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Introduction: A large number of people in China are affected by depression, yet tend to delay seeking treatment. This study aims to explore persons living with depression and their journey of diagnoses and seeking professional medical help in China.

Methods: Semi-structured interviews were conducted with 20 persons who visiting physicians to be diagnosed and receive professional help from a large mental health center in Guangzhou, Guangdong province, China. Individual interviews were conducted and data were analyzed using content analysis.

Results: Three themes were identified from the findings: (1) “noticed something was wrong”; (2) negotiated decisions with their own narratives and the personal suggestions of others; and (3) gave new meaning to their experiences of depression, whereby they sought medical treatment.

Discussion: The findings of the study indicated that the impact of progressive depressive symptoms on the participants’ daily lives was a strong motivation for them to seek professional help. The obligation to care for and support their family prevented them from initially disclosing their depressive symptoms to family members, but eventually prompted them to seek professional help and persist in follow-up treatment. Some participants experienced unexpected benefits (e.g., relief at no longer feeling “alone”) during their first visit to the hospital for depression or when they were diagnosed with depression. The results suggest a need to continue to actively screen for depression and provide more public education to prevent negative assumptions and reduce public and personal stigmatization of those with mental health problems.
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1. Introduction

Major depression, also known as depression, clinical depression, or major depressive disorder, is a medical diagnosis for a mental illness that should not be confused with normal emotions such as sadness and grief (1). Sadness or grief is a normal response to loss, disappointment, or other difficult experience. Feeling sad or “down” at times, “down” is a normal life experience. People experience differed emotional response patterns of depression, sadness, and grief in life events (2). Usually, when the difficulties are resolved and the person can go about their lives, the feeling of sadness goes away. However, if the sadness does not recede, the person may be at risk for depression (3). Thus, sadness is an integral part of depression (4), though the diagnosis of depression also requires the presence of a loss of interest or pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, feelings of tiredness, and poor concentration, for at least two consecutive weeks (5). Globally, 4.4% of the population was diagnosed with depression in 2015–an increase of 18.4% compared to 2005 (6). In China, the number of people affected by depression has been increasing year by year. Specifically, the number of deaths or injuries caused by depression rose to a 29-year high in 2019, at more than 50 million (7).

Depression has negative effects on both persons diagnosed and society. In addition to physical discomfort such as chronic pain (8) and sleep disorders (9), persons’ work performance (10) and other social activities are greatly impaired by depression (11). Moreover, depression is one significant factor influencing people to attempt suicide. The WHO (World Health Organization) released data in 2021 indicating that over 700,000 persons with depression commit suicide each year (12).

Depression is also associated with increased utilization of healthcare services, loss of work productivity, and economic costs (13, 14). From 1990 to 2017, depressive disorders, mostly comprised of major depression, rapidly climbed to third place in the list of causes of the number of years lived with disability (YLDs) around the world (15). Effective treatment for depression could be helpful to improving patient outcomes and reducing economic, social, and healthcare costs (14).

Unfortunately, delays in seeking treatment are common among persons with major depression. A national study in the United States (US) reported that the mean time from the onset of depression to the first treatment contact was 47.5 months (16). In Tokyo, the median duration of time during which depression went untreated was 4 months (17). Early treatment has been shown to have the advantages of shortening the length of a depressive episode in recurrent depression (18) and promoting remission (19). Further delayed treatment prolongs the duration of untreated depression, significantly weakening the effect of using antidepressant medications (20).

Several studies have previously been conducted to examine factors contributing to delays in seeking treatment by people with depression. For example, a multinational survey conducted in six western countries, namely, Spain, Israel, Australia, Brazil, Russia, and the United States, reported that barriers preventing persons from seeking treatment for depression included the affordability of and access to psychiatric services, disease-related stigma, lack of social support, and concerns about the side effects of antidepressants (21). Another survey conducted in Australia (22) revealed that self-stigma and perceived discrimination from professionals and others were important deterrents to seeking care among persons with depression. A qualitative study of Latinos in the United States revealed that factors that facilitate or discourage persons from seeking medical care include concerns about privacy and discrimination, language and culture difficulties, financial pressure, factors involving contact with healthcare providers, stigma and isolation, knowledge about depression, and family support (23).

In all previous studies, stigma associated with mental illness appears to dominate as an influencing factor for those delaying seeking medical treatment. Unlike sufferers of other psychiatric problems, such as mania, persons with depression have been reported to conceal their symptoms so that they can make themselves look “normal” (24). This creates a barrier to seeking the medical help crucial to diagnosing and accessing therapy for depression. However, there is limited understanding of the experiences of persons and how they actually seek and access medical help. Improving this understanding could be valuable in providing support for their treatment, and in helping them to access professional help.

There may be different barriers in developing countries to seeking and accessing treatment for depression. In South Africa, younger people (ranging from 18 to 40 years of age), those with other chronic illnesses like tuberculosis, or those with more social support are more likely to seek help for their depression (25), while low confidence in one’s ability to cope with the condition by oneself or with the help of other non-professionals, a low level of literacy in depression, the inaccessibility of medical services, and disease-related stigma were the reasons reported by those with depression to explain why they did not visit doctors (25).

Similarly in China, delays in treating major depression have mainly been due to limited awareness of the problem, limited health personnel to treat the problem, and stigma surrounding mental illness. However, progress has been made in increasing the number of psychiatric facilities (by 77.94% from 2010 to 2015) and the number of psychiatrists and psychiatric nurses (by 47.08 and 110.40%, respectively, from the end of 2011 to 2015) (26). Furthermore, the National Health Commission in China set up a scheme in 2018 to establish a country-wide psychosocial support system (27). The scheme provides mental healthcare to a greater number of people in rural areas, pre-school children, and university students on campus. Yet, from 2002 to 2003, only about 6% of persons in metropolitan China sought treatment for mood disorders, including major depressive disorder, in the same year as the onset of their disorder (28). A survey conducted from 2001 to 2002 in the two biggest cities in China, Beijing and Shanghai, revealed that only 22.7% of persons with depression sought medical help within a year (29), as compared to 51.9% in the US (16) and 70% in Japan (17). Why people in China continue to delay seeking help for depression is a question that remains to be explored.

People in developing countries like China, may exhibit specific belief patterns related to seeking and accessing treatment for depression. Jiang and colleagues conducted a survey of 20 primary care clinics in Hangzhou, the provincial capital of a developed province in China. They found that only 7.5% of participants believed that depression is a disorder that should be treated by healthcare professionals, while 32% thought that depression is the individual’s fault (30). The significant percentage of people in China interpret depression as individual’s fault may related to the lower level of depression literacy among Chinese population than other culture groups (31). On the other hand, traditional Chinese philosophy suggests that people with mental illness is punished for the wrongdoings of their family members or ancestors (32). Furthermore, Chinese people with depression may deny their condition or not recognize it in expressions of their bodily symptoms (33). A survey by Wong et al. conducted in Shanghai reported that only 12.3% of participants could properly identify symptoms of major depression that were presented in a vignette, and fewer Shanghai Chinese than Chinese living in Hong Kong or Australia believed that social and family support are helpful for persons with depression (31). In other words, ethnic and contextual differences might influence the way persons interpret depression and their perspectives about its treatment, or even their attitudes toward seeking mental healthcare (34).

Few studies have been carried out to explore how people in China understand and recognize mental illness, and what their preferred treatment might be. In view of this, the present study aims to shed light on the experiences of persons in China who had been diagnosed and were living with major depression, and how they seek and access professional medical help.



2. Materials and methods


2.1. Purpose

To understand how persons in Guangzhou, China who have been diagnosed with major depression:

(1) Experience living with major depression.

(2) Seek (and make decisions about) professional medical ser-vices, and are assisted or hindered in accessing such services.



2.2. Study design

The authors adhered to a study design of qualitative description, which it has been suggested is appropriate for exploring experiences and insights from informants regarding an understudied phenomenon (35). Further, a post-positivist paradigm was used to obtain “a comprehensive summary of events in the everyday terms of those events” (P334) from participants (36). In other words, data were collected directly from participants with a rich knowledge of the phenomenon, who were assumed to be socially constructing their beliefs and values about the phenomenon, in relation to the context in which they were interacting with the researchers (37).



2.3. Sampling

Participants were recruited from the Outpatient Department in The Affiliated Brain Hospital of Guangzhou Medical University, the largest such institution in Southern China, which provides mental healthcare services to people from the surrounding regions of Guangdong, Guangxi, and Hainan. Specifically, the Center provides medical consultations and care for adult persons with mental disorders such as bipolar disorder, major depression, obsessive-compulsive disorder, social phobia, and anxiety disorders. Among all persons who use mental healthcare services in the department, 20% have been diagnosed with depression.

Purposive sampling of participants who were willing to participate included those who fulfilled the following criteria: (1) received a primary diagnosis of major depression from a physician; (2) in a stable condition (as assessed by a physician) for at least 1 month post-discharge, if previously hospitalized; (3) self-identifies as ethnic Chinese; (4) speaks fluent Mandarin or Cantonese; and (5) ≥18 years old.

Participants with the following characteristics were excluded: (1) unable to articulate their thoughts; (2) diagnosed with major depression as part of a bipolar disorder; and (3) diagnosed with depression secondary to other primary psychiatric or physical conditions.



2.4. Data collection

Data were collected with the help of the medical team of The Affiliated Brain Hospital of Guangzhou Medical University. Data collection took place over a 1-year period from December 2020 to December 2021 during the Coronavirus pandemic (COVID-19), when the Center had visiting restrictions. When persons came to the Center for a medical consultation, two psychiatrists screened potential participants for eligibility. The researcher invited eligible and interested persons for an interview, and explained the objectives and procedures of the study, after which their informed consent was obtained. Guest et al. (38) suggested that a sample size of 12 is adequate to understand common experiences from a relatively homogeneous population. Hence, it was anticipated that inviting a total of 20 individuals to participate in the study would be enough to meet the requirements for saturation, as the selected population was relatively heterogeneous.

Face-to-face interviews were carried out using a semi-structured interview guide. These included open-ended questions such as: “Would you tell me about how you came to be diagnosed with depression?,” “Could you tell me about your experiences of seeking professional help for your depression?,” “What were the difficulties that you encountered when seeking or accessing professional healthcare services?” Prompts such as “Can you talk more about.?,” “What was it like for you when…?,” “What do you mean when you say…?” were raised as appropriate. At the end of the interview, the participants were given a summary of their narrative, and invited to confirm or clarify it and add anything to their interview.

The interviews were conducted by the first author (YZ), a female nurse educator with experience in interviewing persons with depression. The interviews took place in the nurses’ office in the outpatient department or elsewhere in the hospital as suggested by the persons. Both parties wore masks during the interviews, according to COVID-19 safety guidelines. All of the interviews were conducted in Mandarin and were recorded using a voice recorder pen and transcribed verbatim. The interviews took an average of 30–45 min to conduct.



2.5. Data analysis

The method of conventional content analysis (39) was adopted when analyzing the data to get at its manifest content, “close to the text”; as well as latent content, reflecting the participants’ underlying meanings of their experiences (40). First, the recorded interviews (the unit of analysis) were transcribed verbatim by two researchers (LH and XL), both of whom had more than 5 years of experience in working with persons with depression, and had been trained to consistently transcribe the records. One of the researchers (YZ) checked the transcripts against the original audio recordings for accuracy and read the transcripts back to become familiar with the data. Second, two researchers conducted an inductive content analysis, starting with open coding. Upon reading each transcript, the researchers wrote notes and “named” meanings reflecting a “code” in the text, which were collected in “coding sheets.” Then, they grouped the codes into patterns, which generated sub-categories. Finally, these sub-categories were further grouped into prominent ideas, reflecting “main categories.”

In order to establish rigor in the data analysis, criteria on credibility, plausibility, and transferability were chosen, and strategies to meet each were employed (41). Throughout the study, contextual field notes, methodological notes, analytic notes, and notes on self-awareness (reflexivity) were recorded. To begin with, one researcher (YZ) carried out an independent analysis of 20 interviews to establish credibility and confirmability. A second researcher (YM) then checked the initial coding (identified as “meaning units”) and determined whether there were any conflicts of interpretation. Credibility was further established through a prolonged effort to comprehend and confirmed the interview data by two researchers (YZ and YM). All codes were discussed to reach a consensus on the patterns that had been grouped into categories and subcategories. Data saturation was confirmed by three investigators (YZ, YM, and DL), when they agreed that no new codes had emerged after 20 persons had been interviewed. To ensure that the codes were credible and plausible, all analyses were performed using Chinese transcripts, after which relevant quotes were translated into English for reporting purposes. Two bilingual Chinese–English translators validated the translation of those quotes (YM and XZ). A third researcher (DL) joined the team to re-contextualize sub-categories and categories for plausibility. Two researchers (YM and DL) then further checked the data against the preliminarily identified categories to further enhance the credibility of the data. Finally, exemplar quotations were identified for transferability by readers, in the final dissemination of this report.



2.6. Ethical considerations

Ethical approvals were obtained from the Ethics Committee of The Affiliated Brain Hospital of Guangzhou Medical University and The Hong Kong Polytechnic University. Three authors of this study facilitated the recruitment of participants (JL, LH, and XL), as they were nurses in the hospital (one female nurse manager and two female staff nurses), although in order to avoid a conflict of interest, none worked directly with the persons. Further, the persons were assured that their participation in the study was voluntary, and that they could withdraw from the study at any time without any negative consequences to their treatment in the hospital. Participant information containing any personal identification was stored in an encrypted USB, password-protected for online transfer, and was accessible only by the researchers in this study. During the interviews, the researchers were alert to signs of distress that might cause any participant to be unable to continue with the interviews, but none were observed to have occurred.




3. Findings


3.1. Characteristics of the participants

Twenty people participated in the study, ranging in age from 18 to 59 (M = 25.75, SD = 9.32). Three were males, while 17 identified as female. The length of time that the persons had spent living with depression ranged from half a year to 20 years. To understand their delay in seeking treatment, each participant was asked, “How long was it between the onset of your depressive symptoms and your first visit to a doctor to address the symptoms?” We found that delays in seeking mental healthcare were prevalent, as only one participant had visited a doctor within a week of the onset of his/her depressive symptoms. To calculate the interval between the onset of depression and the persons’ first visit to a doctor for mental healthcare, we rounded the length of time up or down to the nearest half year. Characteristics of the participants’ history of depression are summarized in Table 1.


TABLE 1    Characteristics of the participants’ history of depression (N = 20).

[image: Table 1]




3.2. Categories

The participants recounted their experiences from first becoming aware of a “problem” in their daily activities, trying to solve the problem, seeking medical help, and being diagnosed with depression. Three major categories reflected their decision-making process (see Figure 1). These were the ways in which the participants: (1) “noticed something was wrong,” characterized by four subcategories; (2) negotiated decisions with their own narrative and the personal suggestions of others, characterized by four subcategories; and (3) gave new meaning to their experience of depression, whereby they sought medical treatment, characterized by four subcategories.


[image: image]

FIGURE 1
The road map of the persons’ decision-making process.



3.2.1. Category 1: “Noticed something was wrong” (having problems)

Participants in the study realized that “something was wrong” when they first noticed “problems/mistakes” and how these “problems/mistakes” affected their lives before seeking medical help. Four sub-categories emerged during a further analysis of this category: (i) onset, relief, and recurrence of depressive symptoms; (ii) depressive symptoms: behavioral changes, increased negative emotions, and hallucinations; (iii) the physiological impact of depressive symptoms on daily life; and (iv) the realization that the problem(s) is/are serious and that one must seek medical treatment.


3.2.1.1. Subcategory i: Onset, relief, and recurrence of depressive symptoms

Throughout the journey of depression, most participants experienced a pattern of onset-relief-recurrence. The initial onset of depression: Participants described their first awareness of depression as having occurred under various stressors, such as schoolwork, peer aggression, conflict, or a family problem.

P6 recalled that she was under a lot of pressure over her final exams: “Because it happened around the end-of-term exams, at that time I thought that it was just because I didn’t know how to relieve the tension. So I didn’t doubt that I had some mental issues.”

P8, who was [verbally] attacked by classmates when she was in elementary school, reported: “Because at that time I was… not only at home… depressed and miserable, but also at school…. I very sad, I was ostracized by the whole class at school… for, um… that is… this is what happened when I was in the sixth grade.”

One female (P10, 59 years old) believed that her depression was triggered by her son’s divorce: “(In 2015), I felt that there were already some signs, because at that time my son. divorced, and after he divorced, I was a little worried about my grandson (about who would take care of him), and it was easy to cry.”

The symptoms abated, but then intensified with new stressors, causing a relapse: Some participants said that their symptoms of depression eased or disappeared as the stress was resolved; however, they reappeared and worsened with new life events.

P4 described the disappearance of her depressive symptoms after the college entrance examination, but said that they worsened when she felt various pressures at college. “Because I felt relived after the college entrance examination, my mood was… relatively relaxed, until I entered university, maybe more than half a year ago, and then these problems started again… and gradually got worse.”

P10 stated that her depressive symptoms reappeared because some unexpected changes occurred in her family after she returned from traveling abroad. She said: “It would come right after traveling. It did seem that I felt a bit relaxed after traveling… until October 2016. Then… my father had lung cancer, which was in the advanced stage and had spread. At that time, it was very stressful. Taking care of him and looking after my grandson made me feel uncomfortable.”

A young female participant (P17) experienced a long remission from her depression after graduating from junior high school, but her condition deteriorated rapidly in college when she experienced heartbreak in a relationship: “I got better when I was in high school… but the feeling of being hurt (by my ex-boyfriend) pushed me over the top, just caused me more hurt, so that I beat up on myself more frequently, and even attempted to commit suicide.”

In our study, younger persons reported feeling a greater obligation to fulfill expectations and not impose an additional burden on their parents. For example, a college student complained about the costly depression treatment, stating: “[Although you] get financial support from parents, and you prolong your life by taking very, very expensive drugs, you still want to die. Now that you’re free, you would feel [guilt at spending your parents’ money for treatment].”



3.2.1.2. Subcategory ii: Noticing the development of depressive symptoms, including behavioral changes, negative emotions, and hallucinations

Many of the participants noticed that there were many changes in their behaviors and emotions. For instance, one participant (P4), who was a college medical student, described her experience this way: “You (I) just can’t see any direction, you (I) can’t see anything…. [I was] in a rather desperate situation, then, I was very unhappy every day, couldn’t sleep, and didn’t want to eat or move around.”

Another participant (P6) said, “I don’t like to tidy up anymore, as I said before, my desk and everything used to be neatly arranged… and same with my home. I was not like this before (I lost interest in clearing up), gradually, it is becoming messy.”

Several participants had thoughts of self-harm or suicide, and some acted on their intentions.

One 24-year-old participant (P18) who had experienced depressive symptoms for 7 years prior to treatment, reported that: “Many times [I have] obvious thoughts of suicide, sometimes [I] even think about… when and how to end my life.”

A female participant P9 admitted that: “Hurting myself (showing the scar on her wrist to the interviewer)…, at the beginning, I was… taking the eyebrow razor… slashing like this (showing the cut on her wrist)….”

Some participants experienced hallucinations. For example, one participant, P6, questioned her reality with family members when she stated: “I heard people say those words to me, all abusive words or something similar, and then I really saw a figure of the person behind me.”



3.2.1.3. Subcategory iii: The physiological impact of depressive symptoms on daily life

All of the participants stated that the effects brought on by depressive symptoms were just not psychologically and emotionally problematic, but physiologically as well. Participants reported symptoms that altered the circadian rhythms of their bodies (i.e., sleep/wake, hormonal cycles), further affecting their performance at school or work, and sometimes even their ability to continue studying or working. For example, a female college student (P4) said: “It’s not just your (my) mental state, it’s my physical condition, I. um… for example. my menstrual period was affected, then I was unable to eat, and I was unable to fall asleep. I just wanted to lie down every day.”

In a few instances, work was significantly affected by the disease, such as when P16 stated: “My concentration and memory have declined, especially when I am sometimes attacked…. I really don’t want to work, and I often feel very tired.”

One participant, P8, even quit school in her first year of college due to the severity of her depressive symptoms: “I told my parents, I said that my current status may not be good, I have to drop out of school.”



3.2.1.4. Subcategory iv: Realization that the problem(s) is/are serious and that one must seek medical treatment

After experiencing a period of emotional distress and its impact on their daily lives, some participants sought further insight about their illness in their own way. Alternatively, they gained answers indirectly through others such as online sources, or family or friends. All suggested that they were suffering from a mental health problem.

The realization that they had a mental health problem prompted some to wonder whether it would be depression. For instance, P7 said: “Then, I did search online, I wondered if it was depression, and I checked (my problems) against the symptoms of depression. They seemed to tally with [my experience]. I began to believe [that I was having depression].”

Sometimes, participants were prompted to seek medical treatment as a result of their parents’ realization. For example, P20 visited a doctor less than 1 month after the onset of her depression. She said: “My mom raised the possibility that the symptoms point to mental issues.”

Occasionally, a physician treating their physiological problems might refer them to a mental health professional, such as a psychologist. P13 said: “I visited the neurology department in 301 (No. 301 hospital). After reviewing the results of my various medical tests, the doctor asked me if I would like to visit the psychology department.”




3.2.2. Category 2: Negotiated decisions with one’s own narrative and the personal suggestions of others

Throughout the journey of seeking medical treatments, the participants had their own opinions of their “problem(s)” and yet sought out some advice and help from others to help them make sense of their narratives. The participants sometimes accepted help from others, although usually they negotiated the narratives in terms of how they made sense with their own ideas at different stages of seeking treatment. In this process, three subcategories emerged: (i) negotiating narratives when initially aware that something is wrong; (ii) trying to deal with the “problems” in order to avoid making sense of them, and (iii) considering seeking from others to help re-negotiate their own ideas of depression.


3.2.2.1. Subcategory (i) negotiating narratives when initially aware that something is wrong

Although the participants, as described earlier, became aware of their depressive problems and how it affected their daily activities, some could not believe that it was happening to them. For example, P6 said: “I am doubting my judgment,… I used to be really cheerful, sunny.… I am just thinking whether people like me really would have this disease? A little weird, is this my problem?” Some preferred to solve the “problem” by themselves, such as when P7 said: “I have one set of self-regulation strategies…. I could go back to doing what I should do, but I gradually found that these strategies did not work well.”

The participants considered discussing their problem with family members, but feared that they would not be understood. For example, her parents’ negative attitudes toward the suicidal behavior of others affected P1’s decision. She said: “Then I thought that my family,… who do not understand the disease, might think that I was hypercritical or overthinking…. Was not there always a lot of news about suicide before? Then, they (my family) would say that they (the suicides) can’t figure it out or something like that, when they touch on the topic of suicide.”

Some participants reported that they had thought of seeking medical help, but hesitated due to a fear of stigma. For example, P9 reported feeling ashamed of visiting a hospital for depression. She said: “I didn’t ever think of seeing a doctor. I was upset, because… as an ordinary person, going to the hospital to have a medical check (for depression) is just uncomfortable…. I just felt that things cannot be that bad.” P17 erroneously assumed that treating depression would be financially costly. She said: “When I heard [that I had] the disease (depression), I thought that it must be a costly disease. [I should] visit the doctor many times, and it could even cost tens of thousands of yuan. My family’s [financial] situation at that time might not allow me to do that (seek medical help), so I didn’t tell them (parents) and didn’t dare to see a doctor.”



3.2.2.2. Subcategory (ii) trying to deal with the “problems” in order to avoid making sense of them

In response to the question of how they identified and dealt with “problems,” some participants said directly that they actually did not deal with the depressive problems but just avoided them, to delay making sense of them. For example, P15 tried to distract herself from addressing her depressed mood. She stated: “It was escaping rather than handling, by (watching) animations, reading, and doing something like that… fully devoting myself to other people’s stories.”

In another instance, P16 chose to ignore the problem. She reported: “I found that I was ignoring or suppressing them (depressive symptoms) most of the time…. [I] did not really want to face it (depression).”

Similarly, a male participant, P3, said: “Then, I forced myself… to be happy every day, or I to greet people I had met, or something like that.”

Some participants sought help from doctors in various departments for their physical problems, but avoided making sense of their symptoms of depression. For example, P14 said: “I visited doctors in other departments before I came to the psychology department. For example, I went to the neurology department for sleeplessness and to the ear-nose-throat department for tinnitus… ears, eyes, my stomach, and sleeplessness, I visited different departments for those (problems).”

Some participants tried to solve their problem by using Traditional Chinese Medicine. For example, P3 said: “At that time, I was at home for the first 3 years (because of depression). I used traditional Chinese medicine for a period of time.”



3.2.2.3. Subcategory (iii) considering seeking help from others to help re-negotiate their own ideas of depression

Many participants continued negotiating a process weighing the benefits vs. the costs of treatment. This helped them to re-negotiate the meaning of receiving a diagnosis of depression. For example, P1, who was a third-year senior high school student, weighed the effects of her symptoms on her studies against the cost of treatment. She reasoned: “If I didn’t see a doctor, my future would have been affected, so… comparing the money (for treatment) with the wages I will earn in the future, the gains in fact outweigh the losses. So I decided to see a doctor after making such a comparison.”

In comparison, concerns about family helped the participants to re-negotiate the seeking of medical treatment for their depressive symptoms rather than acting on thoughts of suicide. For instance, P3 explained: “I feel that family is still so important…. It was not long after my father died, and my dad’s death made me… so unhappy… so depressed. If I were also to die, my mom and my grandma might lose the will to live, so I feel that I must live no matter what.”

In another example, P7’s treatment-seeking behavior was reportedly encouraged by her friends: “Anyway, what they said was that early detection and early treatment were important, and (I should) see a doctor soon. Maybe I would have delayed [consulting a doctor] if I had been alone, but they encouraged me like this and I thought that it would be better to see a doctor earlier.”




3.2.3. Category 3: Gave new meaning to experiences of depression

Four subcategories characterized this main category when participants demonstrated a process of giving new meaning to their experiences of depression through: (i) perceived barriers to seeking professional help; (ii) perceived facilitators in seeking professional help; (iii) unexpected benefits from seeking treatment; and (iv) reflecting on their journey and suggestions for others with depression.


3.2.3.1. Subcategory (i) perceived barriers to seeking professional help

On the journey of seeking medical help for depression, there were various obstacles that prevented the participants from seeking early medical help and continuing their treatment. Participants encountered multiple obstacles, from themselves and others close to them. For instance, some reported lacking literacy about depression. One example was P17, a junior high school student who first reported symptoms of depression as something foreign to her. She said: “I had never heard [of] depression…. [I] didn’t know about depression; [I] didn’t know I was sick.” Some participants felt that the physicians were medicalizing their situation. For instance, P8 had a positive attitude toward medical treatment and the future at the time of her interview, but she admitted that: “Unable to avoid being depressed, down, and anxious, at that time I still wanted to quit.”

For some participants, expressions from family members about the stigma of depression was a strong deterrent. For example, when P9 expressed a desire to go to a psychiatric hospital for her depressive symptoms, her parents opposed her decision. P9 stated: “I originally wanted to go to the Nanchang psychiatric hospital, but they (my parents) said that it did not seem to be such a big deal. They believed that visiting a psychiatric hospital [was a loss of face].”

Furthermore, practical barriers delayed their seeking and/or continuing to access medical help, such as: a lack of time, too far a distance to travel, and financial concerns. P13 complained: “Since it’s really too far away (from my hometown), and really too inconvenient… [and I face] financial pressures, I can’t come for a follow-up often, which I think delays my recovery.” In particular, younger participants, like P1, who was a senior high school student, did not wish to burden her family with the costs. She stated: “I can’t afford it by myself… or I don’t want my family to spend a lot of money, so I am thinking of saving money by myself and seeing a doctor in the coming winter break.” In these instances, some persons expressed no motivation to take medical treatment during their depressive episodes. For example, P18 stated: “I knew I needed to get moving, but I really had no motivation to take action.”

Altogether, the majority of participants reduced or stopped taking medications by themselves due to the actual or anticipated negative side effects. For instance, P10 did so after experiencing side effects from the treatment and fearing its long-term consequences: “I was just afraid that taking too much medication would make me dull because, after all, these are medications. As long as it is a medicine, it has to have some components of poison (a Chinese saying).”

Similarly, P14 expressed the worry that the medications would be detrimental to her work in dealing with customers in her family’s (online) business: “But when I am going to work, I absolutely refuse to take the medication because it makes me sleepy.”

In addition to the side effects of the medications, some participants stopped taking their medication when their depressive symptoms were resolved and they thought that they no longer needed it. For example, P20 stated: “Obvious sleepiness, lack of energy, feeling down, poor concentration – I felt that the symptoms had cleared up, so I stopped taking medications.”

When participants needed to take medications for their physical problems, they would put a stop to their medications for depression to prevent the drugs from interacting. For instance, P8 reported: “If I had a cold, I would take medications for my cold for a few days (and stop my medications for depression). I would continue to take the medications (for depression) after the cold is gone.”

P3 reduced his dosage of medication fearing that he would not get medications for depression since the hospital had visiting restrictions during the COVID-19 epidemic. He said: “The epidemic was not over. I didn’t know when I would be able to get the medicine from the hospital… (so) I reduced the dosage of the medicine by myself.”

Moreover, some participants expressed a sense of mistrust of their patient-physician relationship, such as in relation to their medical diagnosis and treatment. For example, P7 expressed mistrust of how his physician arrived at the diagnosis of depression when he stated: “I filled in several questionnaires during my first visit to the hospital, and I doubted whether depression could be diagnosed by filling in the questionnaires.”

In other examples, doctors were perceived as not being empathetic to the persons’ situation, and not addressing their specific needs. For example, P4 reported: “Maybe I haven’t established a good relationship with the doctor… a good relationship of trust…. Maybe in my view he didn’t address my needs…. S/he just asked how I was doing, uh… can I sleep, can I eat… routine questions…. S/he didn’t listen to me carefully…. I just felt that I went to the follow-up only to get medications” (P4).

Similarly, P9 thought that the doctor didn’t take individual differences between persons into account when prescribing medicines. P9 stated: “Then, s/he prescribed the same medicine for us (a fellow student with a different condition and me). It seemed that s/he was doing it wholesale…. S/he prescribed it once every four months. I will only see the doctor three times a year. How could s/he have exact knowledge of my condition (during the following four months)?”

Moreover, some participants feared that healthcare professionals might judge them harshly. In one instance, P13 shared her unpleasant memories of being a home wrecker and was criticized by her doctor. She reported: “But s/he would criticize me… s/he would say, how can you do this? Why did you do that?” Other participants anticipated negative judgments if they did not report that they were responding well to the medical treatment. For instance, P5 expressed a negative attitude about his treatment when he thought there was no improvement. He reported: “There was no difference whether or not I took the medicine. It was just useless.”



3.2.3.2. Subcategory (ii) perceived facilitators in seeking professional help

Family and peer support were important facilitators in encouraging the participants to seek professional treatment and persist in continuing treatment.

For example, P1 was greatly encouraged by parental support, even though she thought that her parents could not understand her situation and she did not tell them about her condition. She said: “My parents… were the first to support and encourage me, asked me to see a doctor and telling me to take medications with minimal side effects, which I felt was very heartwarming.”

In another example, P17, who was a female college student, benefited from advice given to her by her friends. She recalled: “They (friends) persuaded me to see a doctor. I had not known that I had major depression until I visited (the doctor).”

Family and friends, and the effect of the disease itself on their lives, motivated the participants to seek medical help and follow through with their doctor’s prescribed treatment/plans. For instance, although P18’s condition did not improve after many years of treatment, she continued to persist in the hope that she would make her family happy when 1 day she did recover. She said: “My family and my mom would be very happy if I am well.”

Further, participants were motivated to seek professional help to maintain their hope for their future, whether to help themselves or a family member. For example, P4, who was a fourth-year college student, faced pressure to get well in order to graduate and find work. She explained: “I care about my future, and if I can make money, I do not think I will come to see (a doctor).” P5’s pet cat motivated him to continue his treatment, as he said: “I had to make money to vaccinate it (his cat), and I should make money to have it neutered.”

In one case, a participant talked about wanting to be a good role model for her friend, who also had depressive symptoms. P9 reported: “My friend once stopped taking medicine…. I would like to stand by her [and set an example for her], [let her know] that if I can persist in taking medicine, so can she.”

A few participants persisted in taking their medication in order to prevent effects if they stopped. For example, P2 said: “There would be an abstinence reaction if I didn’t take this medicine. I dare not stop (taking the medicine).”



3.2.3.3. Subcategory (iii) unexpected benefits from seeking treatment

Although most participants delayed their first visit to the hospital to seek professional help, all received unexpected benefits from seeking treatment. For instance, one young male participant (P3) was greatly relieved to no longer feel “alone” in his suffering: “I think it turns out that I am not alone fighting [depression] in the world. There are lots of people fighting alongside me (laughed).”

In the process of recognizing others with depression, P17 came to realize the importance of seeking early treatment: “It turns out that it was not just me who had depression – lots of people had it, but they had all looked for medical help…. I think I am too late.”

Over time, some participants were able to let go of their burden of stigma when they experienced a sense of peer belonging during their visits to the hospital. For example, P13 emphasized the importance of a mental health specialty: “People like us still have a place to [seek help], which specializes in helping us. There is no need to despair or regard yourself as a marginal person or an outlier.” The camaraderie with peers allowed some participants, like P20, to stop blaming herself for her diagnosis of depression. She stated: “[I] found the exit, [it was] not my problem; it is a physical problem indeed, or an issue with my nerves.”



3.2.3.4. Subcategory (iv) reflecting on their journey and suggestions for others with depression

Many participants emphasized the importance of seeking help from others, especially the importance of early treatment and persisting with treatment to avoid actions that one might regret. For example, P12, who was saved by her schoolmates when she threatened to harm herself, stated: “No matter how scared you are, you should talk to your classmates, talk to your family, and ask them to help you.”

When the participants were asked if they wished that something had been different in their journey, P8 stated: “I especially wish that I had persisted in taking medicine when I was moderately depressed… it would not be as severe as it is now.”

Another participant, P15, commented that she wished that she had sought treatment sooner than 6 years ago. She said: “If I had been treated earlier, everything would be different now.”

In summary, a process of giving meaning to the participants’ suffering occurred in a journey of challenges and unexpected benefits, from family and friends, to overcome personal and public stigma and low health literacy about depression and its medical treatment.






4. Discussion

The purpose of this study was to explore the persons’ experience of living with depression and the journey of seeking professional medical help in China. Three categories emerged in all of the interviews: (i) “Noticed something was wrong,” (ii) Negotiated decisions with their own narratives and the personal suggestions of others, and (iii) Gave new meaning to their experiences of depression, whereby they sought medical treatment. Overall, similar to previous studies (21–23), the findings in our study indicated that treatment delays were common among persons with depression. Doblyte and colleagues conducted a review of studies (42) to discern delays in seeking medical treatment by individuals with depression. They found that seeking help was a threat to ones’ identity, and engendered either conflict or support from one’s social networks. Therefore, persons with mental health problems sought alternative coping strategies that delayed their treatment-seeking behavior (42). This is consistent with the findings in our study, in that the participants delayed seeking professional help because they encountered many barriers to doing so. Similarly, these results resonate with a previous study from the United States of African-American parents of youth with mental health problems, when seeking professional help for them (43). In the latter study (43), parents experienced several stages in decision making, including identifying the problem, denial of the problem, solving the problem by themselves, considering seeking assistance from outside, getting advice and help from others, conducting a personal analysis, and selecting a solution and seeking an evaluation.

As in our study findings, other studies reported that the perceived severity of depressive symptoms on a person’s inability to perform their usual study and work responsibilities was a frequent trigger for persons to seek medical help (44). Colandrea (45) found that college freshmen with moderate-to-severe depressive symptoms showed a significant preference for counseling services compared to those with minimal-to-mild symptoms of depression. Further, persons who complained that depression had a more severe effect on their lives, such as causing sleep difficulties and energy loss, were found to be more likely to seek medical help (46).

Moreover, one’s ethnic background and social context of living influence how people living in China interpret depression in different ways. In general, Chinese persons are more likely to deny depression or express it somatically than non-Chinese (33). Similar to our study, persons initially sought medical help not for depressive symptoms, but more often for somatic symptoms (47). In part, this may have been to avoid judgment from one’s significant others, as well as because of one’s own internalized shame about having a mental health problem. This was shown in a study by David et al. (48) of participants with psychosis, whose significant others often disapproved of their decision to seek treatment. The authors suggested that this may have been due to the cultural stigma associated with psychosis vs. that associated with depression. Ethnic background also influenced their way of help-seeking for depression. Depressed patients in China may seek help from non-psychiatric professionals, such as general hospital services, lay help, alternative treatments administered by providers or themselves (49). In addition, Chinese patients living in different regions (Shanghai, Hong Kong, Melbourne) have significant differences in their beliefs about seeking help for depression. For instance, people may seek help in the form of drugs, rather than talk therapy for depression (31). In other words, differences in ones’ social context (i.e., familial upbringing, education) also appears to affect people’s attitudes and preferences for seeking different types of help for depression. Hence, ethnic background and contextual factors associated with ones’ own and public attitudes toward a specific mental health problem and its treatment warrant consideration. Given this, we assert that non-psychiatric physicians must take into consideration ethnicity and social contexts when diagnosing depression, especially in the case of Chinese people, who may tend to express depression somatically (33) and seek help from non-psychiatric professionals (49).

Regardless of the mental health diagnosis, the study by Ben-David et al. (43) showed that family and friends have a critical influence in whether persons will seek professional help for their mental health problems. Further, in our study, the persons’ familial responsibilities could either impede or motivate them to seek medical help that might involve both a public and a financial cost. Similarly, Yu and colleagues (50) observed that family obligations prevented persons in China with depression from seeking medical support due to feelings of guilt about burdening their families and being incapable of carrying out their family duties. These results support the view that cultural influences relating to family context might hinder the disclosure of a mental illness, and put the ill member in a position of hesitating to seek familial support (51). However, we also found that family was a significant driving force when persons, especially younger individuals, hesitated to initiate a medical visit and/or continue follow-up treatment.

A study focused on the effect of cultural beliefs and practices on the recovery of individuals with psychiatric problems indicated that family involvement contributes to a better outcome for persons in developing countries than developed countries (52). The Chinese culture emphasizes that children are obligated to care for their parents in a kind and pleasant manner, in respect of the love and care that they received in their childhood (53). Therefore, we suggest that Chinese persons be reminded of their responsibility to their families, to motivate them to seek medical treatment, out of consideration for a future where they are able to fulfill their duty of being filial to their parents.


4.1. Implications

Most barriers preventing persons with mental health problems from seeking professional help were found to be similar to those in previous studies (21–24). For instance, previous studies identified the barriers as consisting of self-reliance, limited mental health literacy, lack of accessibility, distrust of physicians, stigma, opposition from others, unwillingness to disclose one’s condition, and a reluctance to burden one’s family (54, 55). In addition, similar to another study (56), many participants in our study stated that they lacked the motivation to seek treatment during their depressive episodes, since exhaustion commonly prevented them from seeking medical help. Indeed, people with depression are more likely than people without depression to report a reluctance to seek help (57). Hence, the impact of depressive symptoms themselves should be taken into consideration when health professionals adopt strategies to encourage persons to seek early treatment for their depression.

In terms of facilitators, initial support from family and friends can act as a significant motivator for persons to seek professional help and persist in treatment. In addition, persons might be encouraged to weigh the costs and benefits of medical treatment against stopping treatment and risking relapse, to encourage them to continue following through with medical treatment. Further, factors such as positive doctor-patient relations, education, and positive attitudes toward mental health services are important in persuading persons to access mental health services (55).

Early treatment and recovery for depression requires the first visit to a physician and/or psychiatrist about depression symptoms to be a positive one. Wheeler (58) also reported that being diagnosed with depression by practitioners was a meaningful start to the persons’ journey to initiate treatment. Hence, stepping up efforts to increase screening of depression in the general population may be helpful and necessary for its early detection. Moreover, educating the public about screening may expedite the process of persons receiving information that counteracts misassumptions about receiving a mental health diagnosis and care.



4.2. Limitations

As in all qualitative studies, one limitation is the generalizability of the study. However, readers are encouraged to discern whether the findings are transferable to similar Chinese groups with depression. Another limitation of the study is that we recruited participants from one outpatient department of a mental health center in an urban area of China; thus, those living in rural areas or those who have never visited a hospital are not represented in this study. The last limitation of this study is that most of the participants in our study were females and younger persons; therefore, male persons and those of an older age may have different experiences of seeking professional help. Therefore, we recommend that further studies involving these groups be conducted, as research on them is scarce.




Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

The studies involving human participants were reviewed and approved by The Hong Kong Polytechnic University Ethics Committee Human Subjects Ethics Sub-Committee Departmental Research Committee. The patients/participants provided their written informed consent to participate in this study.



Author contributions

JL, LH, and XL conducted the subject recruitment. YZ carried out the interviews and drafted the manuscript. LH and XL transcribed the recorded interviews verbatim. YZ, YM, and DL analyzed and interpreted the data. YM and DL critically reviewed and revised the manuscript. All authors conceived, designed the study, and approved the final draft of the manuscript.



Funding

This study was funded by the Guangzhou Municipal Education Bureau as a tertiary education scientific research project (grant number: 202032867).



Acknowledgments

We would like to express their gratitude to all of the participants who shared their experiences for this study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. The American Psychiatric Association. What is depression?. (2020). Available online at: https://www.psychiatry.org/persons-families/depression/what-is-depression (accessed February 15, 2020).

2. Parker G, Paterson A, Hadzi-Pavlovic D. Emotional response patterns of depression, grief, sadness and stress to differing life events: a quantitative analysis. J Affect Disord. (2015) 175:229–32. doi: 10.1016/j.jad.2015.01.015

3. Tebeka S, Geoffroy P, Dubertret C, Le Strat Y. Sadness and the continuum from well-being to depressive disorder: Findings from a representative US population sample. J Psychiatr Res. (2021) 132:50–4. doi: 10.1016/j.jpsychires.2020.10.004

4. Sabine M, Franck J. Sadness as an integral part of depression. Dialogues Clin Neurosci. (2008) 10:321–7. doi: 10.31887/DCNS.2008.10.3/smmages

5. World Health Organization. Depression: Let’s Talk. (2017). Available online at: https://www.who.int/mental_health/management/depression/en/ (accessed September 18, 2019).

6. World Health Organization. Depression and Other Common Mental Disorders: Global Health Estimates. (2017). Available online at: https://www.who.int/publications-detail/depression-global-health-estimates (accessed December 22, 2019).

7. Institute of Health Metrics and Evaluation. Global Health Data Exchange. (2019). Available online at: http://ghdx.healthdata.org/gbd-results-tool?params=gbd-api-2019-permalink/d780dffbe8a381b25e1416884959e88b (accessed August 31, 2022).

8. Bair M. Depression and pain comorbidity: a literature review. Arch Intern Med. (2003) 163:2433–45. doi: 10.1001/archinte.163.20.2433

9. Tsuno N, Besset A, Ritchie K. Sleep and depression. J Clin Psychiatry. (2005) 66:1254–69. doi: 10.4088/JCP.v66n1008

10. Harvey S, Glozier N, Henderson M, Allaway S, Hotopf M. Depression and work performance: an ecological study using web-based screening. Occup Med. (2011) 61:209–11. doi: 10.1093/occmed/kqr020

11. Steger M, Kashdan T. Depression and everyday social activity, belonging, and well-being. J Couns Psychol. (2009) 56:289–300. doi: 10.1037/a0015416

12. World Health Organization. Fact sheet on depression. (2012). Available online at: https://www.who.int/en/news-room/fact-sheets/detail/depression (accessed August 15, 2022).

13. Jain G, Roy A, Harikrishnan V, Yu S, Lawrence C. Patient-reported depression severity measured by the PHQ-9 and impact on work productivity. J Occup Environ Med. (2013) 55:252–8. doi: 10.1097/JOM.0b013e31828349c9

14. Donohue J, Pincus H. Reducing the societal burden of depression: a review of economic costs, quality of care and effects of treatment. Pharmacoeconomics. (2007) 25:7–24. doi: 10.2165/00019053-200725010-00003

15. Disease and Injury Incidence and Prevalence Collaborators. Global, regional, and national incidence, prevalence, and years lived with disability for 354 diseases and injuries for 195 countries and territories, 1990–2017: a systematic analysis for the global burden of disease study 2017. Lancet. (2018) 382:1789–858.

16. Hasin D, Sarvet A, Meyers J, Saha T, Ruan W, Stohl M, et al. Epidemiology of adult DSM-5 major depressive disorder and its specifiers in the United States. JAMA Psychiatry. (2018) 75:336–46. doi: 10.1001/jamapsychiatry.2017.4602

17. Oguchi Y, Nakagawa A, Sado M, Mitsuda D, Nakagawa Y, Kato N, et al. Potential predictors of delay in initial treatment contact after the first onset of depression in Japan: a clinical sample study. Int J Ment Health Syst. (2014) 8:50. doi: 10.1186/1752-4458-8-50

18. Kupfer D, Frank E, Perel J. The advantage of early treatment intervention in recurrent depression. Arch Gen Psychiatry. (1989) 46:771–5. doi: 10.1001/archpsyc.1989.01810090013002

19. Halfin A. Depression: the benefits of early and appropriate treatment. Am J Manag Care. (2007) 13:S92–7.

20. Bukh J, Bock C, Vinberg M, Kessing L. The effect of prolonged duration of untreated depression on antidepressant treatment outcome. J Affect Disord. (2013) 145:42–8. doi: 10.1016/j.jad.2012.07.008

21. Simon G, Fleck M, Lucas R, Bushnell D. Prevalence and predictors of depression treatment in an international primary care study. Am J Psychiatry. (2004) 161:1626–34. doi: 10.1176/appi.ajp.161.9.1626

22. Barney L, Griffiths K, Jorm A, Christensen H. Stigma about depression and its impact on help-seeking intentions. Aust N Z J Psychiatry. (2006) 40:51–4. doi: 10.1111/j.1440-1614.2006.01741.x

23. Uebelacker L, Marootian B, Pirraglia P, Primack J, Tigue P, Haggarty R, et al. Barriers and facilitators of treatment for depression in a Latino community: a focus group study. Community Ment Health J. (2012) 48:114–26. doi: 10.1007/s10597-011-9388-7

24. Garcia J, Crocker J. Reasons for disclosing depression matter: the consequences of having egosystem and ecosystem goals. Soc Sci Med. (2008) 67:453–62. doi: 10.1016/j.socscimed.2008.03.016

25. Andersson L, Schierenbeck I, Strumpher J, Krantz G, Topper K, Backman G, et al. Help-seeking behavior, barriers to care and experiences of care among persons with depression in eastern cape, South Africa. J Affect Disord. (2013) 151:439–48. doi: 10.1016/j.jad.2013.06.022

26. Chen H, Ning M, Li Y, L Ly I, Xun W, Wu F, et al. Study of the mental health resources in China. Chin J Health Policy. (2019) 12:51–7.

27. National Health Commission of the People’s Republic of China. Scheme Concerning the Establishment of a National Psychosocial Support System. (2018). Available online at: http://www.nhc.gov.cn/jkj/s5888/201812/f305fa5ec9794621882b8bebf1090ad9.shtml (accessed February 22, 2020).

28. Wang P, Angermeyer M, Borges G, Bruffaerts R, Chiu W, Girolamo G, et al. Delay and failure in treatment seeking after first onset of mental disorders in the world health organization’s world mental survey initiative. World Psychiatry. (2007) 6:177–85.

29. Lee S, Tsang A, Huang Y, He Y, Liu Z, Zhang M, et al. The epidemiology of depression in metropolitan China. Psychol Med. (2009) 39:735–47. doi: 10.1017/S0033291708004091

30. Jiang Y, Bogner H, Wang X, Wang J, Zhu T, Conwell Y, et al. Primary care patient beliefs and help-seeking preferences regarding depression in China. Psychiatry Res. (2018) 269:1–8. doi: 10.1016/j.psychres.2018.08.031

31. Wong D, He X, Poon A, Lam A. Depression literacy among Chinese in shanghai, China: a comparison with Chinese-speaking Australians in Melbourne and Chinese in Hong Kong. Soc Psychiatry Psychiatr Epidemiol. (2012) 47:1235–42. doi: 10.1007/s00127-011-0430-4

32. Wong D. Family burdens, Chinese health beliefs, and the mental health of Chinese caregivers in Hong Kong. Transcult Psychiatry. (2004) 41:497–513. doi: 10.1177/1363461504047932

33. Parker G, Gladstone G, Chee K. Depression in the planet’s largest ethnic group: the Chinese. Am J Psychiatry. (2001) 158:857–64. doi: 10.1176/appi.ajp.158.6.857

34. Cardemil E, Nelson T, Keefe K. Racial and ethnic disparities in depression treatment. Curr Opin Psychol. (2015) 4:37–42. doi: 10.1016/j.copsyc.2015.01.021

35. Kim H, Sefcik J, Bradway C. Characteristics of qualitative descriptive studies: a systematic review. Res Nurs Health. (2016) 40:23–42. doi: 10.1002/nur.21768

36. Sandelowski M. Whatever happened to qualitative description? Res Nurs Health. (2000) 23:334–40. doi: 10.1002/1098-240X(200008)23:4<334::AID-NUR9>3.0.CO;2-G

37. Bradshaw C, Atkinson S, Doody O. Employing a qualitative description approach in health care research. Glob Qualit Nurs Res. (2017) 4:1–8. doi: 10.1177/2333393617742282

38. Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment with data saturation and variability. Field Methods. (2006) 18:59–82. doi: 10.1177/1525822X05279903

39. Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. (2008) 62:107–15. doi: 10.1111/j.1365-2648.2007.04569.x

40. Graneheim U, Lindgren B, Lundman B. Methodological challenges in qualitative content analysis: a discussion paper. Nurs Educ Today. (2017) 56:29–34. doi: 10.1016/j.nedt.2017.06.002

41. Elo S, Kääriäinen M, Kanste O, Pölkki T, Utriainen K, Kyngäs H. Qualitative content analysis: A focus on trustworthiness. SAGE Open. (2014) 4:1–10. doi: 10.1177/2158244014522633

42. Doblyte S, Jiménez-Mejías E. Understanding help-seeking behavior in depression: a qualitative synthesis of persons’ experiences. Qual Health Res. (2017) 27:100–13. doi: 10.1177/1049732316681282

43. Henderson JD. The Decision-Making Process for Seeking Support Among Christian, African American Parents of Youth Experiencing Mental Health Challenges: A Grounded Theory. Minneapolis, MN: Capella University (2017).

44. Fisher VM. Help-Seeking for Depression in Rural Women: A Community Portrait. Richmond, VA: Virginia Commonwealth University (2005).

45. Colandrea C. Depression in College Freshmen: Severity of Symptoms and Willingness to Seek help From a Campus Counseling Center. Union, NJ: Kean University (2010).

46. Dew M, Dunn L, Bromet E, Schulberg H. Factors affecting help-seeking during depression in a community sample. J Affect Disord. (1988) 14:223–34. doi: 10.1016/0165-0327(88)90038-9

47. Okello E, Neema S. Explanatory models and help-seeking behavior: pathways to psychiatric care among persons admitted for depression in Mulago Hospital, Kampala, Uganda. Qual Health Res. (2007) 17:14–25. doi: 10.1177/1049732306296433

48. David S, Cole A, Brucato G, Girgis R, Munson M. Mental health service use decision-making among young adults at clinical high risk for developing psychosis. Early Interv Psychia. (2019) 13:1050–5. doi: 10.1111/eip.12725

49. Yu S, Kowitt SD, Fisher E, Li G. Mental health in China: stigma, family obligations, and the potential of peer support. Community Ment Health J. (2018) 54:757–64. doi: 10.1007/s10597-017-0182-z

50. Pandalangat N. Cultural Influences on Help-Seeking, Treatment and Support for Mental Health Problems – A Comparative Study using a Gender Perspective. [master’s thesis]. Toronto ON: University of Toronto (2011).

51. Ahmad F, Maule C, Wang J, Alan FW. Symptoms and experience of depression among Chinese communities in the west: a scoping review. Harv Rev Psychiatry. (2018) 26:340–51. doi: 10.1097/HRP.0000000000000202

52. Stanhope V. Culture, control, and family involvement: a comparison of psychosocial rehabilitation in India and the United States. Psychiatr Rehabil J. (2002) 25:273–80. doi: 10.1037/h0095015

53. Yuan X, Wang QA. Tentative study on differences and integration of sino-western filial piety culture. Asian Soc Sci. (2011) 7:97–106. doi: 10.5539/ass.v7n8p97

54. Keung W, Mei L. Cultural influence on Shanghai Chinese people’s help-seeking for mental health problems: implications for social work practice. Br J Soc Work. (2014) 44:868–85. doi: 10.1093/bjsw/bcs180

55. Gulliver A, Griffiths K, Christensen H. Perceived barriers and facilitators to mental health help-seeking in young people: a systematic review. BMC Psychiatry. (2010) 10:113. doi: 10.1186/1471-244X-10-113

56. Fröjd S, Marttunen M, Kaltiala-Heino R. Why do late adolescents not seek professional help for mental health problems? Eur Psychiatry. (2010) 25:182. doi: 10.1016/S0924-9338(10)70182-6

57. Lienemann B, Siegel J, Crano W. Persuading people with depression to seek help: respect the boomerang. Health Commun. (2013) 28:718–28. doi: 10.1080/10410236.2012.712091

58. Wheeler E. I Said, They Said: The Role of Diagnosis in the Help-Seeking Pathways of College Students. Boston, AM: University of Massachusetts Boston (2017).



OPS/images/ain.jpg





OPS/images/cross.jpg
@ Check for updates.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Experiences of seeking and accessing medical care among persons with major depression: A qualitative descriptive study of persons with depression in China



		1. Introduction



		2. Materials and methods



		2.1. Purpose



		2.2. Study design



		2.3. Sampling



		2.4. Data collection



		2.5. Data analysis



		2.6. Ethical considerations







		3. Findings



		3.1. Characteristics of the participants



		3.2. Categories



		3.2.1. Category 1: “Noticed something was wrong” (having problems)



		3.2.1.1. Subcategory i: Onset, relief, and recurrence of depressive symptoms



		3.2.1.2. Subcategory ii: Noticing the development of depressive symptoms, including behavioral changes, negative emotions, and hallucinations



		3.2.1.3. Subcategory iii: The physiological impact of depressive symptoms on daily life



		3.2.1.4. Subcategory iv: Realization that the problem(s) is/are serious and that one must seek medical treatment







		3.2.2. Category 2: Negotiated decisions with one’s own narrative and the personal suggestions of others



		3.2.2.1. Subcategory (i) negotiating narratives when initially aware that something is wrong



		3.2.2.2. Subcategory (ii) trying to deal with the “problems” in order to avoid making sense of them



		3.2.2.3. Subcategory (iii) considering seeking help from others to help re-negotiate their own ideas of depression







		3.2.3. Category 3: Gave new meaning to experiences of depression



		3.2.3.1. Subcategory (i) perceived barriers to seeking professional help



		3.2.3.2. Subcategory (ii) perceived facilitators in seeking professional help



		3.2.3.3. Subcategory (iii) unexpected benefits from seeking treatment



		3.2.3.4. Subcategory (iv) reflecting on their journey and suggestions for others with depression















		4. Discussion



		4.1. Implications



		4.2. Limitations







		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References

















OPS/images/fpsyt-14-1092711-t001.jpg
Characteristics Range Mean SD

Age of onset (year) 12~53 17.90 8.6
Length of time living with depression 0.5~20 7.85 5.16
(year)

Interval between the onset of 0~11.5 3.43 3.17
depression and the first visit to a

doctor for mental healthcare (year)






OPS/images/cover.jpg
& frontiers | Frontiers in Psychiatry

Experiences of seeking and
accessing medical care among
persons with major depression:

A qualitative descriptive study of
persons with depression in
China











OPS/images/fpsyt-14-1092711-g001.jpg
Category 1: Noticed something was wrong |«

J

Category 2: Negotiated decisions with own

narrative and personal

others
Sought medical help
Category 3: Gave new meaning to

experiences of depression, whereby they

sought medical treatment

suggestions of |*

Subcategory i: Onset,
relief and recurrence

Subcategory ii: Noticed the

development

Subcategory iii: The physiological impact of depressive
symptoms on daily life

Subcategory iv: Realized the problem(s)

Subcategory i: Negotiated narratives

Subcategory ii: Tried to deal

Subcategory iii: Considered seeking help from others

Subcategory i: Perceived
barriers to seeking
professional help

Subcategory ii: Perceived
facilitators to seeking
professional help

-+

-+

Subcategory iii: Unexpected
benefits from seeking
treatment

Subcategory iv: Reflected
on their journey and made
suggestions







OPS/images/logo.jpg
’ frontiers ‘ Frontiers in Psychiatry







OPS/images/email.jpg





