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ABSTRACT 

 

The purpose of this project was to develop a tool for students to seek professional 

help if they were suffering from a Major Depressive Episode (MDE). If depression is left 

untreated, it can affect students‘ academic performance, lead to risky behavior, and put 

students at a greater risk for suicide (Hankin & Abramson, 2001; McGuffie & Low, 

1999). Inspired by recommendation 3.3 from the Principal‘s Commission on Mental 

Health Final Report to improve the health and wellness of students on the Queen‘s 

campus, I sought to identify the major barriers that prevented university students who are 

depressed from seeking professional help. Three major barriers were identified: a lack of 

perceived need to seek professional help; a lack of knowledge of counselling services; 

and perceived stigma. After considering the initiatives of other interventions that have 

attempted to improve professional help-seeking among university students who were 

suffering from an MDE, I created a tool that incorporates three features to improve help-

seeking: self-identification mechanisms; mental health literacy content and 

destigmatization information; and help-seeking source information. I plan to present this 

tool to the Commission on Mental Health to improve the health and wellness of students 

at Queen‘s University.     
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CHAPTER 1: INTRODUCTION 

 

The aim of this project is to create a resource that encourages help-seeking 

behaviour among university students who feel they may be suffering from a major 

depressive episode (MDE). This project is in response to recommendation 3.3 from the 

Queen‘s University‘s Commission on Mental Health (CMH). Section 3.3 of the CMH 

recommends that Queen‘s University create a variety of tools that provide a mechanism 

for students to recognize when they are in difficulty and to provide access routes to care 

(CMH, 2012). In response to this specific recommendation, I have created a tool that 

should help students to recognize when they are suffering from an MDE, while 

referencing the appropriate access routes to care. To create the most effective and 

informed tool, I reviewed literature around depression and help-seeking behaviour among 

university students.  

 

Commission on Mental Health 

  The Commission on Mental Health (CMH) was established by Principal Daniel 

Woolf in September 2011. It was created to assist the university in its ongoing efforts to 

be a proactive and responsive community that promotes the well-being and success of 

every undergraduate, graduate, and professional student from the day they arrive on 

campus through to graduation. The members of the Principal‘s CMH consisted of 

commissioners Lynann Clapham, Roy Jahchan, Jennifer Medves, Ann Tierney, and 

David Walker (Chair). The commission heard from students, faculty, staff, parents, 



2 
 

alumni, mental health professionals, and community members to gather a better 

understanding of how to improve student health and wellness. 

In response to the need for continued attention on student health and wellness, 

including mental health and mental illness, the Commission‘s terms of reference were to: 

1. Consider national and international trends in mental health issues among 

postsecondary-aged students; 

2. Explore best practices for addressing mental health issues on university campuses; 

3.  Examine how the mental health needs of students are currently being addressed 

at Queen‘s; and 

4.  Make recommendations to the Principal on the establishment of a mental health 

strategy that will address:  

 How Queen‘s can promote a healthy, inclusive and supportive 

environment; 

 How Queen‘s can promote mental health awareness on campus and 

provide the required level of support for students facing mental health 

challenges; 

 How Queen‘s can support a campus environment that reduces the risk of 

harm associated with mental health issues; and 

 What resources are required to support the mental health strategy. 

After a year-long process, the Report of the Principal‘s Commission on Mental Health 

was released in November 2012. The commission developed a four-level pyramid to 

house a mental health strategy for Queen‘s. The strategy included: 
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1) Promoting a healthy community and a culture of health and wellness, inclusivity, 

understanding and helpfulness; 

2) Facilitating the inherent transitions and adjustments to university life and 

fostering resilience, coping and other life skills; 

3) Actively encouraging help-seeking and helping behaviours such that students in 

difficulty may receive the assistance, accommodation and treatment they require; 

and 

4) Providing accessible, high-quality health services, both on campus and, as 

appropriate, with tight linkages to the academic, health sciences and community 

sectors. 

Within this four-level mental health strategy, the commission made 58 unique 

recommendations that addressed the aforementioned strategies. The commission, 

however, noted that nearly half of its recommendations were either already in progress or 

complete.  

Interpretation of Recommendation 3.3 from Principal Woolf’s CMH Final Report 

One of the recommendations that the CMH created was to encourage help-

seeking behavior among students. Part of this recommendation included creating tools to 

encourage students to recognize when they themselves were in difficulty. 

Recommendation 3.3 reads: 

The commission recommends the university create a variety of tools that 

provide a mechanism for students to recognize when they are in difficulty 

and provide access routes to care. These tools could be promoted through 

HCDS visits and current communications channels (e.g. websites, e-
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newsletters, posters, Be Well-Do Well outreach and social media) at 

higher stress times of the year. These tools should also be promoted by 

faculty members, staff and peers. 

Though the CMH Final Report uses the word ―difficulty‖ to encompass the 

many ways students could be suffering from poor mental health (anxiety 

disorder, schizophrenia, dissociative disorders, eating disorders, attention-

deficit/hyperactivity disorder, substance use disorders, borderline personality 

disorders, etc.), I focus this project on students who are suffering from a major 

depressive episode (MDE). More specifically, I create a resource that should 

encourage help-seeking behaviour among university students who are exhibiting 

signs of MDE. The tool is expected to enable students to identify when they are 

in difficulty, and find the care and support they require (CMH, 2012).  

 

  



5 
 

CHAPTER 2: LITERATURE REVIEW 

 

Understanding Depression 

Depression is a broad term that is used for several kinds of emotional states. 

Depression can be a transitory mood or emotion experienced at various time by all 

individuals. It can be a clinical symptom associated with a variety of psychiatric 

disorders. Depression is a commonly diagnosed mental illness (Kleinman & Good, 1985). 

For the purposes of this project, depression is understood as defined by the Diagnostic 

and Statistical Manual volume IV (DSM-IV), as that was the version used in the studies 

cited rather than the more recent DSM-V. Depression is typically diagnosed during a 

clinical encounter using the DSM-IV. Although the DSM-IV criteria are useful in 

defining depression, diagnosis requires a patient to initiate a clinic visit and report 

symptoms that trigger the provider‘s recognition for a mental health assessment.  

Major Depressive Disorder (MDD) is characterized by one or more Major 

Depressive Episodes (MDE). An MDE, the most common form of depression among 

adolescents and young adults, is characterized by at least two weeks of depressed mood 

and/or loss of interest in usual activities accompanied by at least four additional 

symptoms of depression (Kennedy, Lam, Cohen, Ravindran, & CANMAT Depression 

Work Group, 2001). These additional symptoms include: significant, unexplained 

fluctuation in weight; insomnia or hypersomnia; psychomotor agitation or retardation; 

fatigue or loss of energy; feelings of worthlessness or excessive inappropriate guilt; 

diminished ability to think or concentrate, or indecisiveness; and recurrent suicidal 
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ideation (see Appendix A). These are symptoms that most closely identify the illness, and 

are the ones most likely to change as a result of treatment. 

Antecedents and consequences of depression on campus 

Major Depression is now recognized as the leading cause of disability worldwide 

(Beck & Alford, 2009). Depression is one of the most common psychiatric disorders, 

with a lifetime prevalence of about 16% (Kessler et al., 2003). Young adults (18–24 

years) are particularly at risk for developing a major depressive disorder (MDD; Patten, 

Stuart, Russell, Maxwell, & Arboleda-Flórez, 2003; Wittchen, Nelson, & Lachner, 1998). 

In many countries, university students now constitute a significant proportion of their age 

group. In general, the health of university students is somewhat poorer than that of their 

peers, especially in regard to emotional disorders (Stewart-Brown et al., 2000). The risk 

of emotional disorders increases as these students are faced with many challenges 

(Bouteyre, Maurel, & Bernaud, 2007). An inability to successfully adjust to university 

life may result in significant psychological, physical, and academic difficulties 

(Daughtery & Lane, 1999). Such pressures can trigger the onset of depressive episodes in 

susceptible students (Birmaher et al., 1996; Hysenbegasi, Hass, & Rowland, 2005).  

First-year students are particularly at risk of depression (Adlaf, Gliksman, Demers, & 

Newton-Taylor, 2001; Cooke, Bewick, Barkham, Bradley, & Audin, 2006). Contributing 

factors may include the degree of adjustment that university life requires, and the 

academic, social, and psychological demands placed on these students, perhaps for the 

first time (Friedlander, Reid, Shupak, & Cribbie, 2007). Being female also increases 

vulnerability because female students are reported to experience higher levels of 

depression (Van de Velde, Bracke, & Levesque, 2010).  
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Factors associated with college student depression include: stressful life events 

and daily hassles (O'Neil & Mingie, 1988; D' Angelo & Wierzbickii, 2003); stress 

reactivity (Felsten, 2002); conflict between work and family (Zamarripa, Wampold, & 

Gregory, 2003); relationship problems (Furr, McConnell, Westefeld, & Jenkins, 2001); 

lack of social support or networks (D'Angelo & Wierzbicki, 2003; O'Neil & Mingie, 

1988); a sense of not belonging (Hagerty & Williams, 1999); fewer friends (Field, Diego, 

& Sanders, 2001); and loneliness (D'Angelo & Wierzbicki, 2003).  

Depression affects students in a variety of ways including academic performance 

(Eisenberg, Gollust, Golberstein, & Hefner, 2007b) by altering memory function and 

other learning processes (Hysenbegasi, Hass, & Rowland, 2005). Students in a depressed 

state lack motivation, which manifests as decreased productivity and missed classes 

(Heiligenstein, Guenther, Hsu, & Herman, 1996). Depressed students are also burdened 

by course work responsibilities and subsequently experience lethargy and fatigue 

(Mikolajczyk, Maxwell, Naydenova, Meier, & Ansari, 2008).  

Students who suffer from depression are also more likely to drink and smoke 

(Cranford, Eisenberg, & Serras, 2009). They do not necessarily drink alcohol more 

heavily than other college students; however, students with depression, especially 

women, are more likely to drink to get drunk and experience problems related to alcohol 

abuse, such as engaging in unsafe sex (Weitzman, 2005). Depression and other mental 

disorders often co-occur with substance abuse (Glantz et al., 2009). 

Depression is a major risk factor for suicide (Garlow et al., 2008). Mood 

disorders, principally major depressive disorder and bipolar disorder, are associated with 

about 60% of suicides (Bertolote, Fleischmann, De Leo, & Wasserman, 2003). Even 
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though the depression experienced by university students is less severe than that reported 

in clinical populations (Garlow et al., 2008), students are more distressed than the general 

population (Adlaf, Gliksman, Demers, & Newton-Taylor, 2001). Depression is the third 

leading cause of death in 15-24 year olds, and the second leading cause of death among 

college students (Hass, Hendin, & Mann, 2003). 

Although depression can affect students‘ academic performance, lead to risky 

behavior, and ultimately be a major risk factor for suicide, subthreshold depressive 

symptoms have additionally been shown to relate to academic and peer difficulties, poor 

psychological functioning, and less energy (Hankin & Abramson, 2001; McGuffie & 

Low, 1999). Regardless of the severity of depression, it is necessary that students 

recognize the symptoms of depression and seek the necessary professional help as soon 

as possible. Since having a depressive episode early in life greatly increases the risk of 

further depressive episodes (Harrington, Fudge, Rutter, Pickles, & Hill, 1990; Kovacs, 

Feinber,  Crouse-Novak, Paulauskas, & Finkelstein, 1984), it is doubly important that 

students seek professional help. Studies have documented the chronic and recurrent 

nature of major depression, with more than half of all patients having another occurrence 

within 2 to 3 years of their first episode (Regier, 1988). Individuals living with depression 

face enormous physical and emotional consequences including social isolation, 

unemployment, and homelessness, which impair family, social, and vocational 

functioning (Herrman, 2001). Although 30% of college students report that, in the last 12 

months they have felt so depressed that it was difficult to function, only 10% of college 

students report having sought care and been diagnosed with depression (American 
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College Health Association [ACHA], 2008). At the same time, rates of college students 

reporting depression have increased 56% in the last 6 years (Hunt & Eisenberg, 2010).  
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Prevalence of Depression 

Prevalence of depression on campus 

Many studies have examined the prevalence of depression on the university 

campus. In their systematic review of 24 research articles, Ibrahim, Kelly, Adams, and 

Glazebrook (2012) explored the prevalence of depression in university students. The 

reported prevalence rates of depression ranged from 10% to 85% with a weighted mean 

prevalence of 30.6%. This wide variation could be influenced by geographical location 

(Steptoe, Tsuda, Tanaka, & Wardle, 2007; Weissman et al., 1996), demographic factors 

such as SES (Kaplan, Shema, & Leite, 2008; Steptoe et al., 2007), or the sensitivity of the 

tools that were used to measure the prevalence of depression (Weissman et al., 1996). 

Although there are many tools that can be used for screening depression (Ibrahim 

et al., 2012), all such tools are based on the Diagnostic and Statistical Manual of Mental 

Disorders (e.g., DSM-V; see Appendix A). However, the following studies screened 

students for depression using similar criteria from the DSM-IV.  

Vazquez and Blanco (2008) studied 554 students between 18 and 34 years who 

were in their 1st, 2nd, 3rd, 4th, and beyond years, from the University of Santiago de 

Compostela (Spain). Data were obtained about socio-demographic and academic 

variables, personal relationships, and depressive symptoms from each participant in a 10- 

to 20-minute interview. The interviewers screened for current and past DSM-IV MDE 

using Munoz‘s Mood Screener. On the basis of the interviews, 8.7% of the sample was 

diagnosed as experiencing an MDE. The prevalence of MDE was 5.3% among men and 

10.4% among women. A slightly higher rate was found in Sweden, where a cross-

sectional study among 342 medical students in Years 1, 3, and 6 revealed that 12.9% of 
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the students showed depressive symptoms in a 2-week period: 16% among female 

students versus 8.1% among males (Dahlin, Joneborg, & Runeson, 2005). Tomoda, Mori, 

Kimura, Takahashi, and Kitamura (2000) studied 116 first-year undergraduate students 

(49 male, 67 female) between the ages of 18 and 23 years from Tokyo Metropolitan 

University (Japan), who had taken the Introductory Psychology course. A structured 

interview was used that could make diagnoses using the DSM-IV; the interviewers in the 

study were a psychologist and three medical students. Of the 116 subjects, 24 (21%) were 

found to have had a Major Depressive Episode (MDE) within the 12 months prior to the 

interview, in accordance with the DSM-IV criteria. Of these, five were males and 19 

were females. Thus the prevalence of MDE was 10.2% among males and 28.4% among 

females. Although all these studies use the DSM-IV as a diagnostic tool for screening 

depression, there is still much variance between the reported prevalence rates of 

depression: 8.7% (Vazquez & Blanco, 2008), 12.9% (Dahlin, Joneborg, & Runeson, 

2005), and 21% (Tomoda et al., 2000).  

Although there are potentially many factors that could explain the variance in the 

reported prevalence rates among university students, a significant one is the time frame 

for which an MDE was screened. Vazquez and Blanco (2008) screened for current and 

past depression; Tomoda et al. (2000) screened for depression in last 12 months leading 

up to the interview; and Dahlin, Joneborg, and Runeson (2005) screened for depressive 

symptoms in the past 2 weeks. For this reason, it is important to consider the time frame 

for which an MDE is screened. 
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Prevalence of depression in Canada 

In Canada, the student-aged population falls into the highest-risk age group for 

mental illnesses (Hallstrom & McClure, 1998; Patten et al., 2006). This age range is also 

the peak developmental period for the onset of most psychiatric disorders, including 

major depression (Patten et al., 2006). However, when the lifetime, annual, and point (30-

day) prevalences are considered, the rates of major depression distribute differently. 

Patten et al. (2006) examined the data collected from The Canadian Community Health 

Survey: Mental Health and Well-Being (CCHS 1.2). The point prevalence (30 day) of 

major depression in the 15-25 year age group was determined to be 1.2%. However, the 

prevalence rate for an MDE increased to 5.0% when depression was screened over the 

previous year, and rose yet again to 8.8% over a lifetime. 

A two-phase procedure was used to estimate the one-year prevalence rate of 

MDD and comorbid Major Anxiety Disorders among first-year university students at a 

small Canadian university. The results of the study indicated that approximately 7% of 

men and 14% of women in their first year met the criteria for MDD. Further, about 13% 

of men and 19% of women met the criteria for a Major Anxiety Disorder (Price, McLeod, 

Gleich, & Hand, 2006). Similarly, in 2009, a survey was administered to six Ontario 

post-secondary institutions by the American College Health Association (ACHA, 2009). 

Approximately 4% of the students had a mental health problem. The survey also 

indicated that at least one point during the year, approximately 30% of students felt so 

depressed that it was difficult for them to function (ACHA, 2009). 

Although no official research has been done at Queen‘s University to determine 

the prevalence of depression among students, data provided by the Department of 
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Psychology over the last eight years among first-year students, enrolled in Psychology 

100, indicated that 7% reported depressive symptoms severe enough to meet criteria for 

MDD (CMH, 2012). More research needs to be done to more clearly understand the 

mental health landscape on the Queen‘s campus. 

Summary 

Mental health is clearly an issue among young adults in Canada. Across the post-

secondary education sector, most institutions, including Queen‘s, are reporting an 

increase in the number of students with mental health concerns. Although there is not a 

significant body of research that supports the one-year prevalence rates of depression in 

university-aged students in Canada, studies seem to indicate that prevalence rates are 

estimated to be around 1 in 20: 5% (Patten et al., 2006); 7% for men and 14% for women 

(Price, McLeod, Gleich, & Hand, 2006); 4% (ACHA, 2009); and 7% (CMH, 2012). More 

importantly, a significant proportion of students – at Queen‘s and across Canada – find 

themselves challenged by stress, distress, and illness to a degree that impairs their 

optimal personal and academic development.  

 

Barriers for seeking help among university students for mental health care 

 Not only is depression prevalent among the university population (ACHA, 2009; 

CMH, 2012; Patten et al., 2006; Price, McLeod, Gleich, & Hand, 2006), but the 

consequences of depression can have both immediate and lasting negative effects on 

students‘ physical and mental health (Cranford, Eisenberg, & Serras, 2009; Eisenberg, 

Gollust, Golberstein, & Hefner, 2007b; Garlow et al., 2008). For this reason, it is 
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necessary that students identify early on if they are suffering from an MDE and that they 

seek the necessary help as soon as possible. 

The percentage of students who may be suffering from an MDE and are seeking 

the necessary help is still relatively low. For example, Eisenberg, Golberstein, and 

Gollust (2007a) reported that only 36% of students who screened positive for major 

depression received either medication or therapy in the past year. In their study of first- 

and second-year medical students, Givens and Tija (2002) found that only 22% of 

students who were depressed were using mental health counselling services. Although 

these studies are not truly indicative of help-seeking behaviour among all university 

students, these low percentages of students seeking professional help for a debilitating 

illness are worrisome. The effects of living with depression, regardless if one is 

diagnosed or undiagnosed, can be detrimental to the health of the student. Therefore, 

students need to seek the necessary help as soon as possible.  

Factors that interfere with students‘ ability to seek help are described in the 

literature as ‗barriers‘. Barriers are theorized constructs that prevent students who may be 

suffering from an MDE from accessing mental health services. Therefore, in the 

following section, I review five studies that sought to understand the barriers that prevent 

university students from accessing mental health services. Of the five studies, only two 

screened students for depression (Eisenberg et al., 2007a; Givens & Tija, 2002). Of the 

remaining three, two studies asked students how they would behave if they were 

suffering with depressive-like symptoms (Boey, 1999; Koydemir, Erel, Yumurtacı, & 

Sahin, 2010), while the other study examined university students‘ views on help-seeking 

around mental health care (Chew-Graham, Rogers, & Yassin, 2003).  
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Studies examining barriers to seeking help for mental health issues among 

university students 

The study by Eisenberg et al. (2007a) investigated help-seeking behaviour and 

access to mental health services within a community-based sample of university students. 

A Web-based survey was sent out to 5021 undergraduate and graduate students at a large, 

Midwestern, public university in the fall of 2005. Students were 18 years old and older 

and were randomly selected from the registrar‘s database of all currently enrolled 

students. Symptoms of depression were measured using the Patient Health Questionnaire-

9 (PHQ-9), a 9-item instrument based on the DSM-IV criteria for a major depressive 

episode over the past 2 weeks. Perceived need for mental health services in the past year 

was measured using the question ―In the past 12 months, did you think you needed help 

for emotional or mental health problems such as feeling sad, blue, anxious or nervous?‖ 

Past-year medication use was measured by asking respondents whether or not they had 

taken any from a list of the most common types of psychotropic medications. Therapy or 

counselling use was assessed by asking students if they had used such services in the past 

year, followed by a question about the number of visits if applicable. Respondents were 

asked about several factors that might be associated with the likelihood of receiving 

mental health services: knowledge about where to go for professional help; knowledge 

about the availability of free counselling offered by the university; having close friends or 

family members who have received mental health services; beliefs about the 

effectiveness of therapy and medication for depression; and insurance coverage for 

mental health. Finally, students were asked to select barriers to mental health service 
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utilization that they had experienced in the past year. A total of 2785 students completed 

the measures in the main survey, yielding a completion rate of 55.5%.  

A variety of factors were related to help-seeking behaviour and access to services. 

First, many students were unaware of or unfamiliar with service options. Second, most 

students with apparent unmet needs for services reported that they believed that 

medication and therapy were only somewhat helpful or not at all helpful on average for 

people of their age with depression. Third, over 90% of students had health insurance, but 

half had no idea if they had insurance coverage for mental health visits, and the majority 

of the rest were not sure. Fourth, current financial circumstances did not seem to be an 

overwhelming factor in access to care, but growing up in a poor family was strongly 

associated with lower service use. Fifth, Asian and Pacific Islander students were less 

likely, and older students were more likely, to perceive a need for and receive services. 

Finally, the most commonly reported reasons for not receiving services included lack of 

perceived need, the belief that stress was normal in school, and a lack of time.  

Similarly, Givens and Tija (2002) sought to determine the level of mental health 

service use by depressed medical students and their reported barriers to use. In the spring 

of 1994, a one-time survey of 194 first- and second-year medical students was conducted 

in the School of Medicine at the University of California. A questionnaire was 

constructed to identify the medical students‘ severity of depression, use of mental health 

services, perceived barriers to use, and demographic data. To measure for symptoms of 

depression, the 13-item Beck Depression Inventory (BDI) was used, a self-reporting 

instrument that correlated with the DSM-III. For the purpose of dichotomous analysis, 

depression was defined as subjects obtaining a score of 8 or higher, a score designated by 
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the BDI to correlate with moderate or severe depressive symptoms. Of the 280 students 

who were in the target population, 209 students were in attendance. A total of 194 of the 

209 students returned the questionnaires.  

Of the 194 students who responded, 46 (24%) had BDI sores of 8 or higher, 

indicating the presence of moderate to severe depressive symptoms. Only 10 (22%) of the 

46 depressed students had used mental health services. Of the 46 medical students who 

screened for depression, the most commonly cited barrier for not seeking services was 

lack of time. Other significant barriers to seeking treatment included the lack of 

confidentiality, the stigma of mental health care, and fear of documentation.  

Although I have included this study because it was one of the few studies that 

investigated the barriers to use of mental health services among university students while 

also screening them for depression, I was reluctant to do so because of the study‘s poor 

design. The study failed to measure any statistical differences between the barriers of use 

the non-depressed medical students faced compared to the barriers of use students who 

screened positively for depression faced. Furthermore, this study did not measure barriers 

of use against other factors including race, age, or gender. Nevertheless, I have included 

this study because its aim was to identify the barriers to use of mental health services 

among university students with depression, a key topic of my project. 

In another study, Boey (1999) examined the relationship between attribution of 

psychiatric illness and tendency to use mental health services among university students. 

The samples of undergraduate students were from two universities of relatively high 

academic status and were classified as typical key universities by the Education Ministry 

of China. Students were enrolled in a common elective course of general psychology or 
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social psychology. Of the 506 students enrolled in the courses, 494 (97.6%) participated 

in the questionnaire survey. The final sample consisted of 466 students, yielding a 

completion rate of 94.3%. The age of participants ranged from 18 to 24 years old. The 

questionnaire was designed to collect data on subjects‘ help-seeking patterns with respect 

to 15 different problem areas. In each of the 15 problem areas, subjects were asked to 

indicate if they encountered the problems, and whether they would have preferred to 

resolve it on their own, through seeking help from others, or both. An item on whether or 

not subjects would seek help from various mental health services if they had severe 

psychological disturbance was added.  

The majority of the subjects, both male and female, would prefer to resolve an 

anxiety or depressive mood problem on their rather than seeking help. If students could 

not solve their problems on their own, over 80% of the students indicated that they would 

first approach parents or friends if they were suffering from anxiety or depression. 

However, when suffering from severe psychological distress, 32% of them would first go 

see a counsellor, psychologist, or psychiatrist. The overall result of this study confirmed 

that university students preferred to seek help from an informal social network to formal 

mental health services. Analysis of subjects‘ unwillingness to seek psychiatric 

consultation showed that less than one-tenth of the subjects were affected by stigma, 

shame, or face-losing associated with psychiatric consultation. One of the major reasons 

for not seeking psychiatric consultation was that subjects considered their problems as 

not serious enough to warrant consultation or they could resolve their distress on their 

own. However, if they did experience severe psychological disturbance, 40% of the 
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subjects would use hotline counselling services, while on the average, only 8% of the 

students would make psychiatric consultations. 

  Koydemir et al. (2010) sought to understand the needs of Turkish university 

students related to adjustment to university, the sources from which they sought help, and 

their attitudes about and barriers to psychological help-seeking. The participants in this 

study were undergraduate students enrolled in a 4-year program in Turkish university 

settings. Using purposeful sampling, participants were selected from three Turkish 

universities in Istanbul, the biggest and most urbanized city of Turkey. As a result, 15 

students were interviewed (9 females, 6 males). The age of the participants ranged from 

20 to 24. With the aim of gathering information about problems, help-seeking attitudes, 

and perceptions about counselling, an interview protocol was developed. The final 

product included nine open-ended questions that requested students to indicate the 

challenges they faced upon entering the university and also at the time of the interview, 

methods of dealing with problems, the sources from which they sought help, their 

perceptions and beliefs about help-seeking, the situations that would prompt them to seek 

help from a professional, their willingness to disclose to a counsellor, and general 

community beliefs about counselling and help-seeking.  

Analysis of the interview transcripts resulted in seven domains. A variety of 

categories and subcategories related to these domains was identified. Perceiving one‘s 

problems as manageable and having an unwillingness to disclose oneself to others were 

among the barriers to help-seeking. Students were unwilling to seek help from a 

professional unless the problem seemed crucial. Students generally sought out help from 

friends and parents. In terms of barriers to help-seeking within the community at large, 
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people in the community seemed uninformed about services and the roles of counsellors, 

and that there were still rigid cultural schemas and stigma attached to mental health. Fear 

of losing face, looking weak, and being rejected were aspects of stigma about 

psychological help-seeking, according to the respondents. 

  Chew-Graham et al. (2003) explored the attitudes of medical students and 

examined their views on help-seeking. Medical students at the University of Manchester 

were invited to participate in the summer of 2002. Sampling was purposive from medical 

students in Years 3-5. All students approached by the researcher agreed to participate. 

Twenty-two semi-structured interviews lasting 20-40 minutes were conducted. Four 

themes emerged from analysis of the interviews: transitional stresses, help-seeking 

behaviour, barriers to help seeking, and coping strategies. With regards to help-seeking 

behaviour, respondents all reported that, should adverse situations arise, they would 

prefer to seek help and support from their family and friends rather than use any of the 

services provided for them by the university. This was also a preferred coping strategy. 

As for barriers to help-seeking, the perceived stigma associated with ‗stress‘ or ‗mental 

illness‘ was the major barrier to students seeking help at the times of stress or distress. 

Other barriers included fears about confidentiality, and concern about seeming weak or 

feeling embarrassed or ashamed. Students had limited knowledge of existing support 

services, both within the Medical School and university and outside.  

Common themes across studies 

  These five studies examined help-seeking attitudes and beliefs among university 

students and identified barriers that prevented university students from accessing mental 

health care services. All of these studies have limitations and/or considerations. However, 
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together these studies may help in identifying the significant barriers university students 

face when seeking the necessary help for the proper mental health care, specifically 

around depression. Three common barriers emerged from these studies. These barriers 

included lack of perceived need for mental health use, lack of knowledge about 

counselling services, and stigma associated with help-seeking.  

 University aged students generally did not perceive the need to seek mental health 

care (Eisenberg et al, 2007a). Overall, they considered their problems manageable 

(Koydemir et al., 2010) or did not think their problems were serious enough (Boey, 

1999). Of the studies that screened students for depression, students who screened 

positively for depression generally had not sought counselling (Eisenberg et al., 2007a; 

Givens & Tija, 2002). Although these two studies were able to identify students with 

depressive symptoms, neither study indicated whether or not the subjects who screened 

positively for depression knew they were suffering from depression.  

In any case, students who suffered from depression-like symptoms generally 

preferred to seek help from family or friends over mental health services (Boey, 1999; 

Chew-Graham et al., 2003; Koydemir et al., 2010). However, if students really felt they 

were suffering from severe psychological distress, they would be more likely to seek 

professional help (Boey, 1999; Koydemir et al., 2010). This pattern of help-seeking 

behaviour seems to indicate that the perceived need to access mental health care shifts 

from students solving problems on their own, to seeking help from family and friends, to 

seeking professional help as students view their mental health problems as less and less 

manageable.  



22 
 

 A second barrier that emerged from the literature was that university students 

were generally unaware of counselling services (Chew-Graham et al., 2003; Eisenberg et 

al., 2007a; Koydemir et al., 2010). Students did not know where to go to receive help 

(Eisenberg et al., 2007a), were unaware of the roles of counsellors (Koydemir et al., 

2010), or were simply not aware that they had health insurance coverage through the 

school (Eisenberg et al., 2007a). In fact, even those students who knew they had health 

insurance were still unaware of what their insurance covered, including visits to 

counselling services (Eisenberg et al., 2007a). 

 It was suggested that one of the reasons students were unaware of counselling 

services was because there was a deficiency in publicizing them (Chew-Graham et al., 

2003). These findings suggest that educational and awareness campaigns might be 

especially effective for reducing unmet needs for mental health services (Eisenberg et al., 

2007a). Such campaigns could address the fact that many students do not know about 

availability, potential effectiveness, and insurance coverage of their options. 

 It was also suggested that students were unaware of counselling services because 

students would not seek professional help anyways (Chew-Graham et al., 2003). This is 

an unusual reason but significant nonetheless – that students would choose not to learn 

more about mental health services. Perhaps since students had a preference for seeking 

help from family and friends (Boey, 1999; Chew-Graham et al., 2003; Koydemir et al., 

2010), they did not see the value in learning of other avenues of help, namely mental 

health care. However, this reluctance to even search out possibilities of service 

availability suggests that there is another barrier involved in help-seeking, such as stigma. 
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 A third barrier associated with receiving mental health care was the perceived 

stigma associated with the practice (Chew-Graham et al., 2003; Givens & Tija, 2002; 

Koydemir et al., 2010). Perceived stigma refers to the belief that other people hold 

stigmatizing ideas about a certain practice. Sufferers may be concerned about the 

responses of the professionals from whom they seek help, the responses of other people 

who are aware of the help-seeking, or both. Therefore, it might be expected that help-

seeking would be inhibited if other members of the community were perceived to hold 

negative attitudes to help-seeking (Barney, Griffiths, Jorm, & Christensen, 2006).  

  The review of the literature seemed to identify students‘ concerns both towards 

the responses of the professionals and those who would learn of their help-seeking. 

Subjects felt that, if they were to seek mental health care, others would perceive them as 

weak (Chew-Graham et al., 2003; Koydemir et al., 2010). Students additionally feared 

being rejected by their peers and being labeled as ‗mad‘ or ‗sick‘. Because students did 

not want to be labelled as such, they would refrain from accessing mental health care 

services. Medical students considered potential lack of confidentiality between them and 

the professionals as a significant barrier (Chew-Graham et al., 2003; Givens & Tija, 

2002). They feared that, if other doctors learned of their need for mental health care, their 

careers as doctors would be jeopardized.  

 

Help-Seeking Interventions 

Interventions have been introduced in the young adult population to improve 

help-seeking measures. These measures include help-seeking attitudes, intentions, and 

ultimately, behaviour. Randomized control trials (RCTs) are the best research method 
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available to account for the effect of participating in a research trial and the lapse of time. 

In all, RCT studies were located that aimed to improve help-seeking measures for 

depression among young adults. 

Costin et al. (2009) sought to evaluate a brief depression information intervention 

using health e-cards. Health e-cards are personal e-mails containing a link to depression 

information presented on a Web page. A randomized controlled trial was carried out with 

348 19- to 24-year olds drawn from a rural community in Australia. Participants were 

randomized to receive one of three conditions, all of which delivered a short series of 

health e-cards. Two active conditions (a basic and an enhanced) involved the delivery of 

depression information, and one control arm (control) delivered information about 

general health issues. Participants in the basic intervention received: information on the 

symptoms of depression; a vignette describing a young man‘s experience of depression; 

where to find evidence-based information about depression and its treatment on the 

Internet; prevalence rates for depression among 18- to 24-year olds; encouragement to 

consult with a health professional if feeling depressed; and information about GPs, 

counsellors, clinical psychologists, and psychiatrists, including who they are, treatments 

they provide, and how to locate them. Participants in the enhanced intervention received 

further depression information health e-cards. In addition to the information provided in 

the basic intervention, these participants received information on facts about depression 

and help seeking, what to expect at an initial consultation with each health professional, 

and practical tips about making contact with health professionals and asking for help. 

Participants in the control condition received health e-cards containing information on 

health issues not directly related to depression but still relevant to young adults. Each 
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week for 3 weeks, participants received an automated e-mail from the project 

coordinator. 

The primary outcome was the proportion of participants who reported at post-

intervention that they had sought help for feelings of depression from a formal source 

(GP or mental health professional) in the preceeding 6 weeks, assessed with the Actual 

Help-Seeking Questionnaire (AHSQ). Secondary outcomes were also collected at 

baseline. These included intentions to seek help, measured using the General Help-

Seeking Questionnaire (GHSQ), beliefs about help-seeking, beliefs about the efficacy of 

formal help sources, beliefs about the efficacy of treatments, and ability to recognize 

depression. 

This study found no significant differences between the two depression 

information interventions. Neither of these interventions was more effective than the 

control condition in increasing formal help-seeking behaviour or intentions, or in 

improving beliefs about depression treatments, recognition of depression, or knowledge 

of the help-seeking process. Personalized emails concerning depression did not work in 

improving help-seeking behaviour, intentions, or beliefs. However, the interventions 

were associated with more positive beliefs about formal help sources. 

 In a Taiwanese study, Han, Chen, Hwang, and Wei (2006) aimed to explore the 

effects of changing attribution of depression on help-seeking willingness. The authors 

used biological health education to increase people‘s attributions of depression to 

biological factors and destigmatization education to decrease blaming and negative 

appraisals of depression. In their review of the literature, the authors found that college 

students who had the tendency to attribute depression to genetic and biochemical factors 



26 
 

were generally more willing to seek professional help, while the tendency to attribute 

depression to one‘s own fault or responsibility was linked to decreased likelihood to seek 

professional help.  

Increasing the belief of biological attribution enhanced the willingness to seek 

help, but decreasing the blameworthy attitude towards depression did not. Although 

destigmatization education decreased people‘s negative attitude towards depressed 

people, it was not enough to lead people to adopt a new attribution of depression, thus 

increasing their willingness to seek professional help. On the other hand, biological 

education not only increased biological attribution of depression, but also increased 

people‘s willingness to seek help. 

Sharp, Hargrove, Johnson, and Deal (2006) examined whether or not a brief 

mental health education program might increase college students‘ knowledge about 

mental disorders and their treatment, focusing specifically on the recognition, 

management, and prevention of mental illness. More specifically, this study attempted to 

determine if college students exposed to a classroom-based mental health intervention 

would experience an increase in help-seeking attitudes and positive expectations about 

psychotherapy and report more accurate opinions about mental health illness compared to 

control participants.  

The findings from this study suggest that a mental health education program may 

improve attitudes toward seeking professional help, as well as modify some opinions 

about mental illness. Participants in the classroom condition experienced increases in 

Attitudes Toward Seeking Professional Psychological Help Scale–Short Form 

(ATSPPHS-SF) post-intervention scores that were significantly greater than the increases 
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observed in the control condition. These changes lasted up to 1 month after participating 

in the intervention. In addition, participants in the classroom condition experienced a 

significant decrease in the view that the mentally ill were dangerous and should be 

controlled. This result suggests that the intervention was successful in addressing some 

important aspects of the stigma associated with mental illness, such as fear and distrust. 

However, students who received the intervention did not report higher levels of help-

seeking behaviour in comparison to controls. 

In the final RCT located on this topic, Gulliver and colleagues (2012a) examined 

the effects of three brief Internet-based interventions designed to increase help-seeking 

attitudes, intentions, and behaviour in elite athletes. The mental health literacy and 

destigmatization interventions consisted of increasing the participants‘ awareness of 

depression, incorporating messages designed to decrease stigma to facilitate the 

expression depression, and providing a list of help-seeking sources to assist with the 

identification of appropriate resources. Participants were informed about the prevalence 

and risk of mental disorders; disability and symptoms of depression; a matrix of 

evidence-based treatments demonstrating the most effective treatments for depression; 

detailed information about the two most effective depression treatments—antidepressants 

and cognitive behavioral therapy; a consideration of four myths about depression aimed 

specifically at reducing stigma; and help-seeking sources. The second intervention 

provided feedback about depressive symptoms. Participants were explicitly provided with 

information about their levels of depressive symptoms relative to other individuals of a 

similar age. This intervention also provided information about help-seeking sources. The 

third intervention was a help-seeking list intervention. This intervention consisted of a list 
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of help-seeking resources to determine whether or not providing this information alone 

was sufficient to encourage the participants to seek help. The control condition, where 

participants received no intervention, was introduced to control for the effect of 

participating in a research trial and the lapse of time. 

The primary outcome measures were help-seeking attitudes, intentions, and 

behaviours. Attitudes were measured by the Attitudes Toward Seeking Professional 

Help-Short Form (ATSPPH-SF); help-seeking intentions were assessed using the General 

Help-Seeking Questionnaire (GHSQ); and help-seeking behaviour was measured using 

the Actual Help-Seeking Questionnaire (AHSQ). Help-seeking behaviour from a formal 

source was measured 3 weeks after the beginning of the intervention. Secondary 

outcomes were mental health literacy and stigma. Literacy around depression was 

assessed using the Depression Literacy questionnaire (D-Lit), while personal stigma 

toward depression was measured using the Depression Stigma Scale (DSS). Participants 

completed the ATSPPHS-SF, GHSQ, AHSQ, D-Lit, and DSS on three different 

occasions: before they were divided into the four groups (pre-intervention), two weeks 

after the study (post-intervention), and 3 months after the intervention (3-month follow-

up). Of the 43 study participants from the intervention conditions, 41 (95%) visited at 

least 1 week‘s online program, 35 (81%) visited both weeks‘ online program, and 2 (5%) 

visited neither. The intervention condition had no effect on the number of online 

programs visited.  

As for the primary interventions effects, none of the interventions was efficacious 

in improving mental health help-seeking attitudes, intentions, or behaviour relative to the 

control condition, even after 3 months. However, as for the secondary intervention 
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effects, the mental health literacy/destigmatization led to improved depression literacy 

relative to control, an effect that was maintained at the 3-month follow-up. Furthermore, 

the study found that the mental health literacy/destigmatization intervention decreased 

stigmatizing attitudes towards depression, but these effects were no longer evident at the 

3-month follow-up. 

Summary of help-seeking interventions 

All four RCT studies that introduced interventions in a young adult population to 

improve help-seeking measures around depression had different strategies. Costin et al. 

(2009) used depression information eHealth cards to improve professional help-seeking; 

Han et al. (2006) used psychoeducation to improve help-seeking willingness; Sharp et al. 

(2006) introduced an education program to increase help-seeking attitudes while Gulliver 

et al. (2012a) used an Internet-based self-help program to increase help-seeking attitudes, 

intentions, and behaviour. 

Across the four studies, there were nine intervention conditions. Most of these 

intervention conditions involved several components. All studies included a component 

of information targeting mental health literacy as part of their content (Costin et al., 2009; 

Gulliver et al., 2012a; Han et al., 2006, & Sharp et al., 2006). Other approaches included 

destigmatization information (Gulliver et al., 2012; Han et al., 2006; Sharp et al., 2006), 

providing help-seeking source information (Costin et al., 2009; Gulliver et al., 2012a; 

Sharp et al., 2006), and personalised feedback about the individual‘s symptoms (Gulliver 

et al., 2012a).  

Three of the four studies measured help-seeking behaviour (Costin et al., 2009; 

Gulliver et al., 2012a; Sharp et al., 2006). However, none of the studies found that the 
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intervention strategy, compared to that of the control, improved help-seeking behaviour. 

Help-seeking behaviour was measured 2 weeks (Gulliver et al., 2012a), 4 weeks (Sharp et 

al., 2006), 6 weeks (Costin et al., 2009), and 3 months (Gulliver et al., 2012a) after the 

intervention. Yet there was no indication that participants in the interventions were more 

likely to seek professional help than those who were in the control groups. Two of the 

studies also measured help-seeking intentions. Similarly, neither of these interventions 

was efficacious in improving help-seeking intentions (Costin et al., 2009; Gulliver et al., 

2012a).  

The lack of change in these studies may have been due to small sample sizes, mild 

mental health problems rather than severe symptoms (Gulliver et al., 2012a), or the fact 

that participants had previously sought help or were currently in treatment (Costin et al., 

2009). The Costin et al. (2009) and Gulliver et al. (2012a) studies included a 

comprehensive list of limitations: small sample size (Costin et al., 2009; Gulliver et al., 

2012a) resulting in insufficient power to detect a change (Costin et al., 2009; Gulliver et 

al., 2012a); a self-selected sample, not representative and possibly biased (Costin et al., 

2009; Gulliver et al., 2012a); majority of participants were female (Gulliver et al., 

2012a); and insufficient length of follow-up time points (Costin et al., 2009). Regardless, 

the interventions did not improve help-seeking behaviour for depression.  

All four studies measured attitudes around help-seeking for depression, including 

beliefs around help-seeking (Costin et al., 2009) as well as willingness to seek help (Han 

et al., 2006). Three of the four studies indicated that the interventions were able to 

improve help-seeking attitudes (Costin et al., 2009; Han et al., 2006; Sharp et al., 2006). 

However, one of these studies also presented participants with information regarding 
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other common psychological disorders including anxiety and substance abuse (Sharp et 

al., 2006). Therefore, there is no indication as to whether the participants‘ improved 

attitudes to seeking professional help were related to seeking help for depression or other 

psychological disorders. Gulliver et al. (2012a) measured help-seeking attitudes for 

depression. However, none of the three internet-based interventions in this study 

improved help-seeking attitudes.  

Two of the three interventions delivering help-seeking source information 

reported a significant improvement in help-seeking attitudes among the intervention 

group compared with the control at post-test (Costin et al., 2009; Sharp et al., 2006), 

while, for the other intervention, it did not (Gulliver et al., 2012a). Of the three 

interventions that delivered destigmatisation information, help-seeking attitudes 

improved for only one of them (Sharp et al., 2006), while for the other two it did not 

(Gulliver et al., 2012a; Han et al., 2006). Only one intervention aimed at increasing 

biological attribution of depression by providing information to the participants about the 

physiological aspects of depression including genes, neurotransmitters, and endocrine 

systems (Han et al., 2006). This intervention increased willingness to seek help for 

depression. 

Three of the studies measured perceived stigma, that is, the extent to which 

participants blamed the depressed people for their mental illness (Gulliver et al., 2012a; 

Han et al., 2006; Sharp et al., 2006). The three studies used different tools to measure this 

outcome. Perceived stigma was measured using the PBS (Han et al., 2006), the OMI 

(Sharp et al., 2006), and DSS (Gulliver et al., 2012a). All three interventions found that 

introducing destigmatizing information decreased participants‘ perceived stigma. 



32 
 

Although Gulliver and colleagues introduced three Internet-based interventions, the 

mental health literacy/destigmatisation intervention showed the most significant 

reduction in stigma around depression (Gulliver et al., 2012a). This intervention included 

four myths about depression aimed specifically at reducing stigma. Similarly, the 

classroom presentation approach improved participants‘ opinions about mental illness 

(Sharp et al., 2006). Part of this intervention included modifying mental health stigma 

and normalizing mental illness by presenting participants with information regarding the 

prevalence rates, signs and symptoms, and possible etiologies of mental illness. Finally, 

the psychoeducation intervention that aimed to reduce the psychological blameworthy 

attitude toward depressed people was effective in decreasing people‘s negative attitudes 

towards depressed people (Han et al., 2006). These improvements were not enough to 

persuade participants to increase their willingness to seek professional help themselves. 

 

Summary 

 Major Depression is now recognized as the leading cause of disability worldwide 

(Beck & Alford, 2009). Young adults (18–24 years) are particularly at risk for developing 

an MDD (Patten, Stuart, Russell, Maxwell, & Arboleda-Flórez, 2003; Wittchen, Nelson, 

& Lachner, 1998). For young adults who attend university, the risk of emotional 

disorders increases as they are met with academic, physical, and social challenges 

(Bouteyre, Maurel, & Bernaud, 2007). Such pressures can trigger the onset of depressive 

episodes in susceptible students (Birmaher et al., 1996; Hysenbegasi, Hass, & Rowland, 

2005). Students who suffer from depression may experience a decrease in academic 

performance (Eisenberg, Gollust, Golberstein, & Hefner, 2007b), are more likely to 
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engage in risky behaviour through drinking (Cranford, Eisenberg, & Serras, 2009), and 

are at a major risk for suicide (Garlow et al., 2008). Since having a depressive episode 

early in life greatly increases the risk of further depressive episodes (Harrington, Fudge, 

Rutter, Pickles, & Hill, 1990; Kovacs et al., 1984) it is important that students seek 

professional help early. It is estimated that the one-year prevalence rates of depression in 

Canadian university students is between 4% and 14% (ACHA, 2009; CMH, 2012; Patten 

et al., 2006; Price, McLeod, Gleich, & Hand, 2006). Yet the percentage of students who 

may be suffering from an MDE and are seeking professional help is still relatively low 

(ACHA, 2008; Eisenberg, Golberstein, & Gollust, 2007a; Givens & Tija, 2002).  

  Therefore, I attempted to identify the significant barriers that prevented university 

students from accessing mental health services. In my review of the literature, I identified 

three major barriers students who may be suffering from depression face. First, 

university-aged students do not perceive the need to seek mental health care (Eisenberg, 

Golberstein, & Gollust, 2007a). Students consider their problems manageable (Koydemir 

et al., 2010) or think that their problems are not serious enough (Boey, 1999). Second, 

university students are generally unaware of counselling services (Chew-Graham et al., 

2003; Eisenberg et al., 2007a; Koydemir et al., 2010). Students do not know where to go 

to receive help (Eisenberg et al., 2007a), are unaware of the roles of counsellors 

(Koydemir et al., 2010), or are simply not aware that they have health insurance coverage 

through the school (Eisenberg et al., 2007a). Third, there is a perceived stigma associated 

with seeking professional help (Chew-Graham et al., 2003; Givens & Tija, 2002; 

Koydemir et al., 2010). 
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  Subsequently, I identified effective practices from various interventions that 

aimed to improve some aspect of help-seeking, specifically help-seeking behaviour. 

Although the strategy of the interventions varied, many of the studies shared similar 

components to improve help-seeking measures. These interventions incorporated mental 

health literacy information (Costin et al. 2009; Gulliver et al., 2012a; Han et al., 2006; 

Sharp et al., 2006), destigmatization information (Gulliver et al., 2012a; Han et al., 2006; 

Sharp et al., 2006), help-seeking source information (Costin et al. 2009; Gulliver et al., 

2012a; Sharp et al., 2006), and personalised feedback about the individual‘s symptoms 

(Gulliver et al., 2012a). However, the interventions were not effective in improving help-

seeking behaviour among university students (Costin et al., 2009; Gulliver et al., 2012a; 

Sharp et al., 2006). The particular components of the interventions were effective in 

improving help-seeking attitudes (Costin et al.; Han et al.; Sharp et al.) as well as in 

decreasing perceived stigma (Gulliver et al., 2012a; Han et al., 2006; Sharp et al., 2006). 

 Overall, the present findings provide some evidence that mental health literacy 

interventions targeting depression can be effective in increasing help-seeking attitudes, 

although very little is known about what interventions increase help-seeking behaviour 

(Gulliver, Griffiths, Christensen, & Brewer, 2012b). Further research underpinned by 

models of help-seeking that facilitate the design of interventions are required if the 

substantial health problems associated with depression are to be addressed. Help-seeking, 

in its simplest form, is composed of two stages: perceiving a need for care and then 

acting on that perception by accessing services (Mechanic, 1966; Rosenstock, 1966; as 

cited in Eisenberg et al., 2007a). The help-seeking process, as conceptualized by 

Rickwood and colleagues (Rickwood, Deane, Wilson, & Ciarocchi, 2005), however, 
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proposes a four-stage model. The process begins with the individual becoming aware of a 

problem, then expressing the problem to others, followed by identifying appropriate and 

accessible sources of help, and then seeking out a health professional and disclosing his 

or her problems. However, it is not clear which of or how many of these stages are 

critical to encourage professional help-seeking. Furthermore, none of the above models 

or theories is universally agreed upon in the help-seeking field. 

  Despite this lack of a common framework, research investigating the nature and 

extent of help-seeking has tended to examine three broad aspects of help-seeking: 

attitudes towards help-seeking including beliefs or willingness to seek help; help-seeking 

intentions; and actual help-seeking behaviour. Since there is evidence that attitudes and 

intentions can predict behaviour (ten Have et al., 2010), there is a possibility that 

improving these two aspects could be beneficial, in addition to targeting help-seeking 

behaviour. Accordingly, much of the intervention research on help-seeking has focused 

on improving help-seeking attitudes and intentions, with the aim of producing 

behavioural change, as well as targeting the behaviour itself. Consistent with the broad 

theoretical frameworks outlined above, the interventions have incorporated a range of 

content types, often in combination: mental health literacy defined as ―knowledge and 

beliefs about mental disorders which aid their recognition, management or prevention‖ 

(Jorm et al., 1997, p. 8); destigmatisation, which refers to the reduction of stigma 

surrounding mental disorders (Corrigan & Watson, 2010) often involving personal 

contact with consumers of mental health services (Rickwood, Cavanagh, Curtis, & 

Sakrouge, 2004); providing help-seeking source information about how and where to find 

potential providers of help (Walters, Fisher, & Tylee, 2007); and personalised feedback 
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(Christensen, Leach, Barney, Mackinnon, & Griffiths, 2006) about the individual‘s 

symptoms with the aim of prompting help-seeking in those with higher symptom levels. 

Revisiting Recommendation 3.3 from Principal Woolf’s CMH Final Report 

  Recommendation 3.3 from Principal‘s Woolf CMH Final Report states the 

university should ―create a variety of tools that provide a mechanism for students to 

recognize when they are in difficulty and provide access routes to care‖ to improve help-

seeking. For the purpose of this project, I have interpreted this recommendation through 

the lens of a student who may be suffering from an MDE. Thus the recommendation 

could be re-read as the “university create a variety of tools that provide a mechanism for 

students to recognize when they are [depressed] and provide access routes to care.‖  

  My research indicates that tools that aim at improving help-seeking through 

mental health literacy, reducing stigma, providing help-seeking source information, as 

well as providing personalized feedback, do not directly improve help-seeking behaviour 

among students who may be suffering from an MDE (Costin et al., 2009; Gulliver et al., 

2012a; Sharp et al., 2006). If so, this pattern of findings is problematic given that the 

ultimate goal of any mental health promotion strategy is to increase participants‘ 

utilization of mental health services, i.e., improving help-seeking behaviour (Sharp, 

Hargrove, Johnson, & Deal, 2006). Nevertheless, the aforementioned interventions are 

able to, in various capacities, improve attitudes towards help-seeking (Costin et al., 2009; 

Gulliver et al., 2012a; Han et al., 2006; Sharp et al., 2006) as well as decrease perceived 

stigma (Gulliver et al., 2012a; Han et al., 2006; Sharp et al., 2006). These findings are 

noteworthy since perceived stigma is one of the major barriers preventing students with 

depression from seeking help (Chew-Graham et al., 2003; Givens & Tija, 2002; 
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Koydemir et al., 2010). Another major barrier preventing students from seeking 

professional help is that they are uninformed about counselling services and the supports 

that they offer (Chew-Graham et al., 2003; Eisenberg et al., 2007a; Koydemir et al., 

2010). However, providing students with help-seeking source information may improve 

attitudes towards help seeking (Costin et al., 2009; Sharp et al., 2006). 

 

Response to Recommendation 3.3 from Principal Woolf’s CMH Final Report 

  In response to Recommendation 3.3, I would like to create a tool that could be 

accessed by Queens‘ University students who may be suffering from a MDE. This tool 

would incorporate a variety of interventions to improve help-seeking from both formal 

and informal sources of help. The interventions to be incorporated in this tool would 

attempt to minimize the barriers that depressed university students might face while 

integrating effective help-seeking strategies. 

Self-identification mechanisms 

  University aged students do not perceive the need to seek mental health care 

(Eisenberg et al, 2007a) because they believe their problems to be manageable 

(Koydemir et al., 2010) and not serious enough (Boey, 1999). However, if self-

identification mechanisms were introduced to students, it would be expected that help-

seeking would improve if the individual were symptomatic and therefore had a perceived 

need to seek help (Andersen, 1995; as cited in Gulliver et al., 2012b).  

  For this reason, I would like to incorporate two mechanisms that would perhaps 

improve students‘ perception to seeking professional help if they suspected they had 

depression. The first would be a vignette describing a young adult suffering from major 
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depression. This vignette would allow students to perhaps identify with the character‘s 

thoughts and emotions. Students‘ level of perception for professional help might increase 

if they were able to screen themselves for depression or capable of recognizing if they 

were suffering from depressive-like symptoms by reading through a vignette. Faced then 

with the knowledge that they might be at risk of suffering from an MDE, students might 

recognize their need to seek professional help sooner rather than later. Once students 

recognized their need for professional help, perhaps this realization might also diminish 

the barrier of having a ―lack of time‖ for accessing mental health services (Eisenberg et 

al., 2007a; Givens & Tija, 2002). 

The second mechanism that I would like to introduce would be a self-rating 

depression questionnaire. Clinicians, psychologist, and doctors are only some of the 

medical professionals who are qualified to diagnose a person with an MDE. However, a 

self-rating depression questionnaire allows students to calculate their score based on 

severity of symptoms in the last two weeks. This score would perhaps arouse a student‘s 

curiosity to seek a professional consultation. The respective professional would then be 

able to diagnose the student to see whether he or she: a) is not suffering an MDE; b) may 

have a mild depression; c) may have moderate depression; or d) may have a severe 

depression.  

Mental health literacy content and destigmatization information  

Students who suffer from depression do not seek professional help because of 

perceived stigma (Chew-Graham et al., 2003; Givens & Tija, 2002; Koydemir et al., 

2010). It is the case that introducing mental health literacy and destigmatizing content 
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decreases participants‘ perceived stigma (Gulliver et al., 2012; Han et al., 2006; Sharp et 

al., 2006). 

For this reason, I would like to also incorporate mental health literacy content and 

destigmatization information into the intervention. The content would aim at modifying 

mental health stigma and normalizing mental illness by presenting participants with 

information regarding the prevalence rates, signs and symptoms, and possible etiologies 

of depression (Sharp et al., 2006). Providing students with content about the 

physiological aspects of depression including genes, neurotransmitters, and endocrine 

systems (biological attribution) could change students‘ attribution of depression 

significantly (Han et al., 2006).  

Although the perceived stigma around seeking professional help prevents students 

from accessing mental health care, the influence of others‘ views plays a crucial role in 

help-seeking (Chadda, Agarwal, Singh, & Raheja, 2001). Therefore, including pieces of 

other students who have successfully sought professional help could play an important 

role by encouraging other students to do the same.  

Help-seeking source information 

  Students who suffer from depression do not know where to go to receive 

professional help (Eisenberg et al., 2007a), are unaware of the roles of counsellors 

(Koydemir et al., 2010), or are simply not aware that they have health insurance coverage 

through the school (Eisenberg et al., 2007a). However, providing students with help-

seeking source information improves help-seeking attitudes (Costin et al., 2009; Sharp et 

al., 2006). 
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  Therefore, I would like to incorporate a compiled list of the available sources 

students can access both on the Queen‘s Campus and in Kingston if they feel they may be 

suffering from an MDE. Providing a list of the relevant sources for seeking help and 

information on counsellors would allow students to choose where and how they would 

like to seek help and which source might be most appropriate for them. I would like to 

include appropriate websites and telephone hotlines as well. Fortunately, there are 

currently many business cards, pamphlets, and posters in distribution on Queen‘s campus 

that direct students to various routes of care. However, there are currently no documents 

in circulation that explain what each service has to offer on Queen‘s campus and in the 

Kingston area for students with an MDE. Creating then a document that compiles the 

available sources for professional help would make it easier for students to decide which 

route of care would be beneficial for them to access.  

  In light of these suggestions, I would like to assemble a tool that could be 

accessed by Queens‘ University students who might be suffering from a MDE. This tool 

would incorporate a variety of interventions to improve help-seeking from both formal 

and informal sources of help: self-identification content, mental health literacy and 

destigmatization content, and help-seeking source information. These interventions 

would be incorporated into a single tool in an attempt to minimize the barriers that 

depressed university students might face.  

 

The Current Project 

  The strategies that can be used in disseminating the content from this tool can 

vary. These strategies include, but are not limited to: sending students eHealth cards 



41 
 

(Costin et al., 2009); presenting information to students in a classroom setting (Sharp et 

al., 2006); providing students with information sheets (Han et al., 2006); or referring 

students to a web-page (Gulliver et al., 2012b). One of the common themes throughout 

these strategies is that they are all universal interventions. Universal interventions are 

aimed at the general population (Mrazek & Haggerty, 1994). Although universal 

interventions are poor at engaging large number of recipients and tend to attract those 

who are at the lowest risk, they have the potential to benefit the entire population where it 

is implemented while not creating stigma (Mrazek & Haggerty, 1994). 

  Although there are numerous universal interventions, there is an increasing focus 

on delivering mental health prevention and treatment services over the Internet, with 

research indicating that online services are highly acceptable to young people (Santor, 

Poulin, LeBlanc, & Kusumakar; 2007). A survey of over 50,000 young people in 

Australia indicated that after parents, relatives, and friends, the next most common source 

of advice and support for personal problems is the Internet (Mission Australia, 2010). 

Internet-delivered interventions are available 24 hours a day, 7 days a week; they can be 

accessed anonymously, are cost-effective, and can be widely distributed (Rickwood, 

Deane, Wilson, & Ciarrochi, 2005). 

 In response to the above, the tool I am creating will be an online magazine. This 

online magazine could be accessed by any Queen‘s University student who might be 

suffering from an MDE. There are 24,000 students at Queen‘s University. If this 

magazine were created as a hard copy, it would cost thousands of dollars to produce. 

However, creating an online magazine can solve this financial cost. Thus this online 

magazine will need its own URL.  
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  Countless online resources exist already. Ensuring this resource is delivered 

specifically to, but not limited to, Queen‘s students is difficult. Therefore, I propose two 

options for making the online magazine accessible for Queen‘s students, the latter being 

the preferred option. The first is to create a website and have its link posted on Queen‘s 

University‘s main web pages. All Faculties at Queen‘s University have their respective 

web pages. If the link to the online magazine were posted on the Faculties‘ main 

websites, it would be accessible to all students from all programs. However, it is possible 

that students would not be expecting to find a mental health resource on their Faculty‘s 

main page and, therefore, might glance over it. The second option then is to send the 

online magazine through the Queen‘s list-serve. The list-serve includes all of the 

students‘ e-mail addresses from all the Faculties. Having the URL link sent through 

Queen‘s would be the easier and most preferred option. Once students receive the e-mail, 

they have the option of deleting it or following the link to the online magazine‘s 

webpage.  

  Should students follow the link to the webpage of the online magazine, it would 

be practical if the online magazine were interactive. Much of the content in the online 

magazine includes features that have the potential to be hyperlinked to their original 

sources. Therefore, not only could the magazine be read for content, but it could also be 

used as a resource to draw attention to other resources through the ―click‖ of a button. 

Making the online magazine interactive would make it a practical resource for Queen‘s 

students. 

  I have composed a layout for an online magazine that includes a variety of 

interventions for both formal and informal sources of help. It incorporates self-
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identification tools, mental health literacy and destigmatization content, and help-seeking 

source information. This layout is being designed with the potential of being turned into 

an online magazine for Queen‘s students. This project may well bridge the gap between 

students who might be suffering from an MDE and their seeking professional help.  

  



44 
 

CHAPTER 3: ONLINE MAGAZINE 

 

  



Health 
Queen’s 

Are you depressed? 
Take the self-rating 
depression questionnaire  

THIS ISSUE: D
EPRESSION 

Resources 
Learn of the places  
on campus 
you can get help  



 

 

 

 

 

 

 

 

 

 

L 
ife at Queen’s can be an enriching experience; it is filled with many opportunities 
to discover new things, make friends, explore various career paths, and enjoy a life 
filled with learning and growing. However, sometimes the pressures of university 

life from others or the pressure that we put on ourselves can be overwhelming. These 
pressures might leave you feeling demotivated, incapable, and stuck in a rut. Feeling this 
way is not unusual—we can all get that way sometimes.  
   However, such feelings can eventually become crippling and interfere with not only your 
academic success, but your relationships with family and friends, your outlook on life, and 
your overall health. 
   But if you feel this way, you are not alone. You and many other students can feel this 
way. This year could be your first year at university, your first year in a new country, or 
your first time learning a new language. This year could also be your last year at 
university. Regardless of the stage that you find yourself in your academic journey, we can 
all go through rough and tough times: relationship heartaches, trying to get through a 
difficult course, thinking of where you’ll be able find work, or finding friends that help 
you become the best version of you. 
   My hope is that this magazine encourages you to seek the help that you need if you feel 
that you are going through a rough time either emotionally and/or mentally. I hope that this 
resource helps you to educate yourself about your mental health and that you eventually 
find the help that you need so that your experience at Queen’s University is nurturing and 
fulfilling. 
 

 
                                           Paul Hanash 
                                          paulhanash@gmail.com                   
      

LETTER FROM THE EDITOR 
 

We’re here for you 
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WHAT IS IT? 

DEPRESSION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
This chart shows that the prevalence of  
depression varies by age group in Canada 

5.0% 2.9% 

5.0% 15 to 25 

4.5% 26 to 45 

3.7% 46 to 64 

1.9% 65+ 

Below is a chart showing individuals with a  
12-month prevalence of depression among  
all Canadian adults by gender 

Depression is one of the most prevalent mental 
illnesses in Canada 
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Major Depressive Disorder (MDD) is a mental 
illness characterized by intense negative emo-
tions and feelings, that negatively impact on 
people's lives leading to social, educational/
vocational, personal and family difficulties.  

Yet, MDD is a treatable mental illness 
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(Courtesy: www.gmemed.com) 
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If not treated,  
depression can lead to: 

Poor physical 
health 

Alcohol and/or 
drug misuse 

Underachieving at 
school or work 

Losing contact with 
friends and family 

A thorough mental status and 
physical exam is necessary to con-
firm a depression diagnosis, and 
to rule out secondary causes 
(medical illnesses, medications, 
drugs, etc.) of the mood symp-
toms.  
 
To see if you are at risk of depres-
sion, see page 8 

DSM-V  
   Feeling sad, being 
“depressed,” having “dark 
thoughts” or experiencing 
difficulty sleeping does not 
necessarily mean you have 
depression.  
   For a person to be consid-
ered to be suffering from 
an MDD, 1) their symptoms 
must either be new or 
must be noticeably 
worse compared to what 
they were prior to the epi-
sode; 2) these symptoms 
also have to persist for 
most of the day, nearly 
every day for at least two 
consecutive weeks; and 3) 
the episode must also be 
accompanied by clinically 
significant distress or im-
paired functioning. 
   It is important to discuss 
all the symptoms you may 
have with your doctor. 
   Depression is not simply a 
temporary change in mood 
or a sign of weakness. It is 
a real medical condi-
tion with many emotional, 
physical, behavioral, 
and cognitive symptoms. 

Courtesy: tipsaboutdepression.com 

(Herrman, 2001) 

Men exhibit different symptoms of de-
pression and are more often angry and 
frustrated than sad or upset. Suicidal 
thoughts and follow through are increased 
because of lower serotonin levels and 
malfunctioning pre-frontal cortices, lead-
ing to impulsive behaviours.  
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“I 
’m dumb.”  “I can’t do 
this.”  “Why am I even 
trying? I’m going to fail 
anyways.” “I should just 

drop out, I don’t belong here. I don’t 
even know how I got here in the first 
place.” “I’m worthless.” These were 
only some of the voices that constant-
ly raced through my mind day in and 
day out. I couldn’t get rid of them. I 
didn’t want to. I thought they were the 
truth. “Why don’t I just end it all? 
People aren’t really going to miss me 
anyways. I’ll do them all a favor.”  

   How I ever got to heavily contem-

plating suicide I do not know. It cer-
tainly never suddenly came to me that 
I should commit suicide. Rather, it 
was a progression. At first I just felt 
sad and then eventually I started feel-
ing bad for myself. I found myself 
wanting to isolate myself from others. 
I am quite an extrovert and I feed off 
of others’ energy, but I started loath-
ing get-togethers with family and 
friends. Even the thought of hanging 
out with others made me extremely 
tired. I wished that no one would 
come and that they would just all go 
away. What made it worse was that 

people would be expecting to see the 
outgoing-positive-fun-entertaining-
ever-smiling me. This expectation on-
ly made me hate myself more. Finally 
having to hang out with others was the 
most painful thing: they saw life on 
the outside; I felt like killing myself 
on the inside.  

   I grew up in a great family. I had a 
mom who loved me and made home-
cooked meals for us every night, a dad 
who worked hard so that I could go to 
school with my tuition covered, sib-
lings who I could count on whenever I 
needed help, and an extended family 

A 
in the  
    life  

day 

THIS IS MY STORY OF BATTLING WITH DEPRES-

SION throughout my young adulthood. It 
never occurred to me that I may be ex-
periencing depression. I thought I was 
the only one feeling the way I felt—that 
was until I finally cried out for help. It 
was then that things started getting 
better. 
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as well as church family that were very 
supportive and loving. I do not believe 
I lacked anything.  

   To this moment I still do not believe 
I could track the day or time that my 
mood started affecting my life in a 
negative way, but I believe it started 
during my first year of college. I was 
still living at home, commuting back 
and forth from school, but I had just 
experienced my first heartbreak during 
the time that I was also struggling with 
keeping up academically. The disap-
pointment of having failed at keeping a 
relationship together and struggling to 
pass my courses drained me emotion-
ally. I wanted the relationship to work 
out and I wanted to do really well in 
my courses, but the outcomes were not 
what I had envisioned. These experi-
ences left me feeling extremely empty. 
After much encouragement from my 
family, I eventually found the resili-
ence to bounce back and finish my two 
years in college well.  

   Once I started university, I was eager 
to continue with the success I had 
found in college. My first semester had 
started out well, but by the second se-
mester, I found myself struggling with 
my courses once again. This time I 
dropped a course for the first time. The 
relief I felt from taking a lighter course 
load made me feel better, but, as time 
went on, I thought that maybe I was 
never cut out for university. I started 
feeling guilty for taking the easy way 
out. Meanwhile my peers were han-
dling the full course loads but I was 
struggling. I started getting mad at my-
self because I thought I was less than 
capable. Every time I would get back 
an unfavorable test result it would reaf-
firm in my mind that I was a bad stu-
dent; every time I received a good 
mark, I would rationalize it as being 
lucky. Getting mad at myself eventual-
ly turned into hating myself. 

   I started hating everything around me 
and everything about me – I hated 
waking up in the morning, I hated say-
ing hello to people, I hated studying, I 
hated the way I looked, the way I 
talked to people. All this hate towards 
others and myself made me feel ex-
tremely tired. I started sleeping in 
more and going to bed early. I rarely 
felt like being alive. I tried my hand at 
starting a few relationships but my ap-

athy and lack of will to engage in da-
ting paralyzed me. Eventually, the 
ones I was interested in moved on. 
Their leaving only made things worse 
as I rationalized these events as me not 
being worthy enough; the self-hate 
compounded. 

   Eventually, I found myself heavily 
contemplating suicide. I thought that I 
was always going to be a failure at 
school so I stopped trying; I thought 
that relationships were never going to 
work out so I stopped thinking about 
dating; the negative feelings I had 
about myself never went away, they 
seemed to be getting worse. I was los-
ing hope for life. I never had access to 
any weapons but I had created a fool-
proof plan for my suicide. I never at-

tempted suicide but I contemplated it 
over many months. The only thing that 
prevented me from carrying out my 
plan was that I would have felt awful 
for my family. There were many days 
that I wished I never had a family. 
That way, no one would care if I ever 
left this earth. I was mad, I felt like 
they were holding me back. I tried dis-
tancing myself emotionally from them 
but they continued loving me so  it was 
hard to resist them. They weren’t 
aware of the war that continued to rage 
on inside of me. No one was aware of 
the war that continued to rage on in-
side of me. I didn’t know what to do.  

   One day I shared with a close friend 
and mentor how bad I was feeling. I do 
not remember how the conversation 
arose, but I must have communicated 
how desperate I was feeling; how 
much I hated myself, how much I hat-
ed my life, and how much I just want-
ed to end it all. It was at this point that 
she said I should go see a mutual 
friend who was a therapist. I used to 
think it was odd that someone needed a 
therapist or would ever go to see one. 
If you went to go see “your therapist” 
then you must be messed up; you must 

“have problems.” Surely, I didn’t have 
problems. I couldn’t even believe that I 
was being recommended to go see a 
therapist. However, after quite a bit of 
reluctance, my friend convinced me 
that I should go see the therapist as she 
might be able to lend insight into what 
I was going through. 

   So one afternoon, I decided to meet 
with a therapist. Rachel* had over 30 
years of experience in counselling. She 
was funny, bubbly, and extremely pos-
itive. I never knew a therapist could be 
so full of life. I thought they were all 
dry and analytical. Going to see Rachel 
was also a blessing in disguise since 
she knew to some extent a little bit 
about me, my family, and my church 
family. It was hard for me to tell her 
that I was contemplating suicide but 
she made it a safe place for me to tell 
her how I was feeling. In her profes-
sional judgment she recommended that 
I go see a psychologist and get 
screened for major clinical depression. 
At the time I never felt comfortable 
going to see a psychologist. I was not 
ready to be diagnosed.  

   Since then, I have continued to meet 
with Rachel and discuss how I have 
been feeling. She has helped me a lot 
and has been a great person to talk to. 
Since I have met with her I have gone 
through good times and bad times. I 
have stopped having suicidal thoughts, 
but often times I still struggle with de-
pressed moods. I push myself to be 
surrounded with family and friends, to 
be open in my communication with 
them, and to be more vulnerable with 
how I am feeling.  

   I continue to educate myself and oth-
ers about depression. There was a time 
when I thought “Who would ever want 
to commit suicide?” Having felt utter 
despair and feeling like there was no 
more hope to live, I have learnt to em-
phasize with those who suffer quietly 
on the inside. 

   My family and church family contin-
ue to be an encouragement and a 
source of love and stability. There is 
much more life to live; and what I’ve 
learnt over the past 10 years about my 
moods and feelings is that “the sun still 
shines above the clouds.” 

   *Name has been changed for confi-
dentiality.   

“No one was aware of 

the war that continued to 
rage inside of me. I did-

n’t know what to do.” 
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If your score is under 5, there is a minimal risk that you are suffering from depression 

If your score is between 5 and 9, there is a low risk that you are suffering from depression 

If your score is between 10 and 14, there is a moderate risk that you are suffering from depression 

If your score is above 14,  there is a strong risk that you are suffering from depression 

Developed by Drs. Robert L. Spitzer, Janet B.W. William, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc.  
No permission required to reproduce, translate, display or distribute. 

 

  

 Self-Rating  

Again, a thorough 
mental status and 
physical exam is 
necessary to con-
firm a depression 
diagnosis, and to 
rule out secondary 
causes of the 
mood symptoms.  

To learn more 
about depression, 
visit the websites 
on page 11.  

Depression Questionnaire 

If you would like 
to speak to some-
one, see the list of 
places you can call 
and visit in the 
Kingston area on 
page 12.    

So far, from what you have read, do 
you feel as though you might be suffer-
ing from a major depressive episode? 
Take the self-rating depression ques-
tionnaire to find out more.  
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HELP AT QUEEN’S 
 

Q & A with 
Services 

IF YOU SUSPECT YOU MAY BE SUFFERING FROM DE-

PRESSION, make sure to consult a professional. Never 
diagnose yourself. Leave it to the experts. Go and see 
Counselling Services. They can be found right here 
on Queen’s campus. 

Counselling 

Q 
: Where is the Counselling 
Service? 

A 
:We are in the LaSalle Build-
ing on the second floor at 146 
Stuart Street opposite Adelaide 

Hall residence. There is an elevator 
that can be accessed through the 
Health Service on the ground floor. 

 

Q 
: How do I make an appoint-
ment? 

A 
: Call the Counselling Service 
at 613-533-6000 ext. 78264 on 
Monday-Friday between 9:00 

a.m. – 4:30 p.m. OR Come to the 
Counselling Service at 146 Stuart 
Street, LaSalle Building, 2nd floor. 

 

Q 
: What happens in counsel-
ling? 

A 
: You will be booked in with a 
personal counsellor who will 
assess the severity of the prob-

lem, provide you with practical 
support and advice, and discuss 
next steps. These may include short 
term counselling, referral to outside 
resources (in the community), 
workshops or one appointment may 
be all you need! 

 

Q 
: What is the focus of the 
Counselling Service? 

A 
: Short-term support and prob-
lem solving of personal and 
academic concerns is the main 

focus of our work. We do not pro-
vide long-term counselling. 

 

Q 
: How long are counselling ses-
sions? 

A 
: Sessions are 45 minutes long; 
they are booked on the half-hour 
(e.g. 9:30, 10:30, etc.). For your 

first appointment please arrive 15 
minutes early to complete paperwork 
registering you with the Counselling 
Service. 

 

Q 
: What if I can’t keep an ap-
pointment? 

A 
: Call to cancel your appoint-
ment (613-533-6000 ext. 
78264). Because of the demand 

for services, please give at least 24-
hours notice (otherwise you will be 
charged $30.00). 

 

Q 
: What if I need more frequent 
counselling? 

A 
: If you think you would benefit 
from more frequent or longer 
term support than the Counsel-

ling Service can provide, you may 
wish to contact a counsellor in King-
ston. If you need help in finding a 
counsellor in the community, staff in 
the Counselling Service can help to 
refer you. 

 

Q 
: Do I need a note from a Coun-
sellor if I want an extension on 
an assignment? 

A 
: In situations like these, we en-
courage you to speak directly 
with your professor, and explain 

what you are looking for, and why. 
Under some circumstances (such as 
if a student has been seen frequently 
in counselling and the counsellor is 
aware of extenuating circumstances), 
a counsellor may facilitate communi-
cation between the professor and 
student. 
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When treating  
depression with anti-
depressants, a 10-12 

week trial is  
necessary to achieve 
remission. The dose 

and the combinations 
of medicine that gets 
you better, keeps you 
better and should be 

continued for  
maintenance therapy 
for at least 1 year. 

Most patients with 
depression will benefit 
from a combination of 

medications and  
psychotherapy.  

Cognitive behaviour 
therapy and  
interpersonal  

psychotherapy are as 
efficacious as  

antidepressants in 
mild to moderate  

depression. 

There is a high rate of 
comorbid substance 

abuse in major  
depression. Often it is 
necessary to treat the 
depression first even 
though ideally you 

would like the patient 
to stop abusing  

substances before 
treating depression. If 
the substance abuse 

is not treated,  
remission of  

depression is unlikely 
and recurrences of 

both more common. 

Patients who have  
psychotic symptoms, are 
suicidal or homicidal, or 
have severe illness, may 

need to be hospitalized for 
stabilization. 

Patients with  
3+ episodes of  

depression, or patients 
with their first episode 

after the age of 50, may 
need lifelong  

maintenance treatment. The initial  
antidepressant 

leads to remission 
in only 1 out of 3 

patients with  
depression.  

Some of the most  
common types of  

medications used to treat 
major depression are 

SSRIs, SNRIs, other new 
generation  

antidepressants like  
vilazodone, whereas  
folate, some atypical  

antipsychotics, lithium, 
thyroid hormone, and 

some psychostimulants 
are often used as  
adjuncts in partial  

responders.  

DID YOU KNOW? Some prescription  
medications including beta-interferon,  
corticosteroids, benzodiazepines, mefloquine, 
and tamoxifen can cause 
depression as a side effect. (Courtesy: www.gmemed.com) 



  

   Depression hurts is a website that provides information on depression 

for Canadians. The site includes a list of the causes of depression, an interactive 

symptom checklist to rate the severity of depression, and a list of treatment op-

tions. This website also includes tips on you can manage your depres-

sion as well as steps to follow through to improve your mental health.  

   One of the key features of this website is that it provides a resource 

called “My Path.” This resource helps you set goals, track your pro-

gress and take an active role in your treatment for depression. To 

learn more visit depressionhurts.ca. 

   Student health 101 is an online magazine 

developed by university students to deliver you 

wellness topics every month during the school 

year. This magazine allows you to research the 

health and wellness issues that are most preva-

lent on today’s campuses. Topics include stress 

management, academic performance, alcohol 

and other drugs, sexual health and responsibil-

ity, body image, money management, and 

much more. To read the current issue visit 

read101.ca/queensu.html.  

   teen mental health is a website that 
aims to improve the mental health of 
youth by the effective translation and 
transfer of scientific knowledge. Their 

model is to use the best scientific evidence 
available to develop application-ready 
training programs, publications, tools and 
resources that can be applied across disci-
plines to enhance the understanding of 
adolescent mental health and mental dis-

orders. 

   Included in this website is a publication 
called “Transitions.”  This pub-
lication provides first-year stu-
dents with information on top-
ics including starting universi-
ty, time management, rela-

tionships, sexual activity, men-
tal illness, suicide, and addic-
tions. To visit the website see 
teenmentalhealth.org. 

   The Jack Project is a charitable organ-

ization founded in 2010 as the legacy of 

Jack Windeler, a student at Queen’s Uni-

versity who tragically and unexpectedly 

died by suicide. The organization is com-

mitted to providing mental health infor-

mation and support to young people as 

they move from late high school into col-

lege, university, or independent living. 

Visit their website @ thejackproject.org. 

   mindyourmind is a Canadian website on mental 
health that provides information, tips, coping strate-
gies, interactive tools, and games for young adults to 
find support when they are going through tough 

times. The resources found on this website are de-
signed to reduce the stigma associated with mental 
illness and increase access and use of community 
support, both professional and peer-based. What’s 
unique about this website is that it offers you the 
place to share your story as well as read about the 
experiences of others. Visit mindyourmind.ca to read 

students experiences of depression. 

Here are 5 websites that you 
can visit if you would like to 
learn more about depression 

and other health-related 
issues. 

 Online Resources 
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   Good2Talk is a helpline dedicated for post-

secondary students in Ontario, with a primary fo-

cus on students aged 17 to 25. While Good2Talk 

specializes in providing professional counselling 

and information and referral services for 17- to 25-

year olds currently enrolled at one of the province’s 

publicly-funded post-secondary institutions, any 

student who calls the helpline will receive support 

based on an assessment of their needs. Good2Talk 

provides all callers with completely free, anony-

mous and confidential service, in English and in 

French, 24/7/365 days a year.  

Human Resources 

   The Ontario Mental Health Helpline is a free, 

anonymous, and confidential service. When you 

call, an Information and Referral Specialist will an-

swer your call 24/7. They will ask you for some 

non-identifying information like the name of your 

city or town. The OMHH can provide you with infor-

mation about counselling services and supports in 

the Kingston area, offer support and provide strat-

egies to help you meet your goals, and provide 

basic education about mental health problems.  

   Open every night from 7pm until 3am, 

Telephone Aid Line Kingston (TALK) is a 

phone line that is dedicated to serving the King-

ston Community. They offer a completely confi-

dential, non-judgemental and anonymous listen-

ing service.  

   The Peer Support Centre is a non-judgmental and confidential service that 

offers personal and academic support in a peer-to-peer environment. What 

makes their service unique is their team of compassionate and thoroughly 

trained student volunteers, who have a comprehensive knowledge of the various clubs 

and resources in both the Queen’s and Kingston community, as well as being proficient 

in skills such as active listening, mental health and academic stress management, and 

certifications with organizations including safeTALK and Positive Space. Though they 

are not professionals, some find it more comfortable starting a dialogue with a peer, 

which is akin to speaking to a friend. 

   No appointment is necessary as they operate on a drop-in, after-hours model, which 

allows for more flexibility between your classes, work commitments, extra-curriculars, 

and meetings with health professionals. If you choose to visit the Centre, you will be 

greeted warmly by one of their volunteers, invited to have a seat on a comfy couch, 

and asked to familiarize yourself with a confidentiality agreement. You are free to talk 

whenever you are comfortable and about whatever you choose. 

   Regular hours of operation are in September: 2PM – 10PM, 7 days a week, in JDUC r. 

34 (just passed the P&CC). If you have any inquiries about their service, please feel 

free to call the Centre at (613) 533-6000 x 75111, or email the Director at peersup-

port@ams.queensu.ca. Remember that no issue is too big, too small, or too diverse. 
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If  you think you are suffering 

from depression  

it is okay to seek help. 

You are not alone. 

We are here for you.  
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CHAPTER 4: REFLECTION 

 

Moving Forward 

 My intentions are to actualize this proposal for an online magazine so that it will 

benefit the students on Queen‘s campus. I recognize my own limitations, and intend to 

seek help from other experienced individuals. Since this project is expected to improve 

the mental health of Queen‘s students, I will need to lean on the input from stakeholders 

in the mental health of Queen‘s students. I would first like to present my idea to the 

Commission because Principal‘s CMH Final Report inspired me to pursue this topic. The 

members of the CMH include Lynann Clapham, Roy Jahchan, Jennifer Medves, Ann 

Tierney, and David Walker. They are only some of the experts in their respective fields 

who would be able to see this project through different lenses: law, engineering, policy, 

family medicine, and student affairs. Because this project was a single interpretation to a 

single recommendation, their feedback will not only enrich the project idea, but their 

unique perspectives should help turn this project into something much more accessible, 

practical, and helpful for Queen‘s students. Without their input, my project idea is likely 

to simply remain an idea. 

  I recognize that I need to consult Health and Counseling Disability Services 

(HCDS) at Queen‘s. Since this group works so closely with students, their experience 

would be crucial in further determining the best methods of improving help-seeking 

behaviour among those who may be suffering from depression. It is critical that the 

information that is being presented to the student population around depression is 

accurate. If students do in fact begin to seek professional help through HCDS, in addition 
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to other services, it is important that they are not misled with any unintentional inaccurate 

or incomplete information expressed through the online magazine. Therefore, it is crucial 

that I consult with the team of professionals at HCDS for approval before the content is 

uploaded to a website.  

  In this way, not only do I intend to receive additional assistance and input from 

CMH and HCDS, but also I require a few experts to create a web space for the online 

magazine. As someone who does not have much experience creating websites, I expect to 

heavily rely on the expertise of others. Although this step will only take place once the 

content is approved by the other stakeholders, it is a necessary one nonetheless. 

Therefore, I plan to attract a couple of web designers either through personal 

relationships or through the CMH. My preference, however, is to work on creating the 

website with the CMH. I am hoping to partner with them in realizing this project idea so 

that, together, we may implement this project through Queen‘s University. That way, we 

can situate this project, aimed particularly at students who may be suffering from 

depression, in the broader discussion of improving student mental health. 

 

Looking Backward 

  Working on this project has been a journey. I faced a few personal barriers while 

working on this project and never imagined how tough it would be to complete it with 

integrity. I found myself struggling with feelings of depression early on during the 

research process, and this struggle made it difficult to focus on my academic work. These 

feelings of depression did not surprise me; in fact, the main reason that I had chosen this 

particular topic was because I always had a feeling that I suffered from depression. I did 
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not know that my attempt to encourage students to seek out professional help if they 

suspected they were suffering from depression was really an attempt at trying to help 

myself. 

  Early on during my graduate studies, I had the opportunity to deviate from my 

original research topic. Originally, I wanted to focus on improving math education at the 

secondary level. I had a great mentor with whom to work and much inspiration to see that 

particular project through. However, after entertaining many other thesis and project 

ideas, I finally settled on wanting to learn how to improve help-seeking behaviour among 

university students for depression. In fact, I had entertained over a dozen other research 

ideas, spanning the course of nearly two years before finally settling on the current 

project. I believe it took me a while to settle on an idea because I had not realized that all 

along I was searching to work on a project that was meaningful to my personal growth.  

  In recent years I began to suspect that I was suffering from depression, yet I was 

never officially diagnosed; I only ever suspected that I had it. Over the course of my 

young adulthood life, I battled with feelings of worthlessness, guilt, and shame. I found 

myself every so often withdrawing from others and avoiding social gatherings. 

Sometimes I resented facing the day and loathed the activities of daily living. I soon lost 

joy in playing and writing music, activities I once enjoyed. As my confidence in my 

ability to do anything decreased, even things that I once enjoyed, I started entertaining 

thoughts of suicide. A friend recommended that I seek professional help and get screened 

for MDD. Although I made some attempts at trying to improve my mental health on my 

own, I refused to believe that I was suffering from depression. I wanted to believe that I 

could manage whatever I was going through on my own. I never sought professional 
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help. So I continued to suffer silently for years as some symptoms improved and others 

worsened, never doing all that I knew I could do to get better. 

  When I started my graduate work at Queen‘s in 2011, I had not suffered a 

depressed mood for over a year. I thought perhaps the emotional growing pains of young 

adulthood were behind me. However, towards the end of my first semester, I soon found 

myself battling depressed moods. There was a storm once again going on in my mind. 

This storm continued for nearly two years, up until the summer of 2013. During this time, 

I was trying to settle on a research topic to fulfill the requirements for graduate studies. I 

often contemplated dropping out of the program. I thought perhaps if I left the program 

my mental suffering would stop. I was starting to believe that graduate studies were the 

root of my problem. My family and friends encouraged me to remain the course. 

Thankfully, with much support, it was during that two-year period that I finally settled on 

my current project idea: developing a resource guide for Queen‘s students who felt they 

were suffering from depression. I was feeling somewhat better that I had finally chosen a 

topic that captured my interest. At the same time, I did not realize how I had picked a 

topic that fundamentally challenged what I believed about help-seeking.  

  I desperately wanted to finish my project during the summer semester of 2013. I 

was determined to finish my project in two years. I did not want to take another semester. 

The more I wanted to finish my project before the end of the summer, the more I felt 

another sort of tension well up inside me. I was beginning to feel like a hypocrite. I was 

working on a project that advocated for students to seek professional help if they 

suspected they were suffering from depression. All this while, I suspected that I was 

suffering from depression, but, up to this point in my own journey, I had never sought 
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professional help. I was at a crossroad. I felt at this point I could not complete my project 

with integrity. I felt as though I had to make a personal decision about my own mental 

health. Do I seek professional help or not? If I postponed seeking professional help until I 

finished my project, would I be aggravating the feelings of guilt I already suffered? If I 

did seek out help, would the process interfere with the completion of my project by the 

end of summer? As I deliberated whether I should go see a doctor, I once again 

contemplated dropping out of the program. I did not want to make a decision. Eventually, 

the summer came to an end, and my project was not completed. I now had another 

decision to make. Do I forfeit the master‘s program or do I keep pressing on? My 

emotional tank was empty. It was hard to accept the fact that it would take me another 

year to complete my program. It was also hard for me to accept that I could actually be 

depressed. I could not make an informed decision. Once again I needed to rely on the 

wisdom and encouragement of others. 

  My friends and family suggested that I take another semester or year to complete 

my master‘s. They thought I had come so far that I could not turn back. They told me that 

as long as I kept moving forward it did not matter how big my steps were. With their 

advice, I remained registered in the M.Ed. program. However, it became evident that I 

could not resume working on my project. My supervisor encouraged me to finally get 

screened for depression. Although I remained registered as a full-time student, I spent the 

rest of the semester trying to improve my mental health. I booked an appointment with a 

doctor at Health and Counselling Disability Services (HCDS) through Queen‘s 

University, and I got myself screened for major depression. As I had suspected, I was 

diagnosed with moderate depression. Seeking professional help was always something 
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that I wanted to do but never had the courage to do. The diagnosis was a relief. I was 

finally able to admit to the fact that I did suffer from MDD. My doctor and I met once a 

month for the rest of the semester and worked on a game plan to improve the symptoms. 

This process brought me closure. Although medication was an option, I preferred a more 

holistic approach. Together we made a game plan. Over time, as some symptoms started 

to improve, I also suspected that I was suffering from adult ADHD. This time I did not 

hesitate to register with HCDS and get screened. While the results came back negative, I 

was beginning to feel less fearful of finding out if I was suffering from poor mental 

health.  

After five months of trying to get in the proper head space, I resumed working on 

my master‘s project during the winter semester. This time it was not a battle to work on 

it. I was confronting my demons. I had finally sought out the same professional help for 

which I was advocating. The depressed moods I was feeling when I was working on my 

project were being dealt with. I was also beginning to share my experiences with others. 

Faithful friends and family started praying for me. Their care made it easier for me to 

express to others how I genuinely felt about the journey that I was on, allowing me the 

opportunity to process through it with them. I no longer felt like a hypocrite. Although 

quitting the journey was tempting at the beginning, it was starting to feel worth it. And it 

was worth it! 

 

 Final Thoughts 

 When I look back over the last 10 years of my life I sometimes feel saddened at 

how depression has clouded my enjoyment of life. During that time I studied at several 
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fantastic post-secondary settings and developed rich relationships with family and 

friends. I also travelled, volunteered, and occupied myself with plenty of pastimes. 

However, I often wonder what my life would have looked like if I had not suffered 

depression, or at the very least, had sought out professional help earlier. I think this is 

another reason why I ultimately chose to work on this project. I do not want other 

university students to go through what I went through.  

  There are many reasons why my mental health started taking a turn for the worse 

once I started post-secondary studies. Even though I have spent much time trying to 

determine what went wrong and how it went wrong, I am learning that I do not hold all 

the answers to all my questions. That is why I am advocating that students look for help, 

either formally or informally. Although professionals are more qualified to deal with 

mental health problems, family and friends are still a great place to go to and share with.  

  Had I had access to the resource that I have created, I wonder what I would have 

done. Would I have read its contents? Would I have taken the necessary steps to further 

inform myself about depression? Would I have shared more readily with others what I 

was feeling? Would I have gone seen a counsellor? I do not think there is any way of 

knowing. But, if this project can help one student from experiencing what I experienced, 

I would be satisfied.  

  Perhaps it is better that I suffered so much mentally and emotionally over the last 

10 years. I learned a lot about myself and others so I could better relate to others. Perhaps 

I needed that experience to create this project. At the same time, I am relieved for finally 

coming to terms that I suffer from MDD and know how to combat it. I still have much to 

learn, but I am thankful that I can reach out to others to help me. 
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APPENDIX A: DSM-V DIAGNOSTIC CRITERIA FOR MAJOR DEPRESSIVE 

DISORDER  

 

A. Five (or more) of the following symptoms have been present during the same 2-

week period and represent a change from previous functioning; at least one of the 

symptoms is either (1) depressed mood or (2) loss of interest or pleasure. Note: 

Do not include symptoms that are clearly attributable to another medical 

condition. 

 

(1) Depressed mood most of the day, nearly every day, as indicated by subjective 

report (e.g., feels sad, empty, hopeless) or observation made by others (e.g., 

appears tearful). (Note: In children and adolescents, can be irritable mood.) 

(2) Markedly diminished interest or pleasure in all, or almost all, activities most 

of the day, nearly every day (as indicated by either subjective account or 

observation). 

(3) Significant weight loss when not dieting or weight gain (e.g., a change of 

more than 5% of body weight in a month), or decrease or increase in appetite 

nearly every day. (Note: In children, consider failure to make expected weight 

gain.) 

(4) Insomnia or hypersomnia nearly every day. 

(5) Psychomotor agitation or retardation nearly every day (observable by others, 

not merely subjective feelings of restlessness or being slowed down). 

(6) Fatigue or loss of energy nearly every day. 

(7) Feelings of worthlessness or excessive or inappropriate guilt (which may be 
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delusional) nearly every day (not merely self-reproach or guilt about being sick). 

(8) Diminished ability to think or concentrate, or indecisiveness, nearly every day 

(either by subjective account or as observed by others). 

(9) Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicide attempt or a specific plan for committing 

suicide. 

 

B. The symptoms cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

 

C. The episode is not attributable to the physiological effects of a substance or to 

another medical condition. 

Note: Criteria A-C represent a major depressive episode. 

Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses 

from a natural disaster, a serious medical illness or disability) may include the 

feelings of intense sadness, rumination about the loss, insomnia, poor appetite, 

and weight loss noted in Criterion A, which may resemble a depressive episode. 

Although such symptoms may be understandable or considered appropriate to the 

loss, the presence of a major depressive episode in addition to the normal 

responses to a significant loss should also be carefully considered. This decision 

inevitably requires the exercise of clinical judgment based on the individual‘s 

history and the cultural norms for the expression of distress in the context of loss. 
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D. The occurrence of the major depressive episode is not better explained by 

schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional 

disorder, or other specified and unspecified schizophrenia spectrum and other 

psychotic disorders. 

 

E. There has never been a manic episode or a hypomanic episode. 

Note: This exclusion does not apply if all of the manic-like or hypomanic-like 

episodes are substance-induced or are attributable to the physiological effects of 

another medical condition.  
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