, P. M., Rohde, P., Seeley, J. R., & Fischer, S. A. (1993).

Age-cohort changes in the lifetime occurrence of depression and

other mental disorders. Journal of Abnormal Psychology, 102,

110–120.

Lin, P., Campbell, D. G., Chaney, E. F., Liu, C., Heagerty, P., Felker,

B. L., et al. (2005). The influence of patient preference on

depression treatment in primary care. Annals in Behavioral
Medicine, 30(2), 164–173.

Logan, D. E., & King, C. A. (2002). Parental identification of

depression and mental health service use among depressed

adolescents. Journal of the American Academy of Child &
Adolescent Psychiatry, 41(3), 296–304.

Murphy, P. F. (2001). Studs tools and the family jewels: Metaphors
men live by. Wisconsin: University of Wisconsin Press.

Pescosolido, B. A., Jensen, P. S., Martin, J. K., Perry, B. L.,

Olafsdotter, S., & Fettes, D. (2008). Public knowledge and

assessment of child mental health problems: Findings from the

national stigma study-children. Journal of the American
Academy of Child and Adolescent Psychiatry, 47, 339–349.

Pyne, J. M., Kuc, E. J., Schroeder, P. J., Fortney, J. C., Edlund, M., &

Sullivan, G. (2004). Relationship between perceived stigma and

depression severity. The journal of Nervous and Mental Disease,
192, 278–283.

Stice, E., & Whitenton, K. (2002). Risk factors for body dissatisfac-

tion in adolescent girls: A longitudinal investigation. Develop-
mental Psychology, 38, 669–678.

250 Community Ment Health J (2010) 46:242–251

123

http://www.statcan.ca/english/freepub/82-617-XIE/index.htm
http://www.statcan.ca/english/freepub/82-617-XIE/index.htm
http://www.hc-sc.gc.ca/fnih-spni/pubs/injury-bless/2001_trauma/4_injuries-lesions_e.html
http://www.hc-sc.gc.ca/fnih-spni/pubs/injury-bless/2001_trauma/4_injuries-lesions_e.html


TenHave, T. R., Coyne, J., Salzer, M., & Katz, I. (2003). Research to

improve the quality of care for depression: Alternatives to the

simple randomized clinical trial. General Hospital Psychiatry,
25, 115–123.

Thorpe, L., Whitney, D. K., Kutcher, S. P., Kennedy, S. H., &

CANMAT Depression Work Group. (2001). Clinical guidelines

for the treatment of depressive disorders. VI. Special popula-

tions. Can J Psychiatry, 46(Suppl 1), 63S–76S.

Wisdom, J. P., & Agnor, C. (2007). Family heritage and depression

guides: Family and peer views influence adolescent attitudes

about depression. Journal of adolescence, 30, 333–346.

Community Ment Health J (2010) 46:242–251 251

123


	Adolescents’ Attitudes and Opinions about Depression Treatment
	Abstract
	Introduction
	Method
	Participants
	Ethics
	Inclusion Criteria
	Exclusion Criteria
	Measures
	Preferences for Depression Treatment Scale
	Perceptions of Social Support for Depression Treatment Scale
	General Willingness to Seek Treatment Scale

	Other Survey Questions
	Ratings of Professionals to Provide Treatment
	Ratings of Locations to Receive Treatment
	Deterring Side Effects of Antidepressant Medication
	Center for Epidemiological Studies Depression 10 Scale (Andresen et al. 1994)

	Procedure
	Statistical Analyses

	Results
	Author-Developed Scales’ Characteristics
	Preferences for Depression Treatment Scale
	Perceptions of Social Support for Depression Treatment Scale
	General Willingness to Seek Treatment Scale

	Preliminary Analyses
	Main Analyses

	Discussion
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


