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BACKGROUND Barriers to detecting symptoms of depression in male patients in
primary care include patients’ reticence to self disclose and doctors’ failing to ask
questions that tap into their patient’s emotional distress. Effective consultation is
further hindered by time constraints, undifferentiated and nonspecific symptoms of
depression, differing attribution of symptoms and expectations of the consultation,
and low levels of mental health literacy. These issues, of particular relevance to men,
informed the design of a screening instrument, the ‘For Men Only’ Prompt List (PL).
OBJECTIVE This article reports an evaluation by male patients and their general
practitioners of the PL conducted in the context of primary care. The patients
completed the PL in the waiting room and used it to raise issues during consultation.
The instrument was evaluated using a short questionnaire completed by patients, a
postal questionnaire by GPs, and field notes. 
DISCUSSION The PL was useful for those patients who required prompting in raising
issues surrounding depression. Those who already had a good relationship with their
doctor, were at ease discussing issues without prompting, or had a specific physical
problem to be treated, did not find it as useful. All practitioners found the PL
provided extra information about their patients. It also helped them build rapport
with patients and made their job of assessment easier. Doctors depend on patients to
self disclose and patients depend on doctors to provide an accurate diagnosis. 
The PL addresses some of the barriers to identifying depressive symptoms in men,
particularly in assisting male patients to ‘open up’ to their doctors. 

Anumber of barriers to detection of
depression in primary care have con-

tributed to low detection rates. These
include structural barriers such as the
setting of the clinic,1 and time constraints
(perceived and actual long waiting times
and short consultation) which can lead to
focussed, task orientated enquiry and limit
a broader psychosocial exploration.
Interpersonal barriers to detecting depres-
sion include sex, age and socioeconomic
bias, and differing expectations of the con-
sultation between doctors and patients.2

Differing attributions (where patients may
construe their problems as ‘physical’ while
the doctor may see them as ‘psychological’,
or vice versa) may also hinder recognition
of symptoms. Other complicating factors
include alcohol abuse and where symptoms
are ‘hidden’ (such as somatic presentations
of emotional distress). These barriers are
particularly salient for men whose delayed
help seeking and reticence to self disclose
may also be a reflection of low levels of
mental health literacy (such as knowledge
of mental health issues).3

‘Hidden’ symptoms
Low treatment rates for men have been
linked to social norms of traditional mas-
culinity that make help seeking more
difficult for men. The belief that express-
ing the need for help, for men, is a ‘sign
of weakness’4,5 characterised by difficulty
relinquishing control,6 has been known
to inhibit expressiveness and lead to
symptoms being avoided, denied, camou-
flaged or hidden.7,8 Furthermore, doctors
who maintain this same view of mas-
culinity and help seeking in men are
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more likely to overlook, deny or dismiss
symptoms in men.9,10

Differing expectations of
the consultation

Accurate assessment is impeded when
doctors and patients approach the consul-
tation with differing expectations.11 For
example, some doctors may attach greater
importance to somatic symptoms, and pre-
scribing drugs,12 while some patients may
be more oriented to emotional agendas
and quality of life issues such as disruption
of normal activities and relationships.13 In
other cases, patients may invite a prescrip-
tion or a ‘quick fix’ to avoid any
exploration of sensitive psychosocial
issues that may be difficult to raise. In any
case, doctors depend on patients to self
disclose in order to fulfill their profes-
sional task10,12 and patients depend on
doctors to provide an accurate assess-
ment14 and to respond to issues raised.2

Mental health literacy 

Patients’ self disclosure and doctors’
ability to detect depressive symptoms
requires a level of mental health literacy.
This has been defined as the knowledge
and beliefs about mental disorders
(including depression) which aid their
recognition, management and prevention.3

A recent Australian study assessing
knowledge and beliefs about depression
found a community wide lack of recogni-
tion of the symptoms of depression and
limited understanding of the availability
and effectiveness of standard treatments,
in both depressed and nondepressed
groups.15 It remains unclear, however,
whether levels of mental health literacy
differ between men and women. 

While numerous studies have sought to
understand why depression in men is diffi-
cult to detect in primary care,4 few studies
have engaged men directly. Heifner5

recruited a group of men to talk about
their experience of depression and found
that most had very defined traditional
stereotypical gender role identities which
influenced their help seeking behaviour.

Another study, formative to this evalua-
tion study, recruited a nonclinical group of
young and older men to a series of focus
groups.5 The group discussions were
designed to elicit ‘new’ information con-
cerning men’s experience of depression,
ways of coping and help seeking.2 The
qualitative data were used both descrip-
tively, and analysed using a grounded
theory approach.16,17 The results indicated a
high level of mental health literacy in those
men who identified in themselves, and
observed in other men, all the commonly
accepted symptoms of DSM-IV major
depression.18 In addition, they identified
the need to withdraw, and an escalation
and intensification of negative affect
toward anger.19 These two symptoms in
men may easily be overlooked in consulta-
tion and thus remain ‘hidden’.7,8

Furthermore, the men also reported a ten-
dency for male patients to wait for doctors
to ‘guess’ the problem rather than actively
self disclosing.2

In an attempt to narrow the expecta-
tion gap between doctor and male patient
in the consultation process, the men were
asked: ‘What questions should general
practitioners be asking to detect depres-
sive symptoms in men?’ The answer to
this question and overall analysis of the
qualitative data informed an instrument
for use by male patients and practitioners
in primary care to facilitate discussion on
issues surrounding depression. The instru-
ment, the ‘For Men Only’ Prompt List
(PL), is the focus for this evaluation study.

The ‘For Men Only’ 
Prompt List 

The front page of the PL asks questions
that relate to perception of health, work
and family satisfaction, social support,
major life events, and issues the doctor
needs to know and discuss (Figure 1). The
first question asks the patient to rate his
physical (poor/fair/good/excellent) and
emotional health (lousy/not bad/pretty
good/feeling great). Poor ratings of emo-
tional health have been found to be
predictive, while positive ratings of emo-

tional health have been found to be pro-
tective, for the onset of depression.20 The
question: ‘When was the last time you saw
a doctor?’ was designed to establish
delayed help seeking and whether an
emotional crisis had precipitated the visit.
Emotional problems can manifest in phys-
ical problems due to delayed help seeking,
common in men, at which point the
problem is likely to be serious. The next
question: ‘Why are you seeing the doctor
today?’ was designed for the doctor to
quickly identify the patient’s perception of
the visit. This enables the doctor to
respond appropriately and ‘in tune’ with
the patient thus building rapport.

Having the patient nominate his ‘best’
and ‘worst’ life events taps into any signif-
icant issues and acts as a cue for questions
surrounding, eg. unresolved grief or loss,
being retrenched from work, etc. ‘Work’
and ‘family’ have been found to be major
sources of, and buffers against, depression
for men.2

The last questions on the front page
ask the patient to identify things the
doctor needs to know about them and
what they would like the doctor to discuss
with them. These questions allow the
patient to write down sensitive issues that
may be difficult to articulate, and also
encourages the patient to take an active,
rather than passive, approach to the con-
sultation process.

Twenty ‘Yes/No’ questions on the
back page of the PL reflect issues articu-
lated by men in relation to their
experience of depression and coping
(Figure 2). These questions also incorpo-
rate the commonly accepted symptoms of
DSM-IV major depression18 which
include diminished interest, lethargy, and
change in weight or sleep patterns.
Additional questions focus on the need to
withdraw and the escalation and intensifi-
cation of negative effect. 

The PL has been informed by men for
men. It is in ‘male friendly’ form and lan-
guage style, designed to facilitate
discussion for men, and to make the
doctor’s job easier in detecting symptoms
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Figure 1. The ‘For Men Only’ Prompt List

Please tick the boxes over the page  ü

HEALTH
How would you rate your physical health?

(please circle)

Poor       Fair       Good       Excellent 

How would you rate your emotional health?

Lousy  Not bad  Pretty good Feeling great

When was the last time you saw a doctor?

Why are you seeing the doctor today?

Are there any other things that the 
doctor needs to know about you?

What would you like the doctor to 
discuss with you?

Who are the main people in your life at
present (family, mates)? [please write their
names on the arrows]

Who is your main support person?

What have been your best and worst life
events?

WORK
Are you employed? Yes            No

What is your usual occupation? 

Years in your present job:
How satisfied are you at work?

Not at all       Not very      Fairly     Very              

FAMILY
Do you have a partner?
If so, how is the relationship working for you?  

It's not     Could be better     Working well     

Do you have kids?
If so, how is your relationship with
him/her/them working for you?

It's not     Could be better     Working well

Are you having any major problems at
home?  If yes, please state:

Copyright © 2001:  S. Brownhill & K. Wilhelm
University of New South Wales:  Version 2:1
All rights reserved. No part of this instrument may 
be reproduced without permission in writing from
the authors.

Please fill in this form and hand it to your doctor at consultation. The
answers you give are building blocks for you and your doctor to
discuss health and related issues.               Thank you!

for            onlymen
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Figure 2. Prompt List ‘Yes/No’ questions

Copyright © 2001: S. Brownhill & K. Wilhelm
University of New South Wales:  Version 2:1 Your name:                                               Age:

Please hand to the doctor

YES    NO
[Please tick ü]

Take ‘in the past month’ as a guide, but some of 
these issues may be over a longer time period.

Is work getting on top of you?

Are you coping with the demands of family life?

Have you had less interest or pleasure in doing things?

Do you use recreational drugs or alcohol to boost your mood or self-
confidence?

If yes, is your use of drugs or alcohol becoming a problem for you
and/or your relationships?

Has anyone commented that you're not your 'normal' self?

Have you been wanting to be on your own, more than usual?

Have you been more angry, resentful, critical, or aggressive towards
other people or animals?

Do things easily trigger you to explode with anger or frustration?

Have you been doing things that are ‘out of character’?

Have you been thinking that things are becoming increasingly out of
your control?

Have you been taking risks that might injure yourself or others?

Have your sleeping patterns changed for the worse?

Have you been having more 'aches and pains' than usual? 

Has your interest in sex decreased?

Have you been lacking energy or just couldn't be bothered?

Have your eating habits changed for the worse?

Have you been thinking a lot about regrets or sad events in 
the past?

Have you been feeling down, depressed or hopeless?
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of depression in men. The PL also acts as
a practical exercise or ‘something for men
to do’ while waiting to be seen by their
doctor.5 This article reports the pre-test
and evaluation of the PL in the context of
primary care.

Method

Recruitment 
General practitioners who had been
involved in earlier research with the
authors were asked to allow access to
male patients in their waiting rooms. The
five practices’ receptionists played a vital
role in recruiting male patients into the
study. A large poster was displayed in the
GPs’ waiting rooms and receptionists
directed the men’s attention to it. The
male patients were invited to participate
in the evaluation. For most, the response
was positive – some older men declined
(because they did not have their reading
glasses) even though they were interested.
The completed forms were placed in the
patient’s file for the doctor to view during
the consultation.

Evaluation

The evaluation of the PL was conducted
using a self report (for men), a postal
questionnaire (for GPs) and field notes of
the interviewer. The patient feedback
questionnaire was completed postconsul-
tation and the GPs’ feedback form mailed
back shortly thereafter. To ensure
minimal intrusion in terms of time taken,
the GPs’ form required minimal work
(ticking boxes, adding comments) and a
reply paid envelope was provided. 

Self report questionnaire

A short questionnaire was completed by
patients immediately after the consulta-
tion. The first question sought patient
perception of whether the doctor had
asked the ‘right’ questions to pick up
symptoms of depression, and if not, what
else needed to be asked; and whether the
patient had told the doctor about bother-
some issues. They were also asked whether
the form was ‘useful’ in raising issues

(why/why not?) and whether patients
would change anything about the form (if
yes, what changes?). Space was provided
to allow these men to make additional
comments about their personal experience
of depression, coping or help seeking
beyond the scope of the set questions.

GP postal questionnaire

The GPs’ postal questionnaire sought
feedback on whether using the PL helped
doctors to build rapport, elicit extra infor-
mation from patients, clarify
understanding of patients’ current emo-
tional state, and provide any new
information about patients’ environment
(relationships/support system/work satis-
faction/home life). Other questions
invited GPs to comment on any problems
they had with the PL, to make sugges-
tions on improvement, and to recall any
comments received from their patients
regarding the PL.

Field notes

Field notes were collected detailing
observations of the interview process with
the patients, and are included in the
Results section.

Results

The men
Seventy-four men participated in this
study. Their mean age was 50.3 (SD:
19.02) years. Information derived from
the PL provides a profile of male atten-
dees. The majority rated their physical
health as ‘good’ (52.3%). Ratings of ‘fair’,
‘excellent’ and ‘poor’ were 30.8%, 9.2%
and 7.7% respectively. The majority rated
their emotional health as ‘pretty good’
(58.5%). The next most common rating
was ‘feeling great’ (20.0%), then ‘not bad’
(15.4%) and ‘lousy’ (6.2%). Most of the
men were employed (63.1%), with an
average 11.1 (SD: 13.6) years spent in
their present job; 75.6% were ‘fairly’ or
‘very satisfied’ at work. Of the men who
had a partner (77.8%), most (82.2%)
reported their relationship was ‘working
well’. Most (67.2%) of the men reported

having children and, of those, most
(82.5%) reported their relationship with
their children was ‘working well’. Most
nominated major life events related to
work, family/relationships and health, and
almost all (91.2%) of the men reported
they were ‘coping with the demands of
family life’. 

General practitioners

Fourteen GPs (10 women, 4 men) partici-
pated in this study, representing five sites
in the inner west and eastern suburbs of
Sydney (NSW). Even after follow up,
only eight of the participating GPs
returned their questionnaires, a response
rate of 57%. Those eight GPs (6 women,
2 men) have been in general practice for
an average of 24.7 (SD: 5.1) years. 

Usefulness of the PL

Patient responses
Sixty percent of male patients found the PL
useful in raising issues with their doctor.
Patient responses are outlined in Table 1.

While only 60% of patients reported
the PL useful, qualitative data shed light
on patients who did not find the PL
useful. These were men who already had
a good relationship with their doctor (the
doctor knows me/knows my history), or
were positive about the doctor’s consulta-
tion style (the doctor knows what to ask;
at ease talking with the doctor). Other
reasons given by patients for not (finding
the PL useful) centred around the consul-
tation being straightforward (having a
specific problem to raise, eg. skin, blood
test, ‘sugar levels’), about commonsense
issues or where there were no psychoso-
cial issues worth raising (not having a
need, or not having issues or problems to
raise, not being applicable, or not affected
by symptoms of depression). 

Field notes provided additional evalua-
tive information from comments made by
the men. For example, the comments: ‘The
doctor can read the body signals of the
patient’ illustrates and reinforces the poten-
tial ‘guesswork’ component to the
consultation process.5 Another patient com-
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mented that he had previously endured
three months of depression and felt that the
PL ‘would have helped the doctor’ diagnose
his depression. He reported not wishing to
ask for help, nor to see a doctor during his
depression despite losing 18 kgs over the
period. Another issue raised was the
patient’s familiarity with their doctor (if you
know your doctor well then the form plays
no major part other than letting the doctor
pick up depression symptoms). Important
issues were more likely to be raised if the
doctor was seen as easy to talk to or having
an easygoing style. Another comment, that
people can easily lie about the answers on
the PL, reinforces the view that men may
under report lifestyle habits rather than
‘look bad’.5 Time constraint on the consul-
tation process was also raised.

GP responses

All GPs reported the PL provided extra
information and 71% reported it clarified
information about their patients. Most
GPs (86%) found it useful in building
rapport with their patients and 71%
reported that using the PL made their job
easier. Supportive comments from GPs
are outlined in Table 2.

Two problems were raised by GPs:
The PL is yet ‘another’ form to complete
and too many responses on the back page
can be daunting for the GP (even though
the PL was not designed to be completed
by GPs), and it is another issue to field in
limited time (even though the PL was
designed to save GPs time in identifying
important issues). Despite these com-
ments, the GPs requested copies of the
PL to use with risk taking behaviours
common to men. 

Discussion

Task orientated short consultations in
general practice (based on fee-for-
service) pose barriers to detection of
depression in men. Despite this, recent
research has demonstrated that the first
two minutes are important to set the
scene for the consultation.21 It is, there-
fore, important for doctors to engage men
in a short space of time while at the same

time providing a safe, nonthreatening
environment for men to raise and
respond to important issues.5 Men have
their own barriers underpinned by the
belief that expressing emotion or prob-
lems, or exposing their vulnerabilities is a
‘sign of weakness’2,5 so that the provision
of task orientated tools to facilitate this
process may prove invaluable. 

The comments by male patients and
their doctors emphasise the importance of
effective communication on both sides. In
this regard, the PL was designed to assist
doctors to ask questions relevant to men,
and to assist men to self disclose. All GPs
reported that the PL provided new infor-
mation about their patients, and most of
the patients found it useful in ‘opening up’.
They ‘opened up’ about issues that they
may not otherwise have raised with their
doctors. The PL may be beneficial overall,
but is likely to be of most benefit where
there is less familiarity and interpersonal
ease between the doctor and the patient.

The PL may be considered useful as
part of the move to a more patient centred
approach to health care delivery.22 It pro-
vides the opportunity for men to take
responsibility for their health by giving
information to their GPs in a structured,
nonthreatening format thus exposing sensi-
tive issues that would normally have
remained ‘hidden’. The PL has the poten-
tial to increase the mental health literacy of
men by raising their awareness of such
issues and by providing access to a screen-
ing instrument for such purpose. It also
appears to narrow the gap of differing
expectations of the consultation by provid-
ing a focal point for discussion in line with a
collaborative approach where patients are
more proactive and informed. While the PL
covers symptoms of major depression, the
aim is to promote a clinical conversation
about depression and possible precipitants
and associated risky behaviours.

Changes to the PL

The aim of this pre-test was to allow a
sample of male patients (for whom the
instrument was designed), to have some

Table 1. Patient responses to the PL

He now knows some issues about me and he might be able to help me.
Prompted discussion that would not have been raised otherwise.
Reminder, check list, thought beforehand about issues to be raised.
I felt obliged to mention current issues that otherwise I would probably have ignored.
It clarified for myself and my doctor what was needed.
To ensure I spoke openly about the way I have been feeling lately.
I probably wouldn’t have raised specific queries with the doctor had I not been
prompted.
Questions regarding the ‘best/worst’ things in life prompted discussion.
It was a good source of information about myself so the doctor could create friendly
conversation.
The form supplies all the necessary questions that you would like to be asked.
Opens the ‘emotional floodgates’ to coin a phrase. Would promote honesty and
reflection but in a nonconfrontational way.

Table 2. GP responses to the PL

Great
The language and layout was good. Easy
to fill out, easy to get info.
The question about ‘main people’ was
very revealing in most cases.
Valuable in new, unfamiliar patients. 
The prompt list helped bring to mind new
issues about patients that I’ve been
treating for years.
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input into its utility. The most consistent
comment from male patients was about
the ambiguity of two Yes/No questions
that sought answers that related to
‘change’ in behaviour, eg.: ‘Have you
been sleeping less, or more, than usual?’
and ‘Has your interest in sex decreased or
increased?’ These questions were aimed
to elicit any ‘change’ in behaviour, but
have been misconstrued by users as
‘either/or’ answers therefore not fitting
the Yes/No answer options. The GPs also
suggested that the same questions be
reworded to avoid ambiguity and the two
questions have been modified accordingly
(Figure 1).

Limitations

The patients and doctors in this study
may have been particularly vigilant in
focussing on and talking about issues sur-
rounding depression. Despite this, the
GPs found out more information about
their male patients, and male patients
offered additional information that would
otherwise not have been forthcoming.

Conclusion

We set out to pre-test and evaluate a
screening instrument informed and
designed by men for men to overcome
some of the barriers in detecting depres-
sion in men in primary care. The PL has
been found to break down some of those
barriers, particularly in guiding GPs to
ask questions relevant to men’s experi-
ence and expression of depression, and by
assisting male patients to ‘open up’. The
positive responses from this small sample
suggest implementation of the PL on a
larger scale. This includes modification of
the PL for other groups including women,
adolescents and cross cultural studies in
primary care.
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the PL for use with future male patients.
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