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ORIGINAL ARTICLE
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Abstract
Background: There are no great differences in the symptom profi les of depression between the genders in observer rating 
scales, but women self-report more symptoms. Objective: To compare gender differences in symptom profi les of clinical 
depression in primary care with a short self-report depression scale and an observer-rated scale for social functioning. 
Methods: A sample of 436 primary care patients aged 18–64 years were screened using the Depression Scale (DEPS) and 
interviewed using the Present State Examination (PSE). Level of social functioning was also assessed. Sum scores and 
single items of DEPS were compared between men and women in the groups of both depressive and non-depressive patients, 
and the interactions between gender and depression were analysed. Results: Depressive men scored poorer on both instru-
ments. Feeling that everything is an effort and feeling worthless were typical for depressive men. Feeling blue was more 
typical for non-depressive women than for non-depressive men.

Conclusion: In this sample of primary care patients, there were differences in the symptom profi les of depression between 
men and women. Depressive men more commonly had serious symptoms than depressive women. Clinically, male depres-
sion deserves more attention. The psychosocial profi le of public primary care patients in Finland warrants further 
research.
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Introduction

Gender differences in types and severity of depres-
sion symptoms have received less research attention 
than gender differences in the prevalence of depres-
sion, the gender ratio being nearly constant (1:2) 
with a female preponderance (1,2). It is possible that 
genders differ in depression symptom profi les. Symp-
toms of depression can be evaluated with different 
kinds of instruments: by self-report ques tionnaire, by 
rating scale or standardized interview, or by clinical 
assessment. It is possible that the instruments used 
for research purposes are biased: they may identify 
more women than men.
ISSN 1381-4788 print/ISSN 1751-1402 online © 2009 Informa UK Ltd. (In
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With primary care patients, there are two studies 
using the two-level PRIME-MD system, with similar 
results: no gender differences in physician ratings of 
patients’ health, but women themselves assessed their 
health to be poorer than did men (3,4). Women rated 
loss of appetite/overeating and a sense of failure or 
guilt more commonly than men and also had sig-
nifi cantly lower functional impairment scores than 
men (4). Only pain or problems during sexual inter-
course were more commonly reported by men (3). 
In a large Danish study (5) without self-report ques-
tionnaires and with only GPs’ assessment using the 
ICD-10 criteria, no gender differences were found in 
the severity or symptomatology of depression.
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General population studies report partially simi-
lar results. In a twin study using the Structured Clin-
ical Interview for DSM-III-R (SCID) but no 
self-report instruments, women had signifi cantly 
more fatigue, hypersomnia, and psychomotor retar-
dation during the most severe major depressive epi-
sode, whereas male twins reported insomnia and 
agitation more frequently (6). In another study on 
elderly people, and using the Composite Interna-
tional Diagnostic Interview (CIDI), women in the 
general population suffered from more depressive 
symptoms than did men and reported appetite dis-
turbance and joy-lessness more frequently (7).

Female psychiatric patients also seem to self-re-
port more depressive symptoms than male patients. 
Fe male symptoms, according to the Beck Depression 
Inventory (BDI) questionnaire, included greater 
appetite and weight increase, hypochondria, somatic 
anxiety, and expressed anger and hostility, although 
there were no differences based on the two observer-
rating scales, the Hamilton Rating Scale for Depres-
sion (HAM-D) and the Global Assessment Scale 
(GAS) (8). Thase et al. (9) have reported results 
inconsistent with the preceding study: higher HAM-D 
scores in women but no differences in BDI or GAS 
scores in 84 outpatients with major depression. In an 
outpatient study using both clinician-rated and self-
report instruments (10), symptom profi le was similar 
in men and in women, with the exception of more 
sleep changes, psychomotor retardation, and anxiety/ 
somatization in women. Greater functional impair-
ment was found among women in the area of marital 
adjustment, while men showed more work impair-
ment. In a similar study (11), depressed females 
reported signifi cantly more appetite increase, weight 
gain, and carbohydrate craving.

The Depression Scale (DEPS), a 10-item ques-
tionnaire (12), is based on a screening instrument 
developed by Barrett et al. (13) and supplemented 
with a question on insomnia. The DEPS has shown 
gender neutrality in a population-based study com-
paring DEPS and BDI. In that study, the mean BDI 
scores were borderline higher in females than in 
males, withnogender differenceinDEPS scores (14).

The majority of depressive patients are treated in 
general practice (15,16). In order to treat, it is essen-
tial to recognize depression (17). Paying atten tion to 
gender differences may be helpful in this respect. The 
aim of this study was to compare gender differences 
in the symptom profi les of clinical depression in pri-
mary care using two different methods: a self-report 
questionnaire (DEPS) and a clinical assessment 
(level of social functioning ac cording to DSM-III-R) 
(18). In order to explore the role of gender in the 
item responses without the impact of depression, 
both depressive and non-depressive patients were 
analysed separately.

Methods

Design and participants

This study forms part of the Tampere Depression 
Project (TADEP), completed in 1991–1992 (12, 
19,20). A total of 1643 public health centre patients 
aged 18 to 64 years participated in a two-stage psy-
chiatric fi eld study. They returned by mail DEPS 
questionnaires appropriately fi lled in. All screen-
positive subjects (DEPS score �8, n�372) and every 
tenth screen-negative subject were invited for inter-
view. Of these, 436 subjects were interviewed (319 
screen-positives and 117 screen-negatives). The char-
acteristics of the participants are presented in Table 
I. Men perceived their (physical) health to be poor 
more frequently than women. The study pro tocol
was approved by the Tampere University Hospital 
Ethics Committee, and subjects’ written informed 
consent was obtained.

Measures of depression and social functioning

DEPS was the screening method. This is a self-rating 
instrument with a very short introduction, 10 items, 
and four response alternatives scored 0–3: not at all, 
a little, quite a lot, extremely.

To assess depression, the Present State Examina-
tion (PSE, 9th version, based on the criteria of the 
ICD-9) was conducted in the interview and analysed 
by the CATEGO program (21). The cases thus iden-
tifi ed were subdivided into six PSE categories: 1) 
severe depression, n � 63; 2) mild depression, n�55; 
3) some depressive symptoms, n � 60; 4) other psy-
chiatric symptoms, n � 174; 5) other psy chiatric 
diagnosis, n � 29; 6) no psychiatric symptoms or 
diagnosis, n�55. The questions concerning the 
occurrence of psychiatric symptoms referred to the 
previous month.

Assessments concerning the highest level of 
social functioning were also made by the researchers 
on the basis of all information obtained in the inter-
views. There were seven levels of social functioning: 
1 � excellent, 2� very good, 3 � good, 4 � adequate, 
5 � impaired, 6 � greatly impaired, 7 � severely 
impaired.

The researchers (one psychiatrist, one social psy-
chologist, two psychologists, and one medical stu-
dent) were blind to DEPS screening results. They 
had all received thorough offi cial training in the use 
of the PSE, and training by two experienced psy-
chiatrists in the use of the DSM-III-R.
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Table I. Characteristics of participants by gender

All participants (n = 432–36)∗

Background characteristic men (n = 133–134)∗,% women (n = 299–302)∗,% p†

Age, years 0.195
18–29 11.2 16.9
30–39 19.4 18.2
40–49 20.9 25.5
50–64 48.5 39.4

Marital status 0.442

Married 66.4 62.6
Other 33.6 37.4

Basic education 0.108

�9 years 88.0 81.8

�9 years 12.0 18.2

Professional training‡ 0.481
Lower education 75.2 78.3
Higher education 24.8 21.7

Income level in childhood home 0.234
High or average 70.1 75.6
Low 29.9 24.4

Perceived health§ 0.019
Good 25.4 35.5
Average 40.3 41.9
Poor 34.3 22.6

Depression according to PSE 0.319

Depression 23.9 28.5
No depression 76.1 71.5

∗Because of missing information on background characteristics, the number of patients varies.
†Chi-square test; distributions were compared between the genders.
‡Lower education: vocational school at most; higher education: at least college/higher professional institutes. 
§Good: good or fairly good health; poor: fairly poor or poor health.
Statistical procedure

The gender differences of background variables, sum 
scores, and single items of DEPS, and the level of 
social functioning were compared separately for 
depressive and non-depressive subjects using the 
Mann-Whitney U test for sum scores and level of 
social functioning, and the chi-square test for back-
ground variables and single items of DEPS. In addi-
tion, the crosstabulations concerning the level of 
social functioning and gender were computed sepa-
rately in all PSE classes. Logistic regression analyses 
with the enter method, using gender, PSE assess-
ment of depression, and their interaction as indepen-
dent variables, were conducted for each DEPS item 
as well as for level of social functioning. Each logistic 
regression analysis was controlled for those covari-
ates that, in the crosstables, signifi cantly differed 
between the gender groups as well as those with p
values less than 0.25: basic education, vocational 
education, level of income in the child hood home, 
age, and perceived physical health.
For crosstables and logistic regression, the 
psychometric instruments were dichotomized: 0–1 �
nega tive DEPS item result, 2–3 � positive DEPS 
item result; 1–3 �good level of social functioning, 
4–7 � poor level of social functioning; PSE classes 
1–2 � clinical depression, and PSE classes 3–6 �no
clinical depression.

P values less than 0.05 were considered statisti-
cally signifi cant. Analyses were done using SPSS for 
Windows version 13.0 statistical software.

Results

The two psychometric instruments in general

The descriptive statistics of DEPS and the level of 
social functioning are presented in Table II. Depres-
sive men had poorer scores than depressive women 
on both scales. The level of social functioning was 
also signifi cantly poorer among the non-depressive 
men.
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Table II. Descriptive statistics for DEPS (Depression Scale) sum score, level of social functioning score by gender, and clinical depression 
according to PSE (Present State Examination)

Depression as measured by PSE

Depression No depression

Psychometric instrument men women p∗ Men women p∗

DEPS
  median (minimum-maximum) 
  mean (standard deviation)

n � 127
17 (9–26)
16.6 (4.6)

n �283
14 (0–26)
14.2 (4.9)

0.017 10 (0–28)
9.7 (5.5)

9 (0–25)
8.8 (4.9)

0.149

Level of social functioning†

  median (minimum-maximum)
  mean (standard deviation)

n � 133
4 (2–7)

4.0 (1.2)

n �295
3 (2–6)

3.4 (0.8)

0.007 3 (1–7)
2.8 (1.0)

2 (1–5)
2.5 (0.7)

0.010

∗Mann–Whitney U test; medians were compared between genders.

†By the DSM-III-R.

DEPS scale items

In the crosstables of DEPS, there was a signifi cant 
preponderance of males in items 3 (I have felt every-
thing was an effort) and 8 (I have had feelings of worth-
lessness), when analysing the depressive pa tients. With 
non-depressive patients, there was a signifi cant pre-
ponderance of males in items 1 (I have suffered from 
insomnia) and 8, and a preponderance of females in 
item 2 (I have felt blue) (Table III).

The multivariate analyses showed an interaction 
between gender and depression in items 2 (p �
0.035, odds ratio [OR] 3.26, 95% confi dence 
interval [CI] 1.1–9.8) and 3 (p � 0.004, OR 
5.48, 95% CI 1.7–17.7). In item 2, the depressive 
men and women responded quite similarly, but in the 
Table III. Percentages of positive DEPS (Depression Scale) items b
Examination)

Depression (n = 113–118)

men women

Positive DEPS item result (n � 30–32)∗,%† (n = 83–86)

During the last month I have:

 1) suffered from insomnia 43.8 35.7
 2) felt blue 62.5 56.5
 3) felt everything was an effort 81.3 48.2
 4) felt low energy or slowed down 58.1 52.4
 5) felt lonely 45.2 36.9
 6) felt hopeless about the future 53.1 40.0
 7) not got any fun out of life 46.7 34.9
 8) had feelings of worthlessness 54.8 33.3
 9)  felt all pleasure and joy has 

gone from life
50.0 41.2

10) felt that I cannot shake off the 
blues even with the help of 
family and friends

43.8 39.5

∗Because of incomplete DEPS scores the number of patients varies. 
†Percentage of those with positive DEPS item results (2–3 points/ite
‡Chi-square test compared between genders.
non-depressive group only 15.0% of the men but 
28.6% of the women gave a positive response to this 
item. In item 3, the non-depressive men and the non-
depressive women responded similarly, but the 
depressive men gave a positive response to this item 
much more frequently (81.3%) than the depressive 
women (48.2%).

Highest level of social functioning

In the crosstables, men had signifi cantly poorer levels 
of social functioning than women, whether they were 
depressive or not. Of the depressive men 59.4% and 
of the depressive women 34.5% had low level of social 
functioning. The corresponding percentage for the 
y gender, and clinical depression according to PSE (Present State 

∗ No depression (n = 310–315)∗

men women

∗,%† p‡ (n � 99–102)∗,%† (n � 209–214)∗,%† p‡

0.425 25.5 12.3 0.003
0.556 15.0 28.6 0.009
0.001 35.0 33.2 0.750
0.587 33.3 31.5 0.738
0.421 18.2 10.7 0.070
0.202 28.3 19.6 0.087
0.257 22.8 23.0 0.970
0.036 26.0 9.3 <0.001
0.391 16.8 12.6 0.314

0.679 15.0 15.4 0.923

m).
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non-depressive men was 15.8% and for the women 
6.6%. In light of this result, the percentage of those 
patients with low level of social functioning was 
counted by gender in all PSE classes. In PSE class 1, 
of the men 62.5% had low level of social functioning 
and of the women 40.0%. In the other PSE classes, 
the corresponding fi gures were as follows: PSE class 
2, 56.3% and 28.2%; PSE class 3, 12.5% and 11.1%; 
PSE class 4, 19.6% and 4.0%; PSE class 5, 57.1% 
and 22.7%; and PSE class 6, 0% and 0%. In the mul-
tivariate analysis, no interaction was found between 
gender and level of social functioning.

Discussion

Principal fi ndings

The depression of men in primary care was more 
severe than that of women. The symptoms of feeling 
worthless and feeling everything was an effort were 
typical for clinically depressed men. Feeling blue 
was more typical for non-depressive women than 
for non-depressive men. The level of social function-
ing was lower in both depressive men and in non-
depressive men with some other kind of psychiatric 
symptomatology.

General discussion of the results

Instead of the items of the PSE, those of the screening 
instrument, the DEPS, were used in order to assess 
symptoms of depression. There were two reasons for 
this. Firstly, we wanted to have the gold standard PSE 
intact and to compare symptoms perceived by other 
measures with the PSE. Secondly, we wanted to use 
questions and symptoms which are easily elicited dur-
ing an ordinary general practice consultation, as is the 
case with the DEPS items. DEPS has been a useful 
screening instrument for depression, with both diag-
nostic and predictive validity (22), and it has been a 
very popular depression screening instrument in Finn-
ish primary healthcare for more than 10 years.

The fi nding that, with clinical assessment, the 
results for depressive men and depressive women are 
not similar is inconsistent with earlier studies (3-5,8), 
especially as men had poorer results. The depressive 
male patients had higher scores than the depressive 
female patients on each of the DEPS items, which is 
an unusual fi nding, as in other studies female depres-
sive primary care patients have either scored higher 
than men on depression scales (3,6,7) or there have 
been no gender differ ences in the symptomatology of 
depression (4,5,8). When BDI and DEPS were com-
pared in another study, item-by-item comparison 
showed that women had higher scores than men only 
in item 2 ( feeling blue),but non-depressive men  scored 
higher on items 8 (I have had feelings of worthlessness) 
and 9 (felt all pleasure and joy has gone from life) 
(14).

Gender alone may have an impact on responses. 
In order to explore the role of gender in the item 
responses without the impact of depression, we also 
analysed the non-depressive patients. However, PSE 
classes 3–7, representing the non-depressive patients, 
comprised patients with neither severe nor mild (clin-
ical) depression but who might have had various 
other (kinds of) psychiatric symptoms, including 
some depressive symptoms, non-affective psychiatric 
symptoms or diagnosis, or no psychiatric symptoms 
or diagnosis at all. Therefore, the crosstabulations for 
the level of social functioning and gender were com-
puted in all PSE classes separately. The level of social 
functioning was lower in depressive men and in men 
with non-affective psychiatric diagnoses or symptoms, 
but not in men with no psychiatric symptoms at all 
or with merely some depressive symptoms. Also con-
sistent with this was the result of DEPS item 8 (I have 
had feelings of worthlessness). There is a study on psy-
chiatric outpatients in which men showed more work 
impairment than women (10), but there is also a 
study (4) reporting contra dictory fi ndings. Why did 
the men score so poorly in our study? The study mate-
rial consisted of working-aged primary care patients 
only. Males accounted for 30.7% of the sample. In an 
earlier study with this same material, it was found that 
clinical depression according to the PSE was as com-
mon among male as among female patients (17), 
which was quite an unusual fi nding. The subjects 
were screened with DEPS, and 73.2% of the partici-
pants were screen positive. Was DEPS especially good 
at picking out severely depressive male patients? 
DEPS recognized depressive men exceptionally well, 
and was equally good with both genders. However, 
the men with other kinds of psychiatric symptoms or 
diagnoses also scored lower on social functioning, so 
perhaps the male patients having psychiatric prob-
lems and using primary health centre services in Fin-
land are in some ways selected. Men seem to consult 
their GP later than women. This fi nding is consistent 
with earlier studies, as masculinity is overall associ-
ated with less psychological help-seeking (23). It is 
also possible that male patients with better social 
functioning ability may use other kinds of health ser-
vices, e.g., private occupational health services. Thus, 
the re sults of our study give only a limited picture of 
the symptoms of depression and level of social 
functioning in working-age Finnish men. In any case, 
these results warrant further research.

The picture of male depression seemed to include 
feelings of worthlessness while everything was an 
effort. It has been proposed that normative male 
gender-role expectations, such as activity, effi ciency, 
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independence, and success, contribute to the ways in 
which male depression manifests itself as well as to 
reduced help-seeking in men (24). It has also been 
proposed that the prevention of suicides could be 
improved by enhanced diagnosis of male depression, 
since female overrepresentation in depression and 
male overrepresentation for suicides may be partly 
an artefact (25). Changing public attitudes and the 
use of newer antidepressants may have changed gen-
der differences in current healthcare-seeking behav-
iour. However, women still report more 
depression-related help-seeking behaviour (6), and 
antidepressant medication is prescribed for depres-
sive women but not for men (4).

Strengths and limitations

All the interviewers had received good training in the 
use of the specifi c methods, and the study material 
was representative, including diverse functions of 
public primary healthcare: ordinary offi ce hour visits, 
emergency unit visits, antenatal clinics, and occupa-
tional health services.

The number of depressive men was rather small. 
As the patients considered non-depressive mostly 
had non-affective psychiatric symptoms or diagnoses 
or milder depressiveness, the results should be 
regarded with caution in this respect.

Conclusion

According to our results, depressive men have feelings 
of tiredness, worthlessness, and lower level of social 
functioning more frequently than women. According 
to other studies, depressed men and depressed women 
generally present with similar symptoms and func-
tional impairment, but women self-report more symp-
toms and women tend to report more distress and 
have more appetite and weight increase, anxiety, and 
somatic symptoms (4,8,10,11,26). Our fi ndings do 
not corroborate these studies. As to social functioning, 
there is some consistency with the study by Kornstein 
et al. (10), in which greater functional impairment was 
reported by women in the area of marital adjust ment, 
while men showed greater work impairment. Clini-
cally, as male depression seems to be associated with 
feelings of worthlessness and lower level of social func-
tioning, it probably means greater vulner ability, as 
demonstrated by their seeking help later than women 
and their greater suicidality (27,28).
According to Mo¨ller-Leimku¨hler (29), traditional 
masculinity is a key risk factor for male vulnerability, 
promoting maladaptive coping strategies such as lack 
of emotional expressiveness, reluctance to seek help, 
or alcohol abuse. Men’s help-seeking is more quickly 
embraced when it is perceived as a means to preserve 
or restore another, more valued, enactment of mascu-
linity (e.g., working as a fi re-fi ghter, or main taining 
sexual performance or function) (30). When personal 
accounts of depression were presented in three Swed-
ish newspapers, with a focus on the gendered repre-
sentation of laypersons’ experiences of depression, the 
women’s stories were more detailed, relational, emo-
tionally oriented, and em bodied, and the descriptions 
by men were less emotional and expressive, noting a 
more dramatic onset of depression, refl ecting hege-
monic patterns of masculinity (31).

On the whole, male depression deserves more 
attention; as the level of social functioning was lower 
in both depressive and non-depressive men, the psy-
chosocial profi le of primary care patients in Finland 
warrants further research.

Acknowledgements

We thank the Medical Research Fund of Tampere 
University Hospital for fi nancial support. Declara-
tion of interest: none.

Declaration of interest: The authors report no 
confl icts of interest. The authors alone are respon-
sible for the content and writing of the paper.

References

 1. Maier W, Gansicke M, Gater R, Rezaki M, Tiemens B, Urzua 
RF. Gender differences in the prevalence of depression: a 
survey in primary care. J Affect Disord 1999;53:241–52.

 2. Piccinelli M, Wilkinson G. Gender differences in depression. 
Critical review. Br J Psychiatry 2000;177:486–92.

 3. Kroenke K, Spitzer RL. Gender differences in the reporting 
of physical and somatoform symptoms. Psychosom Med 
1998;60:150–5.

 4. Williams JB, Spitzer RL, Linzer M, Kroenke K, Hahn SR, 
deGruy FV, et al. Gender differences in depression in pri-
mary care. Am J Obstet Gynecol 1995;173:654–9.

 5. Hildebrandt MG, Stage KB, Kragh-Soerensen P. Gender 
and depression: a study of severity and symptomatology of 
depressive disorders (ICD-10) in general practice. Acta Psy-
chiatr Scand 2003;107:197–202.

 6. Khan AA, Gardner CO, Prescott CA, Kendler KS. Gender 
differences in the symptoms of major depression in opposite-
sex dizygotic twin pairs. Am J Psychiatry 2002;159:1427–9.

 7. Kockler M, Heun R. Gender differences of depressive symp-
toms in depressed and nondepressed elderly persons. Int J 
Geriatr Psychiatry 2002;17:65–72.

 8. Frank E, Carpenter LL, Kupfer DJ. Sex differences in recur-
rent depression: are there any that are signifi cant? Am J Psy-
chiatry 1988;145:41–5.

 9. Thase ME, Reynolds CF, Frank E, Simons AD, McGeary J, 
Fasiczka AL, et al. Do depressed men and women respond 
similarly to cognitive behavior therapy? Am J Psychiatry 
1994;151:500–5.

10. Kornstein SG, Schatzberg AF, Thase ME, Yonkers KA, 
McCullough JP, Keitner GI, et al. Gender differences in 



 Long-term effects of lifestyle counselling on cholesterol level 167
chronic major and double depression. J Affect Disord 2000; 
60:1–11.

11. Carter JD, Joyce PR, Mulder RT, Luty SE, McKenzie J. Gen-
der differences  in  the presentation  of depressed out-
patients: a comparison of descriptive variables. J Affect 
Disord 2000;61:59–67.

12. Salokangas RK, Poutanen O, Stengard E. Screening for 
depression in primary care. Development and validation of 
the Depression Scale, a screening instrument for depression. 
Acta Psychiatr Scand 1995;92:10–6.

13. Barrett J, Oxman T, Gerber P. Prevalence of depression and 
its correlates in general medical practice. J Affect Disord 
1987;12:167–74.

14. Salokangas RK, Vaahtera K, Pacriev S, Sohlman B, Lehtinen 
V. Gender differences in depressive symptoms. An artefact 
caused by measurement instruments? J Affect Disord 2002; 
68:215–20.

15. Blacker CVR, Clare AW. Depressive disorder in primary care. 
Br J Psychiatry 1987;150:737–51.

16. Spijker J, Bijl RV, de Graaf R, Nolen WA. Care utilization 
and outcome of DSM-III-R major depression in the general 
population. Results from the Netherlands Mental Health 
Survey and Incidence Study (NEMESIS). Acta Psychiatr 
Scand 2001;104:19–24.

17. Poutanen O. Depressio terveyskeskuspotilaalla [Doctoral thesis in 
medicine; in Finnish.] Tampere: University of Tampere; 1996.

18. Diagnostic and statistical manual of mental disorders III-R. 
Washington, DC: American Psychiatric Association; 1987.

19. Salokangas RK, Poutanen O, Stengard E, Jahi R, Palo-oja T 
Prevalence of depression among patients seen in community 
health centres and community mental health centres. Acta 
Psychiatr Scand 1996;93:427–33.

20. Salokangas RK, Poutanen O. Risk factors for depression in 
primary care. Findings of the TADEP project. J Affect Disord 
1998;48:171–80.
21. Wing JK, Cooper JE, Sartorius N. The measurement and 
classifi cation of psychiatric symptoms. The description and 
manual for the PSE and CATEGO system. London: Cam-
bridge University Press; 1974.

22. Poutanen O, Koivisto AM, Joukamaa M, Mattila A, Salo-
kangas RK. The Depression Scale as a screening instru-
ment for a subsequent depressive episode in primary 
healthcare patients. Br J Psychiatry 2007; 191:50.

23. Addis ME, Mahalik JR. Men, masculinity, and the contexts 
of help seeking. Am Psychol 2003;58:5–14.

24. Moller-Leimkuhler AM. Barriers to help-seeking by men: 
a review of sociocultural and clinical literature with particu-
lar reference to depression. J Affect Disord 2002;71:1–9.

25. Rutz W, von Knorring L, Pihlgren H, Rihmer Z, Walinder J. 
Prevention of male suicides: lessons from Gotland study. 
Lancet 1995;345:524.

26. Moller-Leimkuhler AM, Bottlender R, Strauss A, Rutz W 
Is there evidence for a male depressive syndrome in inpa-
tients with major depression? J Affect Disord 2004;80:
87–93.

27. Kilmartin C. Depression in men: communication, diagnosis, 
and therapy. J Mens Health Gend 2005;2:95–9.

28. Bjerkeset O, Romundstad P, Gunnell D. Gender differences 
in the association of mixed anxiety and depression with sui-
cide. Br J Psychiatry 2008;192:474–5.

29. Moller-Leimkuhler AM. The gender gap in suicide and pre-
mature death or: why are men so vulnerable? Eur Arch Psy-
chiatry Clin Neurosci 2003;253:1–8.

30. O’Brien R, Hunt K, Hart G. “It’s caveman stuff, but that is 
to a certain extent how guys still operate”: men’s accounts 
of masculinity and help seeking. Soc Sci Med 2005;61:
503–16.

31. Bengs C, Johansson E, Danielsson U, Lehti A, Hammar-
strom A. Gendered portraits of depression in Swedish news-
papers. Qual Health Res 2008;18:962–73.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


