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Background: Men tend to have low rates of treatment uptake for depression. The quality of the relationship 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 conducted among 819 men who indicated having a regular primary care physician.
Results: Two thirds of men with a family physician (n ⴝ 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 ⴝ 183; odds ratio [OR], 1.06; P < .001), and individual psychotherapy (n ⴝ 277; OR, 1.04; P <
.001), compared with a wait-and-see/no treatment approach (n ⴝ 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.)
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One of the obstacles in addressing men’s depression is their low uptake of treatment.1 While reasons vary, traditional masculinity norms have consistently 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
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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 problems.
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 campaigns (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 seeking—men’s direct experience with health care providers remains an important medium for
encouraging treatment. Despite focused efforts to
enhance management of depression in primary
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ORIGINAL RESEARCH

Methods
Participants
A cross-Canada online survey regarding men’s
mental health was conducted in April 2016, involving 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’
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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 options 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 selfreport 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 using the Patient Health Questionnaire-9 (PHQ9),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 version 24 (SPSS, Inc. Chicago, IL). Preliminary analyses, using t-tests and ANCOVA, examined differences between men with and without a family
physician. Subsequent analyses were restricted to
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care, including education to family physicians,
screening/detection strategies, and specialized consultation or collaboration with psychiatry, treatment rates for depression in primary care are less
than optimal.3 While gender-based stigma may account for some of men’s reluctance to accept treatment, other factors such as misinformation or concern 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 difﬁculties. The depth of this relationship, reﬂecting
continuity in care, openness, and sensitivity to the
patient’s needs, might contribute to feelings of acceptance toward mental health concerns and conﬁdence in recommended treatments. While tentative feelings about the primary care experience may
inﬂuence a man’s hesitation regarding active treatment,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 considering 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 patient-doctor relationship.

Results
The majority of respondents (n ⫽ 819; 82%), indicated having a regular family physician for continuing 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 provider, 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 respondents overall and according to PHQ-9 depression
categories.
Overall, two thirds of men with a family physician (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 regression analysis using this latter option as the
reference category. A signiﬁcant positive association was found between men’s perceptions of the
quality of their relationship with their family physician 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 hypothetical preference for group psychotherapy, al-

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

Employed
Retired
Student
Completed post-secondary
education
Age (y)
Depression (PHQ-9)
Patient-doctor relationship
(PDDRS)

Overall, (n ⫽ 819)

PHQ-9 ⬍ 10, (n ⫽ 669)

n (%)
540 (65.9)
209 (25.5)
33 (4)
695 (84.9)

n (%)
449 (67.1)
191 (28.6)
18 (2.7)
573 (85.7)

M (SD)
51.41 (14.38)
5.29 (5.78)
20.09 (7.89)

M (SD)
52.90 (15.00)
3.00 (2.75)
20.55 (7.79)

PHQ-9 10 to 14, (n ⫽ 74)
n (%)
47 (63.5)
5 (6.8)
7 (9.5)
59 (79.7)
M (SD)
46.23 (12.25)
11.77 (1.36)
17.43 (7.24)

PHQ-9 ⱖ 15, (n ⫽ 76)
n (%)
44 (57.9)
13 (17.1)
8 (10.5)
63 (82.9)
M (SD)
43.32 (15.10)
19.11 (3.60)
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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men who indicated having a regular family physician. Descriptive statistics were obtained to characterize 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 education (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 depressive severity.14 Multinomial regressions were repeated for the following PHQ-9 cutoff scores:
none-to-mild depression (⬍10), moderate depression (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 insufﬁcient cell sizes in the moderate and moderately
severe groups.

Reference: No treatment/wait-and-see (n ⫽ 285)
Medication, 6 months with possible side effects, (n ⫽ 183)
Age
Employed
Retired
Student
Level of education
Depressive symptoms
Patient-doctor depth of relationship
Individual psychotherapy (n ⫽ 277)
Age
Employed
Retired
Student
Level of education
Depressive symptoms
Patient-doctor depth of relationship
Group psychotherapy, (n ⫽ 74)
Age
Employed
Retired
Student
Level of education
Depressive symptoms
Patient-doctor depth of relationship

OR

95% CI

P

0.98
1.20
1.64
2.80
0.69
1.06
1.06

0.96, 1.00
0.63, 2.27
0.75, 3.60
0.78, 10.11
0.41, 1.15
1.03, 1.10
1.03, 1.09

.08
.58
.21
.12
.15
.001
<.001

0.98
1.48
1.15
4.92
1.00
0.98
1.04

0.97, 1.00
0.81, 2.70
0.55, 2.40
1.54, 15.75
0.61, 1.65
0.95, 1.02
1.02, 1.07

.06
.21
.71
.007
.99
.42
<.001

1.01
0.71
0.99
2.05
0.81
1.01
1.03

0.97, 1.03
0.31, 1.65
0.36, 2.75
0.33, 12.64
0.40, 1.63
0.96, 1.06
1.00, 1.07

.98
.43
.99
.44
.55
.78
.09

CI, conﬁdential interval; OR, odds ratio. Bold text indicates statistically signiﬁcant values.

though the depth of the patient-doctor relationship
approached signiﬁcance.
Subanalyses revealed somewhat different patterns 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 depression, F (2,816) ⫽ 6.82; P ⫽ .001. Multinomial
regression (see Table 3) regarding the former
group revealed that the strength of the patientdoctor relationship was a signiﬁcant predictor of
their hypothetical preference for treating depression with medication and/or individual psychotherapy, 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 predictors were signiﬁcant in this model. Among men
with moderately severe depression (ⱖ15), however,
the inclination to choose medication and individual
psychotherapy over no treatment was signiﬁcantly
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related to the depth of their relationship with family physician.

Discussion
The present study sought to examine the relationship between men’s experience of primary care—
speciﬁcally, the quality of the patient-doctor relationship—and the hypothetical preference for 1 of
3 active treatment choices for depression, as opposed 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 associated 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 variables. This ﬁnding underscores the value of the
patient-doctor relationship in potentially facilitating men’s uptake of active treatment for depres-

http://www.jabfm.org

J Am Board Fam Med: first published as 10.3122/jabfm.2019.01.170430 on 4 January 2019. Downloaded from http://www.jabfm.org/ on 7 December 2022 by guest. Protected by
copyright.

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 ⴝ 819)

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
Individual psychotherapy (n ⫽ 238)
Patient-doctor depth of relationship
Group psychotherapy (n ⫽ 59)
Patient-doctor depth of relationship
Severity of depression: moderate, PHQ-9 ⱖ 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
Individual psychotherapy (n ⫽ 18)
Patient-doctor depth of relationship
Group psychotherapy (n ⫽ 7)
Patient-doctor depth of relationship
Severity of depression: moderately severe, PHQ-9 ⱖ 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
Individual psychotherapy (n ⫽ 21)
Patient-doctor depth of relationship
Group psychotherapy (n ⫽ 8)
Patient-doctor depth of relationship

OR

95% CI

P

1.06*

1.03–1.09

<.001

1.04*

1.02–1.07

.001

1.02*

0.98–1.06

.27

1.02†

0.94–1.11

.63

0.96†

0.88–1.05

.41

1.11†

0.97–1.26

.12

1.13†

1.04–1.24

.005

1.14†

1.04–1.25

.008

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.

sion. Thus, while strategies to mitigate stigma and
adherence to traditional masculinity norms remain
important, attention should be devoted to encouraging and facilitating the continuity of men’s engagement in primary care.
One sociodemographic variable emerged as signiﬁcant: being a student. Attention to mental
health among postsecondary students has increasingly come into focus through awareness campaigns, peer support programs, and campus counseling 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 revealed that the association between the patientdoctor relationship and treatment preference did
not hold for men with current depression in the
moderate range. This was in contrast to those without major depression and those with more severe
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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 contemplation of an active versus wait-and-see approach.
Those with severe depression, however, may especially rely on a secure and trusting relationship with
their physician as they face potentially greater comorbidity 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
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Table 3. Sub-Analyses of Men’s Hypothetical Choice of Treatment for Depression, Multinomial Regression by
Depressive Severity
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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—particularly 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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