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Better Doctor-Patient Relationships Are Associated
with Men Choosing More Active Depression
Treatment
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Background: Men tend to have low rates of treatment uptake for depression. The quality of the rela-
tionship with their family physician may be a factor influencing attitudes toward treatment. The present
study was developed to explore this issue in a nationally representative sample of Canadian men.

Methods: An online survey of 1000 Canadian men was conducted to inquire about men’s relationship
with their family physician and hypothetical treatment choices for depression. Main analyses were con-
ducted among 819 men who indicated having a regular primary care physician.

Results: Two thirds of men with a family physician (n � 534; 65%) indicated they would pursue
treatment if they were suffering from depression. Multinomial logistic regression, controlling for age,
employment, education level, and current depressive symptoms indicated that positive perceptions of
the patient-doctor relationship were associated with men being more likely to opt for pharmacotherapy
(n � 183; odds ratio [OR], 1.06; P < .001), and individual psychotherapy (n � 277; OR, 1.04; P <
.001), compared with a wait-and-see/no treatment approach (n � 285).

Conclusion: The quality of the doctor-patient relationship is an important element in helping men
choose active treatment for depression. (J Am Board Fam Med 2019;32:13–19.)

Keywords: Canada, Depression, Doctor-Patient Relations, Family Physicians, Psychotherapy, Surveys and Question-
naires

One of the obstacles in addressing men’s depres-
sion is their low uptake of treatment.1 While rea-
sons vary, traditional masculinity norms have con-
sistently been identified as a limiting factor in
men’s uptake of treatment for depression.2 An ideal
of self reliance, for example, may equate acceptance
of care with weakness, leading some men to prefer

waiting—without treatment—for their depression
to subside. Primary care often represents men’s
first point of contact in the identification, diagnosis,
and treatment of depression,3 and even persistent
and treatment-resistant depression is frequently
managed in primary care.4 Thus, family physicians
are likely to play a critical role in helping men take
an active approach to treating mental health prob-
lems.

Given the prevalence of depression and suicide
among men,5 helping men to consider treatment for
depression is an important public health priority.
While several outreach and public messaging cam-
paigns (eg, www.headsupguys.org; www.beyondblue.
org.au; www.thecalmzone.net)6–8 have sought to
change attitudes about depression among men—
aimed at reducing stigma and promoting help seek-
ing—men’s direct experience with health care pro-
viders remains an important medium for
encouraging treatment. Despite focused efforts to
enhance management of depression in primary
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care, including education to family physicians,
screening/detection strategies, and specialized con-
sultation or collaboration with psychiatry, treat-
ment rates for depression in primary care are less
than optimal.3 While gender-based stigma may ac-
count for some of men’s reluctance to accept treat-
ment, other factors such as misinformation or con-
cern about the experience of treatment or
medication side effects may also be implicated.9–11

Moreover, the patient-doctor relationship itself
may be a notable barrier to—or facilitator of—the
uptake of depression treatment in primary care.12

The quality of the patient-doctor relationship
may be a fundamental vehicle for the shaping of
men’s attitudes toward treating mental health dif-
ficulties. The depth of this relationship, reflecting
continuity in care, openness, and sensitivity to the
patient’s needs, might contribute to feelings of ac-
ceptance toward mental health concerns and con-
fidence in recommended treatments. While tenta-
tive feelings about the primary care experience may
influence a man’s hesitation regarding active treat-
ment,9–10 a sense of being understood and cared for
by his physician might incline him to consider
pharmacotherapy or psychotherapy for depression.

The present study was developed to examine
whether men’s willingness to consider treatment
for depression would be associated with the quality
of their relationship with their family physician.
We hypothesized that, if presented a hypothetical
scenario of suffering from depression and consid-
ering several treatment options, men would be
more likely to choose an active treatment approach
if they experienced a positive relationship with
their family physician. Since opting for treatment
may well be motivated by the severity of depressive
symptoms, we sought to control for depressive
symptom distress in examining the role of the pa-
tient-doctor relationship.

Methods
Participants
A cross-Canada online survey regarding men’s
mental health was conducted in April 2016, involv-
ing 1000 adult male respondents sourced from an
online survey provider. Institutional ethics approval
was obtained for the study. Respondents were
screened for eligibility (�18 years of age, ability to
read English) and stratification (reflecting 2011
census age and regional distribution). Participants’

average age was 49.6 years (SD, 14.6; range, 19–86
years). Most were employed (n � 691) or retired
(n � 226), and educated beyond high school (n �
850).

Survey Variables
The survey was composed of questions regarding
their experience of primary care, current depressive
symptoms, and a limited number of demographic
items. Respondents were asked 1) whether they had
a family physician for regular/continuing care, and
2) about their hypothetical treatment preferences:
“If you were depressed, which approach do you
believe would be most helpful to you?” Four op-
tions were available for respondents to choose
from: a) medication for 6 months, with possible
side effects; b) individual psychotherapy; c) group
psychotherapy; and d) no treatment/wait-and-see
with a 40% chance of depression resolving.

The quality of men’s relationship with their
family physician was assessed using the overall
score of the Patient-Doctor Depth-of-Relationship
Scale (PDDRS).13 The PDDRS is an 8-item self-
report measure of patients’ perceptions of the
depth and quality of their relationship with their
physician. Reflecting a single factor, the PDDRS
provides a total score based on items scored using a
5-point scale anchored by 0 (disagree) and 4 (totally
agree). Sample items include, “This doctor really
knows how I feel about things” and “This doctor
really cares for me.” Good psychometric properties
have been reported for the PDDRS,13 and excellent
internal consistency was observed in the present
sample (Cronbach’s � � 0.94).

Current depressive symptoms were assessed us-
ing the Patient Health Questionnaire-9 (PHQ-
9),14 a self-report measure that assesses the 9 key
features of major depressive disorder. Respondents
rate items relative to the preceding 2-week period,
using a 4-point scale from 0 (not at all) to 3 (almost
every day). The PHQ-9 is a well validated and
commonly used measure of depression severity
within both research and clinical practice (present
sample Cronbach’s � � 0.92).

Analytic Approach
Statistical analyses were conducted using SPSS ver-
sion 24 (SPSS, Inc. Chicago, IL). Preliminary anal-
yses, using t-tests and ANCOVA, examined differ-
ences between men with and without a family
physician. Subsequent analyses were restricted to
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men who indicated having a regular family physi-
cian. Descriptive statistics were obtained to char-
acterize this sample of respondents. Multinomial
logistic regression was then used to examine men’s
inclination toward the aforementioned treatment
choices for a hypothetical case of depression. The
PHQ-9 total score was entered as a covariate to
control for the potential influence of depressive
symptom severity. Potential sociodemographic
confounding variables were also entered, including
age, employment status (yes/no), retirement status
(yes/no), student status (yes/no), and level of edu-
cation (postsecondary/no postsecondary). Given
the possibility that continuous PHQ-9 scores
might obscure findings regarding men who are
actually depressed (a score of 10 or above most
consistently indicates major depressive disorder),15

subanalyses using ANOVA and logistic regression
were undertaken according to categories of depres-
sive severity.14 Multinomial regressions were re-
peated for the following PHQ-9 cutoff scores:
none-to-mild depression (�10), moderate depres-
sion (10–14), and moderately severe depression
(�15). Sociodemographic covariates were included
in these models, with the exception of retirement,
student status, and education level due to insuffi-
cient cell sizes in the moderate and moderately
severe groups.

Results
The majority of respondents (n � 819; 82%), in-
dicated having a regular family physician for con-
tinuing care. These men tended to be older (M,
51.41 years, SD, 14.38) than those without a family
physician (n � 179; M � 41.72 years; SD � 41.72),

t � 9.02, P � .001 (2 participants did not respond
to the question). Men without a family physician
had higher levels of depression (M � 5.29; SD �
5.78) than those with a regular primary care pro-
vider, t � 3.07, P � .002. Further examination
using ANCOVA found the difference in depressive
symptoms to be nonsignificant after controlling for
the influence of men’s age. Remaining analyses
were undertaken only among the subsample of men
with a regular family physician. Table 1 presents
demographic and descriptive data for these respon-
dents overall and according to PHQ-9 depression
categories.

Overall, two thirds of men with a family physi-
cian (n � 534; 65%) indicated an intent to pursue
some form of treatment if they were suffering from
depression. Nevertheless, 35% (n � 285) preferred
a no-treatment/wait-and-see approach. Table 2
presents the results of the multinomial logistic re-
gression analysis using this latter option as the
reference category. A significant positive associa-
tion was found between men’s perceptions of the
quality of their relationship with their family phy-
sician and inclinations toward pharmacotherapy
and individual psychotherapy for depression, after
controlling for age, employment and student status,
educational background, and severity of depressive
symptoms, the latter also significantly contributing
to hypothetical preference for medication. While
age approached significance (a trend toward
younger men opting for medication and individual
therapy), being a student emerged as a significant
predictor of preferring individual psychotherapy.
No significant predictors emerged regarding a hy-
pothetical preference for group psychotherapy, al-

Table 1. Sociodemographic and Descriptive Data Regarding Canadian Men with a Regular Family Physician

Overall, (n � 819) PHQ-9 � 10, (n � 669) PHQ-9 10 to 14, (n � 74) PHQ-9 � 15, (n � 76)

n (%) n (%) n (%) n (%)
Employed 540 (65.9) 449 (67.1) 47 (63.5) 44 (57.9)
Retired 209 (25.5) 191 (28.6) 5 (6.8) 13 (17.1)
Student 33 (4) 18 (2.7) 7 (9.5) 8 (10.5)
Completed post-secondary

education
695 (84.9) 573 (85.7) 59 (79.7) 63 (82.9)

M (SD) M (SD) M (SD) M (SD)
Age (y) 51.41 (14.38) 52.90 (15.00) 46.23 (12.25) 43.32 (15.10)
Depression (PHQ-9) 5.29 (5.78) 3.00 (2.75) 11.77 (1.36) 19.11 (3.60)
Patient-doctor relationship

(PDDRS)
20.09 (7.89) 20.55 (7.79) 17.43 (7.24) 18.58 (8.75)

M, mean; PDDRS, Patient-Doctor Depth-of-Relationship Scale; PHQ-9, Patient Health Questionnaire-9; SD, standard deviation.
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though the depth of the patient-doctor relationship
approached significance.

Subanalyses revealed somewhat different pat-
terns according to categories of depression using
PHQ-9 cutoff scores. Men who scored below the
cutoff for major depressive disorder (�10) rated
their relationship with their family physician more
positively than men with a moderate level of de-
pression, F (2,816) � 6.82; P � .001. Multinomial
regression (see Table 3) regarding the former
group revealed that the strength of the patient-
doctor relationship was a significant predictor of
their hypothetical preference for treating depres-
sion with medication and/or individual psychother-
apy, compared with no treatment or a wait-and-see
approach. These associations were not observed
among men with moderate depression, based on a
PHQ-9 score between 10 and 14. Indeed, no pre-
dictors were significant in this model. Among men
with moderately severe depression (�15), however,
the inclination to choose medication and individual
psychotherapy over no treatment was significantly

related to the depth of their relationship with fam-
ily physician.

Discussion
The present study sought to examine the relation-
ship between men’s experience of primary care—
specifically, the quality of the patient-doctor rela-
tionship—and the hypothetical preference for 1 of
3 active treatment choices for depression, as op-
posed to a wait-and-see/no-treatment option.
Overall, the degree to which men were likely to opt
for pharmacotherapy or individual psychotherapy
(compared with no treatment) was significantly as-
sociated with the depth of their relationship with
their family physician. While the size of this effect
was small, it was significant after controlling for
severity of depressive symptoms as well as several
potentially confounding sociodemographic vari-
ables. This finding underscores the value of the
patient-doctor relationship in potentially facilitat-
ing men’s uptake of active treatment for depres-

Table 2. Results of a Multinomial Logistic Regression Examining Men’s Relationship with Their Family Physician
and Hypothetical Choice of Treatment for Depression; Overall Sample of Men with a Family Physician (n � 819)

Reference: No treatment/wait-and-see (n � 285) OR 95% CI P

Medication, 6 months with possible side effects, (n � 183)
Age 0.98 0.96, 1.00 .08
Employed 1.20 0.63, 2.27 .58
Retired 1.64 0.75, 3.60 .21
Student 2.80 0.78, 10.11 .12
Level of education 0.69 0.41, 1.15 .15
Depressive symptoms 1.06 1.03, 1.10 .001
Patient-doctor depth of relationship 1.06 1.03, 1.09 <.001

Individual psychotherapy (n � 277)
Age 0.98 0.97, 1.00 .06
Employed 1.48 0.81, 2.70 .21
Retired 1.15 0.55, 2.40 .71
Student 4.92 1.54, 15.75 .007
Level of education 1.00 0.61, 1.65 .99
Depressive symptoms 0.98 0.95, 1.02 .42
Patient-doctor depth of relationship 1.04 1.02, 1.07 <.001

Group psychotherapy, (n � 74)
Age 1.01 0.97, 1.03 .98
Employed 0.71 0.31, 1.65 .43
Retired 0.99 0.36, 2.75 .99
Student 2.05 0.33, 12.64 .44
Level of education 0.81 0.40, 1.63 .55
Depressive symptoms 1.01 0.96, 1.06 .78
Patient-doctor depth of relationship 1.03 1.00, 1.07 .09

CI, confidential interval; OR, odds ratio. Bold text indicates statistically significant values.
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sion. Thus, while strategies to mitigate stigma and
adherence to traditional masculinity norms remain
important, attention should be devoted to encour-
aging and facilitating the continuity of men’s en-
gagement in primary care.

One sociodemographic variable emerged as sig-
nificant: being a student. Attention to mental
health among postsecondary students has increas-
ingly come into focus through awareness cam-
paigns, peer support programs, and campus coun-
seling services.16 Men involved in postsecondary
studies may thus feel less stigma about mental
health issues, and may have greater access to
knowledge about the treatment of depression.

Interestingly, further analysis of our sample re-
vealed that the association between the patient-
doctor relationship and treatment preference did
not hold for men with current depression in the
moderate range. This was in contrast to those with-
out major depression and those with more severe

depression. It may be that different mechanisms are
involved in this relationship between these groups.
Nondepressed men may readily imagine opting for
treatment based on trust in their physician, when
they are not facing the actual burden of symptoms
or concerns related to psychotherapy or medication
side effects. For men who are actually depressed,
the connection with their doctor may carry less
weight among a number of factors in their contem-
plation of an active versus wait-and-see approach.
Those with severe depression, however, may espe-
cially rely on a secure and trusting relationship with
their physician as they face potentially greater co-
morbidity and risk, and more complex treatment.
Alternatively, the nonsignificant finding regarding
the patient-doctor relationship among men in the
moderately depressed category could be due to the
relatively small number of men in this category. It
is possible that a smaller effect size—relative to
those with severe depression—of the association

Table 3. Sub-Analyses of Men’s Hypothetical Choice of Treatment for Depression, Multinomial Regression by
Depressive Severity

OR 95% CI P

Severity of depression: None to mild, PHQ-9 � 10 (n � 669)
Reference: No treatment/wait-and-see (n � 242)

Medication, 6 months with possible side effects (n � 130)
Patient-doctor depth of relationship 1.06* 1.03–1.09 <.001

Individual psychotherapy (n � 238)
Patient-doctor depth of relationship 1.04* 1.02–1.07 .001

Group psychotherapy (n � 59)
Patient-doctor depth of relationship 1.02* 0.98–1.06 .27

Severity of depression: moderate, PHQ-9 � 10 (n � 74)
Reference: No treatment/wait-and-see (n � 27)

Medication, 6 months with possible side effects (n � 22)
Patient-doctor depth of relationship 1.02† 0.94–1.11 .63

Individual psychotherapy (n � 18)
Patient-doctor depth of relationship 0.96† 0.88–1.05 .41

Group psychotherapy (n � 7)
Patient-doctor depth of relationship 1.11† 0.97–1.26 .12

Severity of depression: moderately severe, PHQ-9 � 15 (n � 76)
Reference: No treatment/wait-and-see (n � 16)
Medication, 6 months with possible side effects (n � 31)

Patient-doctor depth of relationship 1.13† 1.04–1.24 .005
Individual psychotherapy (n � 21)

Patient-doctor depth of relationship 1.14† 1.04–1.25 .008
Group psychotherapy (n � 8)

Patient-doctor depth of relationship 1.08† 0.97–1.21 .17

CI, confidential interval; OR, odds ratio; PHQ-9, Patient Health Questionnaire-9. Bold text indicates statistically significant values.
*Odds ratios adjusted for age, employment, retirement, student status, and level of education.
†Odds ratios adjusted for age and employment.
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between the patient-doctor relationship and treat-
ment uptake may not have been detected due to
reduced statistical power. Given the simplicity of
our survey and the relatively fewer men in these
severity categories, further research is needed to
examine these possibilities.

While specialized intervention, such as motiva-
tional interviewing, may assist family physicians in
promoting treatment adherence,17 key interperson-
al/relational qualities such as empathy, compassion,
and genuineness can help men to feel accepted,
understood, and encouraged about the prospective
value of treatment. As the authors of a review of
depression in primary care note: “a caring and at-
tentive FP is likely to be highly therapeutic—
hardly a surprise, but worth exploiting in a system-
atic fashion.”3 The depth of the patient-doctor
relationship extends beyond a particular consultation,
encompassing treatment of the “whole patient” and
the total relationship developed between physician
and patient over time.18,19 While maintaining such a
relationship may come naturally to many family phy-
sicians, concerted attention to men’s experience of
the relationship may help to enhance empathy and
address potential “alliance ruptures.” Borrowed
from the psychotherapy literature, alliance rup-
tures—tension or deterioration of the working re-
lationship—can often be repaired through sensitive
inquiry and responsive negotiation.20 Doing so may
contribute to a stronger and deeper patient-doctor
relationship in the long run.

Several limitations to the present study must be
noted. First, the cross-sectional nature of the data
precludes inferences regarding causality and raises
the possibility of shared method variance. The
number of potential confounding variables was also
limited. The scenario of being depressed and con-
templating treatment was hypothetical; we did not
ask which treatment had been selected by men who
were indeed depressed, and the options were pre-
sented in a forced choice format that precluded the
selection of multiple approaches. Men contemplat-
ing actual treatment would likely have more nu-
anced options, and may choose differently com-
pared with a hypothetical scenario. Finally, the
Canadian context of the survey—where universal
health care obviates financial concerns about many
treatments and services (though psychotherapy is
only consistently covered when provided by psychia-
trists)—may not generalize to other countries. These
limitations point to a need for further research con-

cerning men’s connections with their primary-care
providers in the context of their mental health needs.
While more needs to be learned about the nuances of
the patient-doctor relationship among men—partic-
ularly among those who are reluctant to seek help for
mental health problems—the present study provides
support for the quality of this relationship as a vital
element in the battle against men’s depression.

To see this article online, please go to: http://jabfm.org/content/
32/1/13.full.
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