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ABSTRACT

Background: Even though Swiss-Italian young adults are vulnerable to depression,
most of them avoid to seek mental-help due to stigma or lack of information.
Preventive interventions may be useful to help people to seek mental help
professionals before the severe symptoms arise, by focusing on the reduction of
the stigma about depression through the promotion of help-seeking behavior.
Method: To develop an effective communicative intervention, the research team
referred to the Theory of Planned Behavior to examine, through a semi-structured
interview, the barriers and motivators affecting the intention to seek mental help
in young adults.

Results: Findings revealed that in this sample of Swiss-Italian young adults, lack of
knowledge, support by relatives and friends, low perceived control, perceived,
public and self-stigma did affect the intention to seek mental help. Participants
suggested strategic interventions that have guided the development of the
present campaign.

Conclusions: Online support systems and school-based interventions are
considered the most appealing and effective preventive strategies by young
adults. We included the redesigning of the website, the development of social
network pages, the creation of an application for physical and mental health,
predicted testimonial involvement, and created psychoeducational leaflets.
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SI-ADOC is a non-profit

association located in

Ticino, Switzerland, for

the treatment of anxious,

depressive, and
obsessive-compulsive disorders.
Their aim is to make Italian-speaking
Swiss aware of what these disorders
are, to offer them a variety of
therapeutic options, and to establish
connections among the people who
suffer from these diseases, as well as
their families.

This year the efforts of ASI-
ADOC are centered on depression.
Hence, in order to sensitize the
population and prevent the disease,
they entered into a consulting
contract with the research team of
Universitd della Svizzera Italiana,
Lugano / Vita-Salute San Raffaele
University, Milan, with the aim to
create an  effective preventive
campaign that reaches the Ticino
canton.

Data show that depression is a
very relevant threat for health. In
fact, according to the Swiss Health
Monitoring Center (2016), 1 person
out of 2 suffered from any psychic
disorder at least once in a lifetime,
and depression is one of the most
frequent diseases in Switzerland.
Specifically, In Ticino, almost 38,4%of
the population declares to show
depressive symptoms, and the 29%of
them has mild to  moderate
symptoms. The Dipartimento della
Sanita e della Socialita ("Mi Sento
Depresso: Uno Sguardo alla Salute
Mentale dei Ticinesi”, 2019) carried
out an investigation in 2017 and
found out that the prejudices about
depression in Ticino usually concern
shame and fear of others’ reactions;
scarce knowledge about depressive
symptoms, causes, treatment
possibilities and health professionals

involved in the treatment ; low trust
towards therapies and professionals.

Depression is also associated
with unhealthy lifestyles and habits
(Cabello et al, 2017), among which
being overweight is the most
frequent and shows the highest
comorbidity with depression. The
number of obese or overweight
children is rapidly growing worldwide
(“Obesita: i Bambini Svizzeri se la
Cavano”, 2017): in  Switzerland,
however, the problem is less marked:
/% of children up to 19 are obese,
while  among young qirls the
percentage is 4.6% However, 19% of
Swiss children between 5 and 19 are
overweight, as shown by the numbers
provided by the Federal Statistical
Office (FSO), and therefore are at
high risk for depression. According to
Serdula, Ivery, Coates, Freedman,
Williamson, and Bayers (1993), obese
children are more likely to become
obese young adults than not-obese
children. Since the target of this
project are young adults, the purpose
is to develop the necessary
knowledge for breaking the stigma
barrier, but also enhancing healthy
lifestyles in young adults.
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ASSESSMENT OF NEEDS: SWOT
ANALYSIS

The following Table 1 shows an
overview of the shortcomings and
possibilities in Ticino and within ASI-
ADOC with respect to the upcoming
preventive campaign.

OBIECTIVES

The request of ASI-ADOC to the
consulting team is to generate «
campaign designed to increase the
quality of life among Ticino
population: the aim is to preempt
depression through primary
prevention and promotion of health-
enhancing behaviors. This goal will be
achieved by reducing the stigma
associated with depression and help-
seeking, increasing the awareness of
what it is and what treatments exist,
and spreading the knowledge about
preventive healthy habits. In fact,
according to the literature (Barney,
et.al, 2006), we expect that the true
understanding of the disease and the
associated habits, together with the
reduction of the stigma, will bring to
the citizen an increased help-seeking
behavior, from the appearance of the
very first risk factors.
Specifically, we will be focusing on:
Creating knowledge about
depression (informing,

sensitizing, and
false beliefs);
Providing to the people the
means to be able to ask for
help;

Encouraging a healthy lifestyle.

disproving

TARGET

The target that the association wants
to address is the general population
of Ticino older than 18 years old, with
specific attention to these segments:
the people who do not know
depression; the ones who are
experiencing some symptoms
although they strive to ask for help;
everybody who is potentially called
to support a depressed person.
Nevertheless, since needs and
education of people of different age
may vary significantly, we decided to
focus on a specific age group, namely
on young adults (18-35 years old), as
the fact that they are both the
present and the future of the society
and may represent the distal goal of
our campaign.
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STRENGTHS OF ASI-ADOC

WEAKNESSES OF ASI-ADOC

A wide and well established
network of partners

Good number of mental health
professionals

Tailored services

Good reputation across the region
Long-established communication
channels

Inefficient slogan use
Poor website
Poor social network diffusion

OPPORTUNITIES IN TICINO

THREATS IN TICINO

The target is open to social media
interventions

Social media interventions are
proven as effective and low cost
Increasing awareness about health
and prevention

Stigmatized concept of depression
and mental therapies

Still limited emphasis on healthy
lifestyles

High cost of mental health services
Increasingly more stressful daily
routines due to personal and
social-cultural changes.

e SWOT Analysis of ASI-ADOC
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THEORETICAL FRAMEWORK OF THE
INTERVENTION

1. Depression and the Effects of a
Healthy Lifestyle

1.a Depression, Signs and Symptoms

Depression (Major Depressive
Disorder or Clinical Depression) is a
common and severe affective disease
recognized worldwide (Beck and
Alford, 2009). The symptoms of
depression determine how a person
feels, thinks, and deal with everyday
activities, such as eating, working or
sleeping. Depression is defined as
such when the symptoms mentioned
below persist for at least two weeks
during most of the day (NIMH, 2019):
Constant  sad,
empty mood;
Feelings of hopelessness or
pessimism;
Irritability;
Feelings of guilt, worthlessness,
or helplessness;
Loss of interest or pleasure in
hobbies and activities;
Diminished energy or fatigue;
Slowness in movements;
Feeling irresolute or having
trouble sitting still;

anxious, or

Difficulty in  concentrating,
remembering, or making
decisions;

Sleeping difficulty, early-

morning
oversleeping;
Appetite and/or weight
changes;

Thoughts of death or suicide
attempts;

Aches, or pains, or problems
with digestion without a clear
physical cause, and/or
resistant to treatment.

awakening, or

Depression does not mean feeling all
of the above symptoms at the same
time (NIMH, 2019). There is an
individual difference among people,
such that many suffer from few
symptoms and others mMmay
experience many. Moreover, severity,
frequency and duration of symptoms
and the symptoms themselves
change within people and/or during
the stage of illness.

It is possible to identify many

different forms of depression and/or
they may advance under particular
conditions, as it follows.
The Persistent Depressive Disorder or
dysthymia: “is a depressed mood that
lasts for at least two years” (NIMH,
2019). A person diagnosed with this
condition may experience events of
major depression and less severe
symptoms.

The Postpartum Depression
occurs after giving birth by many
women (NIMH, 2019). These women
suffer from Major Depression during
pregnancy or after delivery. The
symptoms  associated  with  this
condition, such as extreme sadness,
exhaustion and anxiety, make it hard
for mothers to engage in their daily
life activities and caring for their
babies.

The Psychotic Depression s
identifiable when a person has severe
depression and, in addition, suffers
from delusions and hallucinations,
which involve negative themes, such

as delusions of quilt, illness, or
poverty (NIMH, 2019).
The Seasonal Affective

Disorder occurs during winter,
because of less sunlight interacting
with physiological mechanisms, and it
improves during spring and summer
(NIMH, 2019). The symptoms of winter
depression dare social withdrawal,
augmented sleep, and weight gain.
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This condition may recur every year
during the same period.

The Bipolar Disorder is a
diverse condition from depression,
since it affects personality, but it is
worth mentioning because patients
may develop symptoms of Major
Depression  (NIMH, 2019). Other
symptoms associated with it include
mania or hypomania.

It is possible to identify, in the
diagnostic classification of DSM-V
(APA, 2013), new forms of depression,
such as Disruptive Mood
Dysregulation Disorder in children
and adolescents, and Premenstrual
Dysphoric Disorder.

1.b Risk Factors

According to NIMH (2019), depression
is one of the most common mental
disorders in the U.S. and, according
to the Swiss Health Monitoring Center
(2016), depression is one of the most
frequent diseases in Switzerland.
Specifically, in Ticino, almost 38,4%of
people declares to show depressive
symptoms, and the 29% of the
population has mild to moderate
symptoms. Research show that the
causes of depression include genetic,
biological, environmental, and
psychological factors. Any age
category is susceptible to depression,
even though the onset of it is more
frequent during adulthood.
Depression sometimes occurs with
more conspicuous irritability than low
mood in children and adolescents.
High levels of anxiety in children may
develop in chronic mood and anxiety
disorders in adult age (NIMH, 2019).
In older adults or in midlife,
depression can coexist with and
aggravate other chronic illnesses,
such as cancer, heart disease,
diabetes, and Parkinson’s disease.
Medical treatments may be the cause
of the arising of depression. Hence,

the main risk factors of depression
include: family history of depression,
important life changes, stress or
trauma, genetics, and some physical
illnesses and medications (NIMH,
2019).

1.c Habits and Depression

“There are a number of things
people can do to help reducing
the symptoms of depression. For
many people, regular exercise
helps creating positive feeling and
improves mood. Getting enough
qualitative sleep on a regular
basis, eating a healthy diet, and
avoiding alcohol (a depressant)
can also help reducing symptoms
of depression” (APA, 2019).

A person’s habits have a major
impact on mental health (Velten et
al., 2014). The rapid spread of
unhealthy lifestyles in  Western
countries has been facilitated by the
economic growth during 20th
century, and by the lack of
appropriate national health policies
at the time, but in the 60s the
relevance of prevention has begun to
be explored (Lachat, 2013).

The habits of a depressed
patient often concern smoking,
alcohol consuming, and physical
inactivity, caused by the behavioral
tendency to withdraw and
attempting to medicate one's self
(Strine et al, 2008. Breslau et al,
1998). These relationships may be
reciprocal: depression might have an
impact on unhealthy lifestyles,
eliciting and exacerbating them, or
being facilitated by these risk factors.
Smokers (Bakhshaie et al, 2015) and
excessive drinkers (Van Gool et al,
2007) are more prone to become
depressed over time, and in parallel,
the chronic form of the disease is
associated with an increase in
cigarettes smoking (Van Gool et al,
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2003) and smoking depressed people
(Bakhshaie et al, 2015) are more
likely to be depressed over time.

On the contrary, exercise can
have a positive impact in preventing
the disease (Babyak et al, 2000.
Wang et al, 2011), since it has great
influence on mood and self-esteem
and, by a physiological point of view,
it elevates your body temperature,
resulting in a calming effect on the
central nervous system, and it
releases neurotransmitters such as
endorphins, which have a positive
impact on the immune system
(Herman et al, 2002).

Healthy sleeping is also
protective against depression. Some

sleep hygiene rules consist in
avoiding digital displays exposure
before going to bed, meditating,
sleeping in a comfortable site,
avoiding caffeine and other excitants,
and refrain from working where you
sleep (Taylor, 2018).

Also an wunhealthy diet can
intensify depression, having similar
effects as chronic distress and
depriving the body of nutritionals
that keep the person physically and
mentally balanced (Taylor, 2018).
Specifically, an healthy nutrition
means: eating balanced meals, lean
protein, fruits and vegetables, reduce
fat foods, avoid processed food, and
prefer food with omega-3s.
Overweight is also related to
depression through low self-esteem,
probably because of social critiques.
The relationship is bidirectional:
“depressed people are more likely to
gain weight and obese and
overweight people are more likely to
become depressed” (Kubzansky, et
al., 2012).

Stress  is  another  factor
associated with depression, since
their physiological pathways overlap
significantly (Lingsweiler et al,, 1987).

1.d Treatments and Therapies

“Depression, even in the most severe
cases, can be treated” (NIMH, 2019).
The earlier the treatment begins, the
more effective it is likely to be.
Medications, psychotherapy, or a
combination of the two are the most
frequent treatments for depression,
but there are other options, such as
electroconvulsive therapy (ECT) and
other brain stimulation therapies.

The most popular medications
to treat depression are
antidepressants (NIMH, 2019). They
may have an impact on the way the
brain deploys certain chemicals
related to mood and stress control.
The person and his/her doctor may
need some trials before finding the
best one for the symptoms and side
effect concerned. Physicians are used
to take into account a medication
that has helped the person or a close
family member in the past.
Antidepressants’ effect is not
immediate. They usually need 2 to 4
weeks to work and may impact not
only on mood but also on other
factors such as sleep, appetite, and
concentration. Patients should never
stop taking antidepressants without
consulting a doctor, although not
uncommon; it is the doctor’s task
helping the patient in slowly reducing
and stopping the medication (usually
after a course of 6 to 12 months) so
that he/she can avoid withdrawal

symptoms.
Depression can also be treated
through severadl types of

psychotherapy (NIMH, 2019), such as
cognitive-behavioral therapy (CBT),
interpersonal therapy (IPT), and
problem-solving therapy.
If these options do not show
effectiveness, electroconvulsive
therapy (ECT) is usually taken into
consideration. In some severe cases
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which need a rapid response or
medications are not a safe treatment.

Repetitive transcranial
magnetic stimulation (rTMS) and
vagus nerve stimulation (VNS) are
other types of brain stimulation
therapies (NIMH, 2019).

2. The Stigma as a Barrier to Help-
Seeking Behavior according to the
TPB

The present project will join the
concept of stigma with the Theory of
Planned Behavior (Ajzen, 1991), in
order to explain and work on the
seek of help in our Swiss Italian
target: young adults at risk, the ones
who do not know the disease, and the
ones who are supporting a sick
person. Here we give an idea about
the definition of stigma, then a
theoretical outline of TPB, and finally
we hypothesize how these may fit
together in order to explain the seek
of help.

2.a Stigma Formation

The stigma is shaped, according to
Corrigan (2004), by four social-
cognitive steps: cues elaboration,
stereotype formation, prejudice
creation, and behavioral
discrimination.

The cues from which people
infer mental illness are psychiatric
symptoms, social-skills deficits, and
physical appearance. From this cues
stigmatizing social labeling can
occur, although very prone to
misattribution: these signs can in fact
bring to false positives of mental
illness (i.e. being persuaded that a
person is sick when he/she actually is
not, based on appearance).
Nevertheless being able to conceal
the illness may confound as well,
bringing to a false negative (i.e.

excluding sickness when it s
present). denying a disease is «
strategy for avoiding to be labeled
and escape prejudices and
discrimination.

The process of labeling
happens because human cognition is
built on stereotypes, defined as the
general public knowledge about a
social group, collectively agreed, and
very efficient for categorizing (they
enable people to quickly generate
impressions and expectations of
individual who belong to a certain
group). The most common
stereotypes for mental illness
concern  violence, incompetence,
permanence (“they will never
recover”), and Dblame (they are
blamed as quilty of their disease).
Corrigan (2004) states that
stereotyped labels be elicited in two
ways: by others (eqg. by the
psychologist’s diagnosis, from which
we make use of the label “sick
person”), or by associations (e.g. @
person in the psychologist's office is
associated to the label “mentally ill”).

Stereotypes are strongly linked
to prejudice, as they entail a negative
evaluative components, and negative
emotional reactions - a cognitive and
affective process. The final
behavioral reaction is the
discrimination, which can either be
an exclusive positive reaction
towards the ingroup, or a negative
reaction towards the outgroup. In
mental health, outgroup
discrimination appears as avoidance.

In general, humans are
motivated to stigmatize because of
the mechanism of group
enhancement, which promotes
survival: they view the opposition
group as incompetent instead of
admitting their own shortcomings,
defending themselves or their own
group. People with mental illness are
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seen as deficient in this sense, and
some of them avoid being labeled as

mentally ill in attempting to escape
the beliefs that lessen their self-
esteem and self-efficacy - that is,

avoiding the stereotyped label
(Corrigan, 2004).

2.b Public, Perceived, and Self-Stigma in
Help-Seeking

According to Barney, et.al. (2006),
one of the major characteristics of
people with depressive symptoms is
that they are reluctant to search for
help. This is especially evident with
respect to seeking help from mental
health professionals. The research
shows that the main barrier for them
are indeed the stigmatized beliefs,
mainly the stigma towards oneself,
the public stigma, and the perceived
one.

The self-stigma concerns the
negative beliefs towards one’s self
that are created from the
internalization of blaming ideas from
society, such as thinking that
depression may be caused by a weak
personality, from a lack of self-care,
or by little willpower (Barney, et.al,
2006). The stigmatization can be
seen as a harm to self-esteem, to the
extent to which people believe that
they are less valuable due to their
psychiatric  disorder. This  self-
prejudice is linked to emotional
reactions, such as the decrease in
self-esteem (less personal worth and
shame) and self-efficacy
(demoralization and failure). As a
consequence of wanting to defend
themselves from this, people may
hide their own flaws from others
(label avoidance), which prevents
them from seeking help and to active
participate in their own treatment.

We can say that what s
defined as self-stigma is strongly

influenced by the public stigma,
which is a negative belief towards
the others, and these two constructs
are more useful if seen as
dynamically interacting (Corrigan,
2004). In fact, social stereotypes,
prejudice, and discrimination can
prevent mentally ill people from
many opportunities that are essential
for achieving life goals, such as
obtaining a job or a house. Public
stigma makes people with mental
illness receive fewer medical services
than those not labeled in this manner.
Thus, the public stigma impedes both
help seeking and receiving. In fact,
people may decide to hide their
stigma, or to deny their status (label
avoidance) and not to seek the
institutions that mark it (i.e., mental
health care). People who show this
kind of stigma are also less likely to
seek care for themselves, and to
adhere to therapeutic treatments
(Corrigan, 2004).

Finally, another kind of stigma
is the perceived one. It refers to
being persuaded that other people
hold stigmatized beliefs or negative
attitudes about your condition. The
stigmatized beliefs attributed to the
others derive from a person’s own
stigma towards the public. People
who show depressive symptoms may
think that the others will respond
negatively if they realize that they
are seeking help, either from them or
from thirds. In this sense, significant
others acquire great importance in
supporting the sufferer (Barney, et.al.,
2006).

Figure 1 displays how the steps
of stigma formation affect help-
seeking according to these three
kinds of stigmas, as an instance of
thought processing.
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PUBLIC STIGMA

Stereotype:

All people with
mentalillness are
dangerous

Prejudice:

| agree, people with
mentalillness are
dangerous and I'm
afraid of them

Discrimination:

[ don’t want to be
near them; don’t hire
them at my job

SELF-STIGMA

Stereotype:

All people with
mentalillness are
incompetent

Prejudice:

[ have a mental
illness, so | must be
incompetent

Discrimination:
Why should | even
try to get ajob; I'm
an incompetent
mental patient

PERCEIVED
STIGMA

Stereotype:
Everyone thinks that
people is guilty for
their own mental
illness

Prejudice:

People around me
must blame me if |
tell them I'm ill

Discrimination:
I’'m not telling to
recruiters that I'm il

Don’t tell the truth;

Avoid the label; Don’t go to ! ] :
escape public treatment: don't ovomfifthe \obel}, dgnt
stigma suffer self-stigma sufter perceive
stigma
TREATMENT SEEKING
Figure 1. Public, Self-Stigma, and Perceived
>tigma formation in Help-Seeking. Adapted
from Barney et al,, 2006.
to do); finally, the perceived

2.c Help-seeking Intentions and the Theory
of Planned Behavior

The Theory of Planned Behavior from
Ajzen (1991) is a well-known model for
explaining the help-seeking intention
across various populations, including
people with mental health problems.
According to Damghanian and
Alijanzadeh (2019), the theory
classifies as the best predictor of any
behavior the intention for it, which is
determined by three constructs,
namely attitude, subjective norm, and
perceived behavioral control, as
represented in Figure 2. The attitude
that arises from behavioral beliefs
indicates the appreciation for the
target behavior (e.g. thinking that
teeth  brushing is good); the
subjective norm instead, defined on
normative beliefs, shows the
perceived social pressure to perform
an action (e.g. the whole family thinks
that brushing teeth is the right thing

behavioral control, generated by
control beliefs, expresses the
difficulty to engage in that behavior
(e.g. having no external barriers and
full  control on brushing teeth).
According to this model, the
individual's knowledge about the
target disease or behavior plays the
role of moderating the relationship
between the intention and the final
behavioral performance: for this
reason the intervention will focus on
informing, sensitizing, and disproving
false beliefs related to depression
and seeking mental help.
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ATTITUDES
Knowledge
SUBJECTIVE L
NORM INTENTION BEHAVIOR
PERCEIVED
CONTROL

Figure 2. The Theory of Planned Behavior
(Fishbein and Ajzen; 1991)

Here it follows a potential application
of what we have explained so far,
combining the TPB constructs
(attitudes, subjective norm, control,
intention, behavior) with the different
types of stigma (self, perceived,
public), our target population (your
adults risking depression and the
ones who should gain knowledge on
the disease), and the aforementioned
stigmatized  beliefs about help
seeking specifically (Barney, et.al,
2006. Corrigan, 2004).

Considering the attitudes
construct, people who have a blurred
knowledge of depression mMmay
express negative attitudes related to
their public stigma which can reduce
the intention for their own seeking
behavior, e.g. they may maintain that
seeking help is for fools, and
therefore they will never go to a«
psychologist.

Referring to the other target,
namely people who are manifesting
the first depressive symptoms, their
help seeking intention may be
undermined by distorted attitudes
that stem from believing that seeking
help may be a too heavy
commitment for a weak person like
them. In fact, depressed people show
a substantial self-stigma, even in
early times.

Looking at the construct of the social
norms, which underpins a perceived
assumption about what significant
others define as acceptable or not
acceptable, the perceived stigma
may emerge to the ones who do not
have a clear vision of depression in
terms of being persuaded that
people may think that they are weak
if they go to therapy, thus having a
negative impact upon their
intentionality.

The perceived stigma may
affect the social norms regarding
seeking help among depressed
people as well. The willing to avoid
the label of mentally sick person may
lead them to not ask for help because
they do not want to be discriminated
by the people around them, who they
presume they will display avoiding
behaviors.

This target may display also
self-stigma in relation to the control
beliefs about seeking help in
depressive conditions, to the extent
to which they may be convinced that
calling a psychologist makes no sense
if they are presumably not going to
have the willpower for beginning
visits and adhering to therapies.
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PROBLEM DEFINITION: INTERVIEW

FINDINGS
The present study aims to examine
the factors associated with

perceived, public, and self-stigma
beliefs regarding seeking-help for
depression in Italian-Swiss young
adults, in order to provide insights on
how to operationalize the theory into
the intervention. Perceived stigma
was conceptualized as how an
individual believed others would see
and treat him/her if he/her was to
seek for therapies, while public
stigma referred to how the individual
him/herself would see and treat
others seeking for treatment, and
self-stigma concerned the beliefs
about their own condition and
seeking. We explored the
discrepancies between these kinds of
stigmas among participants. The
constructs of the Theory of Planned
Behavior (attitudes, social norms,
perceived control and intention)
were assessed in order to understand
and explain  the factors behind
depression and help-seeking
behavior stigmas. Determining if and
to what extent perceived stigma,
public stigma and self-stigma are
misperceived by young people can
inform future research and
intervention efforts with youth.

1. Participants

Participants that decided to take part
in the study were 24 Swiss-ltalians
from 18 to 35 years old (M= 2458;
DS= 3.47), 11 females and 13 males.
Participants came from Lugano,
Locarno, and Mendrisio. Three of
them declared they had suffered
depression in the past. Participation
wdas on voluntary basis.

2. Instruments and Procedure

Participants responded to a semi-
structured interview (see the
Appendix) individually. The interviews
were conducted in Lugano, Locarno,
and Mendrisio. Participants were
asked to answer to questions
organized in the following five
sections, which explored (see Figure
3):

. General

data;

lI.  Knowledge of depression;

[1l.  Relation between constructs of
TPB and the help-seeking
behavior;

V. Perceived, public, and self-
stigma about depression;

V. Communicative, psychological,
and social solutions to prevent
depression.

In the first section, participants were
asked to define their gender and age.
In the second section, participants
answered to questions regarding the
definition of depression for them, if it
can be cured and how, and the risk
factors related to the development of
symptoms. In the third section that
explored the constructs of the TPB,
participants were asked to answer to
questions regarding their attitudes
about help-seeking behavior, the
social norms affecting their intention
to visit a mental health professional,
the perceived control on their
decisions, and the intention to visit a
doctor. In the fourth section,
participants were asked to answer to
the same questions from two
different perspectives, namely if they
were depressed versus if a friend of
them was, in order to assess the
different types of stigmas. In the last
section, participants were asked to
propose effective communicative,
psychological, and social solutions for

socio-demographic
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After having completed the
interview, participants were thanked
for their contribution to the
campaign.

3. Data Analysis and Results

The interviews lasted for 30 minutes
for each participant and were
transcribed. The analysis of the
interviews  were conducted by
exploring and analyzing the main
recurrent themes, following the
structure, and analyzing data section
by section.

3.a First section: Socio-Demographic
Characteristics
Participants defined their gender,

age and the city where they came
from.

3.b Second Section: Depression
Knowledge

Depression Definition

Participants considered depression
as a state of loneliness, sadness,
powerlessness, and loss:

sentirsi, quasi un sentimento, di
solitudine, in cui si e persi, senza
sapere cosa fare in un momento
della vita, nonostante sai di avere
familiari che ti amano, ma tu ti
senti perso comunque, e
impotente riguardo a un evento
che ti demoralizza” (F. 22).

“La depressione e wuno stato
d’animo negativo e la persona si
sente sola, persa, non compresa”
(F.26).

Treatments
About the methods and treatments
for dealing with depression, the social
support by family, friends, and health
professionals, together with the
willpower, seemed to be necessary to
face the condition properly:
“Parlandone con amici e genitori
soprattutto, magari qualcuno di
professionale, si guarisce” 