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ABSTRACT 

IMPACT OF FRAMING DEPRESSION ON ILLNESS PERCEPTIONS AND COPING 

STRATEGIES  

 

The current study aimed to adopt an experimental design used by Schroder et al. (2023) 

to investigate how framing of depression (as a disease vs a functional signal) impacts illness 

perceptions and coping strategies. Participants were given the Depression Anxiety and Stress 

Scale (DASS-42) to assess depression severity and prime participants for the framing condition. 

Each condition had five videos describing depression and the corresponding frameworks. 

Perceived control, timeline, and causes of depression were measured using the Illness Perception 

Questionnaire (IPQ-R). Participants were given the brief-COPE questionnaire to measure coping 

strategies, such as avoidant and problem-focused. There were no differences between the two 

framing conditions on illness perceptions and coping strategies. Both framing conditions had 

higher than average perceived controllability and believed in more environmental causes than 

biological. Both conditions engaged in more problem-focused coping than avoidant coping. 

Higher levels of depression were linked to more avoidant coping, weaker beliefs about personal 

control over depressive symptoms, higher beliefs that depression was chronic, and higher beliefs 

in environmental and biological causes of depression. There were also significant correlations 

between problem-focused coping and perceived controllability, with individuals engaging in 

more adaptive coping when they believed they could control their depression. 

 

 

Key words: Depression, Framing, Mindsets, Illness Perception, Coping 
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Introduction 

        According to the National Institute of Mental Health, depression is one of the most common 

mental disorders affecting 8.3% of the United States adult population. High levels of depression 

were found to be associated with increased feelings of hopelessness and suicidal ideation 

(Ribeiro et al., 2018). Individuals with depression hold negative beliefs about themselves, the 

world, and the future and were found to have an overall negative self-concept (Beck, 1967; 

Hards et al., 2020). Having high self-criticism about oneself leads individuals to socially isolate, 

which causes interpersonal problems (Dinger et al., 2015). Somatic consequences of depression 

include high levels of inflammation in the body which leave people at risk for cardiovascular 

disease, stroke, diabetes, and obesity (Penninx et al., 2013). Due to depression being a common 

mental disorder and having harmful consequences, it is important to continue examining its 

causes and effective treatments.  

         Beliefs about the causes of depression have changed over time, impacting how depression 

is viewed and treated. Reali and colleagues (2016) found that depression is frequently framed as 

a disease. This biogenic framework has been associated with a reduction in personal 

responsibility and self-blame, which emphasizes pharmacological treatments (Deacon, 2013; 

Haslam & Kvaale, 2015; Reali et al., 2016). This framework looks at reduced serotonin and 

dysregulation in the brain as biological mechanisms for depression. With this framework, 

selective serotonin reuptake inhibitors (SSRIs) are the primary treatment to increase serotonin 

levels (Dale et al., 2015). However, studies found other causes, such as interpersonal problems 

(i.e., poor social skills, familial relationships) and environmental factors (i.e., stress), impacted 

depression as well (Hames et al., 2013; Nabeshima & Kim, 2013; Saveanue & Nemeroff, 2012; 
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Segrin, 2010). The biopsychosocial model is a framework that combines biological, socio-

environmental, and psychological risk factors that may foster and maintain depression, which 

utilizes both pharmacological and psychotherapy interventions (Schotte et al., 2006; Schroder et 

al., 2023). Psychotherapies addressed cognitive, interpersonal, and behavioral problems to help 

treat depression (Khalsa et al., 2011).  

          Another recent framework, the functional framework of depression, has been leading to an 

increase in resiliency and more adaptive coping responses (Schroder et al., 2023). This functional 

signal framework views depression as an adaptation to the perceived loss of essential resources 

that exceeds the individual's capacity (Beck & Bredemeier, 2016). In this model, depression 

serves an evolutionary purpose. Hollon and colleges (2021) discussed how cognitive-behavioural 

therapy (CBT) holds similar views on emotions serving an evolutionary purpose and how the 

reframing of thoughts can decrease maladaptive behaviors. In this theory, depression is a signal 

that lets an individual know something is wrong in their environment; and negative beliefs one 

holds about their depression can maintain or exacerbate depressive symptoms.  

The main objectives of the present research are to further study how overarching 

framings of depression (a disease vs. a functional signal) impact specific perceptions and coping 

of depression. Specifically, I will examine these perceptions of depression: perceived 

controllability, perceived stability, and perceived locus of causes (internal vs. external). Coping 

refers to behavioral or psychological efforts to reduce or minimize distress (Carver, 1997). Some 

studies have addressed how people’s beliefs about their health impacts their health outcomes and 

coping strategies (Aarts et al., 2015; Kelly et al., 2007; Skapinakis et al., 2020; Somerville et al., 

2023). These studies found that individuals who had stronger emotional reactions to their 
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depression utilized maladaptive and avoidant coping strategies. These maladaptive behaviors, in 

turn, exacerbated their symptomology and led to an increase of symptoms. Similarly, how people 

frame/view their depression can have an impact on the type of coping strategies they engage in, 

which, in turn, can influence their symptoms. Much evidence suggests that maladaptive coping 

strategies such as self-blame, rumination, and engagement in dangerous activities are associated 

with greater levels of depression (Kelly et al., 2007). Likewise, avoidant coping strategies are 

associated with higher prevalence of depression, whereas active coping and adaptive positive 

coping strategies such as mindfulness, cognitive reframing, exercise, and journaling lead to 

lower levels of depression (Aarts et al., 2015; Skapinakis et al., 2020; Somerville et al., 2023). In 

all, based on the literature on various models of depression and their effects on utilization of 

treatments (Khalsa et al., 2011), it is important to further understand the effects of framing of 

depression on perceptions and coping of depression. The findings of the study could shed light 

on how framing interventions could be implemented to produce more adaptive perceptions and 

coping of depression.  

Framing of Depression 

          Framing is the language that we use that impacts our perceptions of situations and events 

(Lakoff & Johnson, 1980; Lakoff & Johnson, 1999). Linguistic framing of depression affects the 

way an individual thinks about the nature and causes of their symptoms (Reali et al., 2016).  

Schroder and colleagues (2023) were one of the first studies to frame depression as functional 

and as serving an important purpose. The study directly manipulated the beliefs of the participant 

as either viewing depression through a biopsychosocial or functional framework. Participants 

were randomly assigned to watch videos describing depression through the lens of the 

biopsychosocial framework or videos describing depression as a functional signal. The 
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biopsychosocial framework looks at various risk factors that foster and maintain depression, such 

as biological, socio-environmental, and psychological factors (Schotte et al., 2006). In this 

model, depression is viewed as a disease which utilizes biological (medication) and 

psychological (psychotherapy) treatments. On the other hand, the functional signal framework 

views depression as an adaptation to the perceived loss of essential resources that exceeds the 

individual's capacity (Beck & Bredemeier, 2016). In this model, depression serves an 

evolutionary purpose and serves as a signal that something is missing in an individual’s 

environment (Hollon et al., 2021; Nesse, 2019). The model is similar to cognitive-behavioral 

interventions that view emotions as signals in an evolutionary model and utilize treatments to 

help modify maladaptive behaviors to reach healthy levels of an emotion (Beck & Beck, 2021). 

Schroder and colleagues (2023) found that functional framing of depression was associated with 

positive impacts on efficacy, self-stigma, and beliefs compared to the biopsychosocial framing. 

Specifically, individuals in the functional signal condition were more likely to believe they could 

overcome their depression, had less self-stigma, and had more adaptive beliefs about depression. 

There are limited studies in the literature specifically addressing how framing impacts depressive 

symptoms.  

A similar topic that has been reviewed more in the literature looks at stress mindsets and 

their effects on mental health. Stress mindset is typically defined as the beliefs about stress as 

enhancing/beneficial or debilitating/harmful for health, performance, and well-being, which 

influences an individual’s reaction to stress (Crum et al., 2013). Crum and colleagues (Crum et 

al., 2013; Crum & Zuckerman, 2017) manipulated participants’ stress mindset by having them 

watch different versions of videos about stress either enhancing or decreasing learning, health, 

well-being, and vitality. They found that individuals primed with a “stress-is-enhancing” mindset 
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(vs. “stress-is-debilitating”) showed more adaptive responses to acute stress such as moderate 

cortisol reactivity (Crum et al., 2013) and sharper increases in growth hormones under 

challenging and threatening stress (Crum & Zuckerman, 2017). Individuals who utilized a “stress 

is enhancing” mindset were also more likely to use reappraisal rather than avoidance strategies to 

optimize their stress response to obtain their goals (Crum et al., 2020). Huebschmann and Sheets 

(2020) also found that when one believes that the effects of stress are enhancing rather than 

debilitating, they had greater health and well-being, although higher perceived stress was 

generally associated with more mental health concerns (Huebschmann & Sheets, 2020). 

Likewise, adolescents who believed that stress was beneficial were less prone to feel stressed 

during adverse life events (Park et al., 2017). There is also similar evidence that individual’s 

mindsets about self-doubt can be influenced; and that shifting to a more positive mindset about 

self-doubt could diminish the negative effects of self-doubt on task engagement (Zhao & Chang, 

2022). In all, there is increasing evidence that framing depression, stress, or even self-doubt as 

functional/beneficial or debilitating/harmful results in different health and behavioral outcomes. 

Illness Perceptions 

The Common-Sense Model (CSM) addresses how the perception of illness impacts an 

individual’s emotional response to a health threat (Diefenbach & Leventhal, 1996). The model 

includes three central tenets: 1) the individual is an active problem solver, 2) the illness beliefs 

guide coping strategies and appraisals of outcomes, and 3) beliefs are highly subjective and do 

not always align with medical facts. The Illness Perception Questionnaire was developed as a 

quantitative assessment of the five components of illness beliefs: identity, consequences, 

timeline, control, and cause (Weinman et al., 1996). The identity component looks at an 

individual’s self-report somatic symptomatology of an illness. Consequences address anticipated 



6 
 

repercussions of an illness, such as financial troubles and emotional distress. The recurrent 

nature of the illness and its chronicity are assessed in the timeline component. Perceived 

controllability of their illness and an individual’s impact on their health status are also assessed. 

Lastly, causes look at individuals’ beliefs about the origin of their illness, such as environmental, 

biological, or personal attributes.   

Most of the literature applies this model to physical illnesses (Dempster et al., 2015; 

Giannousi et al., 2010; Hale et al., 2007; Knowles et al., 2011). Bear and colleagues (2021) were 

one of the first studies that applied the CSM model to psychological illness perceptions. The 

themes identified were consistent with the illness perception domains shown in the original 

CSM, which suggests a common conceptual structure between physical and mental health 

problems. They found parallels between how individuals perceive illness identity, cause, 

consequences, control, and timeline (Bear et al., 2021).  A similar study found that depressive 

symptoms were associated with perceived treatment control, understanding, and timeline of the 

illness (Kelada et al., 2021): Individuals with higher levels of depression believed they had less 

control over their illness, less understanding of their illness, and believed their illness was 

chronic. Literature on illness perception describes how beliefs are shaped by an individual’s 

experiences and therefore tend to vary, as well as change over time as new experiences are 

gained (Bear et al., 2021). Due to the novelty of utilizing the CSM model in mental health, there 

are few studies in the literature exploring perceptions of depression and how they could be linked 

to overall framings or mindsets of depression.  

Perceived Personal Control 

Perceived control is the belief that one can positively or negatively impact their health 

status (Weinman et al., 1996). Mixed findings were found in the literature on perceived control 
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and depression. Tan and colleagues (2002) found that greater perceived control was associated 

with less depression. Individuals who believed they had control over their life and over pain 

itself reported fewer depressive symptoms, compared to individuals who believed they had no 

control over their life. Likewise, other studies found an association between perceived control 

over depression and adaptive coping techniques (Kelly et al., 2007; Skapinakis et al., 2020). 

These studies found that people who believed they had no control of their depression utilized 

maladaptive coping strategies, such as avoidance, emotional dysregulation, substance use, and 

rumination. Similar research discussed how the belief that emotions were controllable led to less 

depressive symptoms (Ford et al., 2018; Somerville et al., 2023) and better overall psychological 

well-being (De Castella et al., 2013; 2018; Deplancke et al., 2022). These beliefs about the 

controllability of emotions were also associated with adaptive emotion regulatory strategies 

(Hong & Hangas 2021). Vuilliers and colleagues (2021) discussed how individuals who believe 

their emotions are uncontrollable lack motivation to use reappraisal due to their beliefs in the 

inability to alter their emotions.  

          Other studies, however, found no significant association between perceived control and 

depressive symptoms (Ogul & Gencoz, 2003). Aarts and colleagues (2015) even found opposing 

results where individuals with higher perceived control was associated with more depression; 

while those who believed their health status was controlled by an external locus of control was 

associated with less depression. The mixed findings might be due to how personal control was 

viewed. Some viewed having personal control over their health status positively and would 

utilize adaptive coping strategies (Kelly et al., 2007; Skapinakis et al., 2023), while others would 

place blame on themselves or negatively respond to the responsibility of their health status (Ogul 

& Gencoz, 2003).  
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Perceived Stability/Timeline  

Timeline involves the individual’s perceptions of the likely duration of their health 

problems, such as chronic, acute, or cyclical (Weinman et al., 1996). Timeline was found to be a 

significant predictor of depression, with chronicity increasing depression symptoms (Scerri et al., 

2009). Individuals who viewed their depression as chronic experienced more depressive 

symptoms, compared to those who believed the symptoms were short-term. Kelly and colleagues 

(2007) found a relationship between perceived beliefs in a brief timeline for depression and 

lower levels of dangerous behaviors and problem solving. Similarly, beliefs that emotions were 

chronic predicted higher psychopathology and emotional dysregulation (Veilleux et al., 2021). 

This indicates that individuals who believed their emotions were acute engaged in emotional 

regulatory skills and had less psychopathology. Similarly, Tamir and colleagues (2007) 

discussed comparisons between individuals who believed their emotions were fixed versus 

malleable. They found that individuals with a fixed emotional mindset had lower well-being, 

higher depressive symptoms, and lower emotional regulation, compared to individuals who had a 

malleable mindset on emotions. People with malleable mindsets on emotions utilized more 

cognitive reappraisal in regulating their emotions (Tamir et al., 2007). Schroder and colleagues 

(2017) also found that individuals who believe that anxiety is malleable reported less 

psychological distress in response to stressful life events, compared to those who believe that 

anxiety cannot be changed. 

Perceived Causes  

Perceived causes are the individual’s ideas about the likely origins of their illness 

(Weinman et al., 1996). Hansson and colleagues (2010) created a qualitative study addressing 

individual’s beliefs about the etiology of their depression. The most common category of causes 
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was stress, such as work-related stress, family-related stress, and current life stressors. The 

second most common category stated was personality (Hansson et al., 2010). Age played a role 

in perceived causes, with young adults believing childhood experiences were the causes, middle 

aged individuals mentioning separations/divorce as the cause, and older adults attributing death 

of friends/relatives and loneliness as the cause (Hansson et al., 2010). Associations were found 

linking beliefs about the causes of depression to the type of treatments and coping strategies 

utilized by individuals (Barnwell et al., 2022; Scerri et al., 2009). Barnwell and colleagues 

(2022) found that individuals who believed in environmental causes supported psychotherapy, 

self-help methods, and dietary changes, whereas those who believed in a biological cause 

supported medication and exercise, and those who believed in personal attributes (i.e., 

personality, age) and bad luck did not support psychotherapy. Overall, the literature on illness 

perceptions and coping showed that higher perceived control, belief in acute timeline, and belief 

in environmental causes were related to more adaptive coping strategies (Barnwell et al., 2022; 

Kelly et al., 2007; Scerri et al., 2009; Skapinakis et al., 2020).  

Current Study 

   The current study aims to adopt an experimental design used by Schroder et al. (2023) to 

investigate how framing of depression impacts illness perceptions and coping strategies. 

Regarding perceptions of depression, the study will focus on perceived controllability, stability, 

and causes. These variables will be assessed with the Illness Perception Questionnaire Revised 

version (IPQ-R, Moss-Morris et al., 2002). The Brief-COPE questionnaire will be utilized to 

assess participants’ coping strategies such as avoidant and problem-focused strategies (Carver et 

al., 1989; Carver, 1997). Problem-focused strategies involve dealing with stress by taking action 

to resolve underlying causes; whereas avoidant coping involves denying, minimizing, and 
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avoiding dealing with stress. The study will also assess the relationships among the dependent 

variables. A moderating role of depression levels, measured by the Depression Anxiety and 

Stress scale (DASS-42) (Lovibond & Lovibond, 1995) will also be explored in the study. 

             Based on the literature review, the hypotheses of the study include: 

H1: The functional-signal framing will lead to more adaptive (problem-focused) coping 

responses than the biopsychosocial framing.   

H2: The functional framing signal will lead to a higher perceived controllability of depression 

symptoms, compared to the biopsychosocial framework.  

H3: The functional-signal framing will lead to a perceived acute timeline (i.e., lower perceived 

stability) of depression, compared to a biopsychosocial framework. 

H4: The functional-signal framing will lead to higher beliefs in environmental causes (i.e., 

stress/worry, overworked, family problems) and lower beliefs in biological causes (i.e., 

hereditary, personality), compared to a biopsychosocial framework. 

H5: The hypothesized effects above (Hs 1-4), i.e., the benefits of a functional-signal framing of 

depression, may be more significant for individuals with higher depression levels than for those 

with lower depression levels. 

H6: Higher perceived controllability, lower perceived stability, and stronger belief in 

environmental causes of depression will have positive relationships with adaptive, problem-

focused coping. 

Methods 

Participants and Design 

Participants consisted of 153 university students (79.1% female, 18.3% male, 2.6% non-

binary) between the ages of 18 and 46 (M= 20.05, SD = 3.06). The original data included 162 
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students, but participants were excluded if they did not complete the study and if they were under 

the age of 18. The participants were recruited from undergraduate psychology courses at a 

moderate sized university in the southern part of the United States via the university’s research 

management system. The sample consisted of 80.4% Caucasian, 7.8% African American, 3.9% 

Hispanic, 3.9% Native American, 2.0% Asian, and 2.0% Multi-Racial individuals. The study 

involved an experimental design where participants were randomly assigned to one of two 

depression framing conditions: biopsychosocial vs. functional signal.  

Materials and Procedure 

After completing the consent form, the participants completed a depression screener, 

Depression Anxiety Stress Scale, to assess their depression severity and to prime participants for 

the framing condition (Appendix A, Lovibond & Lovibond, 1995). After completing the 

screener, participants were randomly assigned to one of two framing conditions. Each condition 

had five videos describing the framework, with the first video being the same for both conditions 

describing depression symptoms (Appendix B). The biopsychosocial condition’s primary 

message was that depression is a disease where there are important factors that place the 

individual at risk. The functional signal condition describes depression as an important function 

that signals an individual that something in their life needs more attention. Schroder and 

colleagues (2023) created the materials for the framing conditions and had given us permission 

to utilize the materials to further explore the topic. After the videos, participants did the illness 

perception questionnaire (IPQ-R) to measure the participant’s perception of personal control, 

timeline, and causes (Appendix C, Moss-Morris et al., 2002). Then, participants were given the 

brief-COPE questionnaire to measure coping strategies, such problem-focused and avoidant 

(Appendix D, Carver et al.,1989; Carver, 1997). 
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Potential ethical concerns involved in the study were the direct manipulation of 

frameworks and having participants assigned to only one of the two framing conditions. 

However, based on the literature, the biopsychosocial model is the current framework that is 

being utilized in clinical settings. While the functional signal framework is novel, research has 

shown that this framework has positive benefits as well as the biopsychosocial model (Schroder 

et al., 2023). Since experimental manipulation was involved, participants were provided with a 

thorough debrief after completing the study that explained the experimental design and the 

different frameworks. Due to assessing various levels of depression and the priming screener, the 

debriefing information included resources to the counseling center on campus and resources to 

the 988-crisis line.  

Please see below for details about the measures: 

            Depression Anxiety Stress Scale (DASS-42): The DASS is a 42-item severity scale for 

depression, anxiety, and stress (Lovibond & Lovibond, 1995). For this study, only the depression 

scaled was used with 14-items assessing severity levels of depression. Participants indicated on a 

scale from 0 (did not apply to me at all) to 3 (applied to me very much, or most of the time) on 

statements, such as “I felt sad and depressed” and “I felt I had lost interest in just about 

everything.” The scores ranged from 0 to 42 with ranges including normal (0-9), mild (10-13), 

moderate (14-20), severe (21-27), and extremely severe (28+). The severity scale demonstrated 

good internal consistency (Cronbach’s alpha= .91 in original study and .96 in current sample) 

(Lovibond & Lovibond, 1995).  

        Illness Perception Questionnaire (IPQ-R): The IPQ-R was created to assess the five 

components of the Common-Sense Model: identity, consequences, timeline, control, and causes 

(Diefenbach & Leventhal, 1996); Moss-Morris et al., 2002). This study specifically looked at 
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perceived control (6 items), perceived timeline (10 items), and perceived causes (18 items). For 

all items, participants were asked how much they agree or disagree with the statements 

(1=strongly disagree, 5= strongly agree). Sample items of personal control statements included 

“There is a lot which I can do to control my symptoms” and “The course of my depression 

depends on me.” Sample timeline questions included “My depression will last a short time” and 

“My depression is likely to be permanent rather than temporary.” Sample causes included 

“Stress/Worry”, “Hereditary-it runs in my family”, and “family problems.” Internal consistency 

included: personal control (Cronbach’s alpha= .73 in original study and .63 in current study), 

perceived timeline (Cronbach’s alpha= .86 in original study and .85 in current study), and 

perceived causes (Cronbach’s alpha= .52-.82 in original study and .65-72 in current study) 

(Moss-Morris et al., 2002). Ranges of alphas are shown to represent the different categories of 

perceived causes.  

         Brief-COPE Questionnaire: The Brief-COPE is 28-item self-report measure to assess 

coping strategies, such as problem-focused, emotion-focused, and avoidant (Carver et al.,1989; 

Carver, 1997). The study utilized 16-items from the questionnaire with only problem-focused 

coping and avoidant coping statements. Participants rated statements they believed described 

them (1= I haven’t been doing this at all, 4= I’ve been doing this a lot). Examples of problem-

solving includes “I’ve been taking action to try to make the situation better” and “I’ve been 

getting help and advice from other people.” Examples of avoidant coping includes “I’ve been 

giving up on trying to deal with it” and “I’ve been using alcohol or other drugs to make myself 

feel better.” Internal consistency included: problem-focused coping (Cronbach’s alpha = .62-.80 

in original study and .86 in the current sample) and avoidant coping (Cronbach’s alpha = .63-.71 

in original study and .70 in the current sample) (Carver et al.,1989). Ranges of alphas are shown 
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in the original study due to the reliability of multiple subscales within the problem-focused and 

avoidant coping scales being recorded in the article.  

Results 

Table 1: Multiple t Test Comparisons of Main Variables 

       Biopsychosocial Condition           Functional Signal Condition 

 Mean SD Mean SD Possible 

Ranges 

t (p-value) Cohen’s d 

Perceived Control 22.55 2.81 21.73 3.07 0-30 1.74 (.042) .281 

Perceived Timeline 16.81 5.16 16.92 4.20 0-30 -.138(.445) -.022 

Environmental 

Causes 

11.54 2.25 10.82 2.28 0-15 1.95(.026) .316 

Biological Causes 6.29 1.68 6.45 1.75 0-15 -.59(.277) -.094 

Problem-Focused 

Coping 

20.50 5.28 20.34 5.25 0-32 .185(.427) .030 

Avoidance Coping 14.85 3.90 15.85 4.01 0-32 -1.56(.060) -.253 

 

 Multiple Independent-samples t tests were conducted to examine the effects of the 

framing of depression on perceived control, perceived timeline, causes, and coping strategies 

(problem-focused, avoidant). There were no significant differences between the biopsychosocial 

and framing signal condition on coping strategies and perceived timeline (ps > .060, see Table 

1). Before Bonferroni corrections, individuals in the biopsychosocial condition (M =22.55, SD 

=2.81) had higher perceived controllability of depression compared to the functional signal 

condition (M = 21.73, SD = 3.07), t (152) = 1.74, p =.042, Cohen’s d = .281. Similarly, 

individuals in the biopsychosocial condition (M = 11.54, SD = 2.25) believed in more 

environmental causes (i.e., stress/worry, overworked, family problems) of depression 

significantly more than the framing signal condition (M =10.82, SD = 2.28), t (152) = 1.95, p 

=.026, Cohen’s d = .316. However, with the Bonferroni corrections the significance level of 0.05 
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was adjusted based on the 6 tests performed to a significance level of 0.01. Based on a 0.01 

significance level, the t test results were all found to be non-significant. There were no 

interaction effects between the framing conditions and depression levels on any of the outcome 

measures either, ps > .05. For depression levels, individuals were in the mild (5.9%), moderate 

(35.3%), severe (22.2%), and extremely severe (36.6%) ranges. 

Table 2: Correlation Table 

 1 2 3 4 5 6 7 

1 Depression Levels 1 -.249** .498** .192* .314** -.106 .587** 

2 Perceived Control  1 -.409** -.025 -.192* .216** -.158 

3 Perceived Timeline   1 .330** .526** -.144 .358** 

4 Environmental Causes    1 .345** .031 .039 

5 Biological Causes     1 -.088 .306** 

6 Problem-Focused Coping      1 .172* 

7 Avoidance Coping       1 

**: significant at the .01 level (2-tailed). *: significant at the .05 level (2-tailed). 

 

Pearson r correlations were conducted to assess the relationship between depression 

levels and the outcome variables (see Table 2). There were significant positive correlations 

between depression levels and the following measures: avoidant coping (r = .59, p < .001, 95% 

CI [.47, .68]), perceived timeline (r = .50, p < .001, 95% CI [.37, .61]), environmental causes (r 

= .19, p = .017, 95% CI [.03, .34]), and biological causes (r = .31, p < .001, 95% CI [.16, .45]). 

Individuals with high levels of depression tended to engage in more avoidant coping, had higher 

beliefs their depression was chronic, and believed in more environmental and biological causes 

of depression. There were significant negative correlations between depression levels and 

perceived control (r = -.25, p = .002, 95% CI [-.39, -.09]). Individuals with higher levels of 

depression tended to believe they had less control over their depressive symptoms. There was no 

significant correlation between depression levels and problem-focused coping (p = .193). 
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                                                            Table 3: Causal Beliefs of Depression   

 

 

 

 

 

 

 

 

 

 

 Pearson r correlations were also done to assess the relationships between the outcome 

measures: illness perceptions and coping strategies (see table 2). A significant positive 

correlation was found between problem-focused coping and perceived controllability (r = .22, p 

= .007, 95% CI [.06, .36]). Individuals who believed they had control over their depression 

engaged in more problem-focused coping. There was no significant correlation between coping 

strategies and perceived timeline and causes (ps > .076). The top three beliefs of causes of 

depression for both conditions were Stress/Worry (86.3%), Emotional States (86.2%), and 

Mental Attitude (76.5%, see Table 3).  

Discussion  

 The study found no differences between the biopsychosocial condition and the framing 

condition on illness perceptions and coping strategies. Both conditions had higher than average 

beliefs in perceived controllability, with individuals believing they had more control over their 

depression. Both conditions believed in more environmental than biological causes of 

Causes Percentages Causes Percentages 

Stress/Worry 86.3% Chance/Bad Luck 31.4% 

My Emotional State (i.e., feeling down, 

lonely, anxious, empty) 

86.2% Ageing 28.1% 

My Mental Attitude (i.e., thinking 

about life negatively) 

76.5% Accident/Injury 22.3% 

My Own Behavior 66.7% Poor Past Medical 

Care 

20.2% 

Overworked 65.4% Alcohol 16.3% 

Hereditary 60.8% Smoking 13.1% 

Family Problems 56.3% Pollution 12.5% 

Diet/Eating Habits 47.0% Altered Immunity 8.5% 

My Personality 37.9% Germ/Virus 4.6% 
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depression. Individuals thought that being stressed, overworked, and having family problems 

caused their depressive symptoms more than their genes or personality. Individuals believed that 

the top three causes of depression were stress, their emotional state (i.e., feeling down, anxious, 

empty), and their mental attitude (i.e., thinking negatively about life). Both conditions engaged in 

more problem-focused coping than avoidant coping. Hypothesis 6 was found to be partially 

supported with higher perceived controllability having a positive relationship with problem-

focused coping. Individuals who believed they could control their depression tended to engage in 

more problem-focused coping. However, there was no relationship between problem-focused 

coping and perceived timeline and beliefs in environmental causes. Individuals with high levels 

of depression had more beliefs that their depression was chronic and caused by environmental 

and biological causes compared to those with lower levels of depression. Similarly, individuals 

with higher levels of depression engaged in more avoidant coping and believed they had less 

control over their depressive symptoms than those with lower levels of depression. These results 

were expected since people who believe they have less control over their symptomology will 

engage in more avoidance than problem-focused coping strategies.  

The implications of this study will help further the research on the framing of depression, 

illness perceptions, and adaptive coping strategies. The functional signal framework is a recent 

topic in the literature that has not been fully explored yet. The framework is similar to a 

Cognitive Behavioral Theoretical background which addresses the functionality of emotions and 

their impacts on an individual’s behavior, with the intent to decrease maladaptive behaviors 

through restructuring cognitive beliefs. The topic of illness perceptions is also under-studied in 

the realm of mental health issues and has typically been examined relating to physical health. 

The study thus helps further the research on illness perceptions of depression. In the study, both 
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framing conditions led to higher-than-average perceived controllability which was found to have 

a positive relationship with more adaptive coping. Further research should look more into the 

perceived controllability of depression since individuals tended to engage in more adaptive 

coping when they believed they could control their depression. 

Some limitations of the study included not using a sample of individuals with only high 

levels of depressive symptoms. We observed no interaction effects of depression levels and 

framing conditions on the results. This indicates that levels of depression did not influence the 

effects of the framing condition on the outcome variables. However, there were relationships 

found between high levels of depression and more avoidant coping, higher beliefs in chronicity 

of depression, higher beliefs in environmental and biological causes of depression, and less 

perceived control of depression. Another limitation was not obtaining a highly generalizable 

sample with the majority of participants being female and Caucasian college students. Future 

research should look further into perceptions of depression in diverse samples since perceptions 

may differ based on cultural factors.  

 

 

 

 

 

 

 

 

 



19 
 

REFERENCES 

Aarts, J. W., Deckx, L., van Abbema, D. L., Tjan‐Heijnen, V. C., van den Akker, M., & Buntinx, F. 

(2015). The relation between depression, coping and health locus of control: Differences 

between older and younger patients, with and without cancer. Psycho-Oncology, 24(8), 950–957. 

https://doi.org/10.1002/pon.3748  

Barnwell, P. V., Mann, S. L., Fedorenko, E. J., Wheeler, C., Everett, B., & Contrada, R. J. (2022). Lay 

beliefs about the causes and treatment of depression: Tests of measurement models and 

associations. Journal of Affective Disorders, 299, 93–101. 

https://doi.org/10.1016/j.jad.2021.11.052  

Bear, H. A., Krause, K. R., Edbrooke‐Childs, J., & Wolpert, M. (2021). Understanding the illness 

representations of young people with anxiety and depression: A qualitative study. Psychology 

and Psychotherapy: Theory, Research and Practice, 94(4), 1036–1058. 

https://doi.org/10.1111/papt.12345  

Beck, A.T. (1967). Depression. Harper and Row: New York. 

Beck, J. S., & Beck, A. T. (2021). Cognitive behavior therapy, third edition: Basics and beyond (3rd 

ed.). Guilford Publications. 

Beck, A. T., & Bredemeier, K. (2016). A unified model of depression: Integrating clinical, cognitive, 

biological, and evolutionary perspectives. Clinical Psychological Science, 4(4), 596–619. 

https://doi.org/10.1177/2167702616628523 

Carver, C. S. (1997). You want to measure coping but your protocol’ too long: Consider the brief cope. 

International Journal of Behavioral Medicine, 4(1), 92–100. 

https://doi.org/10.1207/s15327558ijbm0401_6  

https://doi.org/10.1002/pon.3748
https://doi.org/10.1016/j.jad.2021.11.052
https://doi.org/10.1111/papt.12345
https://doi.org/10.1177/2167702616628523
https://doi.org/10.1207/s15327558ijbm0401_6


20 
 

Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). COPE Inventory. APA PsycTests. 

https://doi.org/10.1037/t10027-000 

Crum, A. J., Jamieson, J. P., & Akinola, M. (2020). Optimizing stress: An integrated intervention for 

regulating stress responses. Emotion, 20(1), 120–125. https://doi.org/10.10 37 /emo0000670 

Crum, A. J., Salovey, P., & Achor, S. (2013). Rethinking stress: The role of mindsets in determining 

the stress response. Journal of Personality and Social Psychology, 104(4), 716–733. 

https://doi.org/10.1037/a0031201 

Crum, A. J., & Zuckerman, B. (2017). Changing Mindsets to Enhance Treatment 

Effectiveness. Journal of the American Medical Association, 317(20), 2063–2064. 

https://doi.org/10.1001/jama.2017.4545 

Dale, E., Bang-Andersen, B., & Sánchez, C. (2015). Emerging mechanisms and treatments for 

depression beyond ssris and snris. Biochemical Pharmacology, 95(2), 81–97. 

https://doi.org/10.1016/j.bcp.2015.03.011 

Deacon, B. J. (2013). The biomedical model of mental disorder: A critical analysis of its validity, 

utility, and effects on psychotherapy research. Clinical Psychology Review, 33(7), 846–861. 

https://doi.org/10.1016/j.cpr.2012.09.007 

De Castella, K., Goldin, P., Jazaieri, H., Ziv, M., Dweck, C. S., & Gross, J. J. (2013). Beliefs about 

emotion: Links to emotion regulation, well-being, and psychological distress. Basic and Applied 

Social Psychology, 35(6), 497–505. https://doi.org/10.1080/01973533. 2013.840632 

De Castella, K., Platow, M. J., Tamir, M., & Gross, J. J. (2018). Beliefs about emotions’ implications 

for avoidance-based emotion regulation and psychological health. Cognition and Emotion, 32(4), 

773–795. https://doi.org/10.1080/02699931.2017.1353485 

https://doi.org/10.1037/t10027-000
https://doi.org/10.10%2037%20/emo0000670
https://doi.org/10.1037/a0031201
https://doi.org/10.1001/jama.2017.4545
https://doi.org/10.1016/j.bcp.2015.03.011
https://doi.org/10.1016/j.cpr.2012.09.007
https://doi.org/10.1080/01973533.2013.840632
https://doi.org/10.1080/02699931.2017.1353485


21 
 

Dempster, M., Howell, D., &amp; McCorry, N. K. (2015). Illness perceptions and coping in physical 

health conditions: A meta-analysis. Journal of Psychosomatic Research, 79(6), 506–513. 

https://doi.org/10.1016/j.jpsychores.2015.10.006 

Deplancke, C., Somerville, M. P., Harrison, A., & Vuillier, L. (2022). It’s all about beliefs: Believing 

emotions are uncontrollable is linked to symptoms of anxiety and depression through cognitive 

reappraisal and expressive suppression. Current Psychology, 42, 22004-22012. 

https://doi.org/10.1007/s12144-022-03252-2 

Diefenbach, M. A., & Leventhal, H. (1996). The common-sense model of illness representation: 

Theoretical and practical considerations. Journal of Social Distress and the Homeless, 5(1), 11–

38. https://doi.org/10.1007/bf02090456  

Dinger, U., Barrett, M. S., Zimmermann, J., Schauenburg, H., Wright, A. G., Renner, F., Zilcha‐Mano, 

S., & Barber, J. P. (2015). Interpersonal problems, dependency, and self‐criticism in major 

depressive disorder. Journal of Clinical Psychology, 71(1), 93–104. 

https://doi.org/10.1002/jclp.22120 

Ford, B. Q., Lwi, S. J., Gentzler, A. L., Hankin, B., & Mauss, I. B. (2018). The cost of believing 

emotions are uncontrollable: Youths’ beliefs about emotion predict emotion regulation and 

depressive symptoms. Journal of Experimental Psychology: General, 147(8), 1170–1190. 

https://doi.org/10.1037/xge0000396  

Giannousi, Z., Manaras, I., Georgoulias, V., &amp; Samonis, G. (2010). Illness perceptions in greek 

patients with cancer: A validation of the revised-illness perception questionnaire. Psycho-

Oncology, 19(1), 85–92. https://doi.org/10.1002/pon.1538 

https://doi.org/10.1016/j.jpsychores.2015.10.006
https://doi.org/10.1007/s12144-022-03252-2
https://doi.org/10.1007/bf02090456
https://doi.org/10.1002/jclp.22120
https://doi.org/10.1037/xge0000396
https://doi.org/10.1002/pon.1538


22 
 

Hale, E. D., Treharne, G. J., &amp; Kitas, G. D. (2007). The common-sense model of self-regulation 

of health and illness: How can we use it to understand and respond to our patients’ needs? 

Rheumatology, 46(6), 904–906.  

Hames, J. L., Hagan, C. R., & Joiner, T. E. (2013). Interpersonal processes in depression. Annual 

Review of Clinical Psychology, 9(1), 355–377. https://doi.org/10.1146/annurev-clinpsy-050212-

185553 

Hansson, M., Chotai, J., & Bodlund, O. (2010). Patients’ beliefs about the cause of their depression. 

Journal of Affective Disorders, 124(1–2), 54–59. https://doi.org/10.1016/j.jad.2009.10.032  

Hards, E., Ellis, J., Fisk, J., & Reynolds, S. (2020). Negative view of the self and symptoms of 

depression in adolescents. Journal of Affective Disorders, 262, 143–148. 

https://doi.org/10.1016/j.jad.2019.11.012 

Haslam, N., &amp; Kvaale, E. P. (2015). Biogenetic explanations of mental disorder. Current 

Directions in Psychological Science, 24(5), 399–404. 

https://doi.org/10.1177/0963721415588082 

Hollon, S. D., DeRubeis, R. J., Andrews, P. W., & Thomson, J. A. (2021). Cognitive therapy in the 

treatment and prevention of depression: A fifty-year retrospective with an evolutionary coda. 

Cognitive Therapy and Research, 45(3), 402–417. https://doi.org/10.1007/s10608-020-10132-1 

Hong, E.-J., & Kangas, M. (2021). The Relationship between Beliefs about Emotions and Emotion 

Regulation: A Systematic Review. Behaviour Change, 39(4), 1–30. doi:10.1017/bec.2021.23 

Huebschmann, N. A., & Sheets, E. S. (2020). The right mindset: Stress mindset moderates the 

association between perceived stress and depressive symptoms. Anxiety, Stress, &amp; Coping, 

33(3), 248–255. https://doi.org/10.1080/10615806.2020.1736900  

https://doi.org/10.1146/annurev-clinpsy-050212-185553
https://doi.org/10.1146/annurev-clinpsy-050212-185553
https://doi.org/10.1016/j.jad.2009.10.032
https://doi.org/10.1016/j.jad.2019.11.012
https://doi.org/10.1177/0963721415588082
https://doi.org/10.1007/s10608-020-10132-1
https://doi.org/10.1080/10615806.2020.1736900


23 
 

Kelada, L., Wakefield, C. E., Muppavaram, N., Lingappa, L., & Chittem, M. (2020). Psychological 

outcomes, coping and illness perceptions among parents of children with neurological disorders. 

Psychology &amp; Health, 36(12), 1480–1496. https://doi.org/10.1080/08870446.2020.1859113  

Kelly, M. A., Sereika, S. M., Battista, D. R., & Brown, C. (2007). The relationship between beliefs 

about depression and coping strategies: Gender differences. British Journal of Clinical 

Psychology, 46(3), 315–332. https://doi.org/10.1348/014466506x173070  

Khalsa, S.-R., McCarthy, K. S., Sharpless, B. A., Barrett, M. S., & Barber, J. P. (2011). Beliefs about 

the causes of depression and treatment preferences. Journal of Clinical Psychology, 67(6), 539–

549. https://doi.org/10.1002/jclp.20785 

Knowles, S. R., Wilson, J. L., Connell, W. R., &amp; Kamm, M. A. (2011). Preliminary examination 

of the relations between disease activity, illness perceptions, coping strategies, and psychological 

morbidity in crohnʼs disease guided by the common sense model of illness. Inflammatory Bowel 

Diseases, 17(12), 2551–2557. https://doi.org/10.1002/ibd.21650 

Lakoff, G., & Johnson, M. (1980). Metaphors we live by. Chicago: Chicago University Press. 

Lakoff, G., & Johnson, M. (1999). Philosophy in the flesh. New York, NY: Basic Books. 

Lovibond, P. F., & Lovibond, S. H. (1995). The structure of negative emotional states: Comparison of 

the depression anxiety stress scales (DASS) with the Beck Depression and anxiety inventories. 

Behaviour Research and Therapy, 33(3), 335–343. https://doi.org/10.1016/0005-7967(94)00075-

u  

Moss-Morris, R., Weinman, J., Petrie, K. J., Horne, R., Cameron, L. D., & Buick, D. (2002). Illness 

perception questionnaire--revised. PsycTESTS Dataset. https://doi.org/10.1037/t11973-000  

https://doi.org/10.1080/08870446.2020.1859113
https://doi.org/10.1348/014466506x173070
https://doi.org/10.1002/jclp.20785
https://doi.org/10.1002/ibd.21650
https://doi.org/10.1037/t11973-000


24 
 

Nabeshima, T., & Kim, H.-C. (2013). Involvement of genetic and environmental factors in the onset of 

depression. Experimental Neurobiology, 22(4), 235–243. 

https://doi.org/10.5607/en.2013.22.4.235 

Ogul, M., & Gencoz, T. (2003). Roles of perceived control and coping strategies on depressive and 

anxiety symptoms of Turkish adolescents. Psychological Reports, 93(7), 659. 

https://doi.org/10.2466/pr0.93.7.659-672  

Park, D., Yu, A., Metz, S. E., Tsukayama, E., Crum, A. J., & Duckworth, A. L. (2017). Beliefs about 

stress attenuate the relation among adverse life events, perceived distress, and self‐control. Child 

Development, 89(6), 2059–2069. https://doi.org/10.1111/cdev.12946  

Penninx, B. W., Milaneschi, Y., Lamers, F., & Vogelzangs, N. (2013). Understanding the somatic 

consequences of depression: Biological mechanisms and the role of depression symptom profile. 

BMC Medicine, 11(1). https://doi.org/10.1186/1741-7015-11-129 

Reali, F., Soriano, T., & Rodríguez, D. (2016). How we think about depression: The role of linguistic 

framing. Revista Latinoamericana de Psicología, 48(2), 127–136. 

https://doi.org/10.1016/j.rlp.2015.09.004  

Ribeiro, J. D., Huang, X., Fox, K. R., & Franklin, J. C. (2018). Depression and hopelessness as risk 

factors for suicide ideation, attempts and death: Meta-analysis of Longitudinal Studies. British 

Journal of Psychiatry, 212(5), 279–286. https://doi.org/10.1192/bjp.2018.27 

Schotte, C. K. W., Van Den Bossche, B., De Doncker, D., Claes, S., Cosyns, P. (2006). A 

biopsychosocial model as a guide for Psychoeducation and treatment of depression. Depression 

and Anxiety, 23(5), 312–324. https://doi.org/10.1002/da.20177 

https://doi.org/10.5607/en.2013.22.4.235
https://doi.org/10.2466/pr0.93.7.659-672
https://doi.org/10.1111/cdev.12946
https://doi.org/10.1186/1741-7015-11-129
https://doi.org/10.1016/j.rlp.2015.09.004
https://doi.org/10.1192/bjp.2018.27
https://doi.org/10.1002/da.20177


25 
 

Schroder, H. S., Devendorf, A., & Zikmund-Fisher, B. J. (2023). Framing depression as a functional 

signal, not a disease: Rationale and initial randomized controlled trial. Social Science &amp; 

Medicine, 328, 115995. https://doi.org/10.1016/j.socscimed.2023.115995  

Schroder, H. S., Yalch, M. M., Dawood, S., Callahan, C., Donnellan, B., & Moser, J. (2017). Growth 

mindset of anxiety buffers the link between stressful life events and psychological distress and 

coping strategies. Personality and Individual Differences, 110 (1), 23-26.   

https://doi.org/10.1016/j.paid.2017.01.016 

Saveanu, R. V., & Nemeroff, C. B. (2012). Etiology of depression: Genetic and environmental factors. 

Psychiatric Clinics of North America, 35(1), 51–71. https://doi.org/10.1016/j.psc.2011.12.001 

Segrin, C. G. (2010). Depressive disorders and interpersonal processes. Handbook of Interpersonal 

Psychology, 425–448. https://doi.org/10.1002/9781118001868.ch25 

Skapinakis, P., Bellos, S., Oikonomou, A., Dimitriadis, G., Gkikas, P., Perdikari, E., & Mavreas, V. 

(2020). Depression and its relationship with coping strategies and illness perceptions during the 

COVID-19 lockdown in Greece: A cross-sectional survey of the population. Depression 

Research and Treatment, 2020, 1–11. https://doi.org/10.1155/2020/3158954  

Somerville, M. P., MacIntyre, H., Harrison, A., & Mauss, I. (2022). Emotion Controllability Beliefs 

and Young People’s Anxiety and Depression Symptoms: A Systematic Review. 

https://doi.org/10.31234/osf.io/7ykw3  

Tamir, M., John, O. P., Srivastava, S., & Gross, J. J. (2007). Implicit theories of emotion: Affective 

and social outcomes across a major life transition. Journal of Personality and Social Psychology, 

92(4), 731–744. https://doi.org/10.1037/0022-3514.92.4.731 

https://doi.org/10.1016/j.socscimed.2023.115995
https://doi.org/10.1016/j.paid.2017.01.016
https://doi.org/10.1016/j.psc.2011.12.001
https://doi.org/10.1002/9781118001868.ch25
https://doi.org/10.1155/2020/3158954
https://doi.org/10.31234/osf.io/7ykw3
https://doi.org/10.1037/0022-3514.92.4.731


26 
 

Tan, G., Jensen, M. P., Robinson-Whelen, S., Thornby, J. I., & Monga, T. (2002). Measuring control 

appraisals in chronic pain. The Journal of Pain, 3(5), 385–393. 

https://doi.org/10.1054/jpai.2002.126609  

U.S. Department of Health and Human Services. (2023). Major depression. National Institute of 

Mental Health. https://www.nimh.nih.gov/health/statistics/major-depression  

Veilleux, J. C., Pollert, G. A., Skinner, K. D., Chamberlain, K. D., Baker, D. E., & Hill, M. A. (2021). 

Individual beliefs about emotion and perceptions of belief stability are associated with symptoms 

of psychopathology and emotional processes. Personality and Individual Differences, 171, 

110541. https://doi.org/10.1016/j.paid.2020.110541 

Vuillier, L., Joseph, J., Somerville, M. P., & Harrison, A. (2021). Believing emotions are 

uncontrollable is linked to eating disorder psychopathology via suppression and reappraisal. 

Journal of Eating Disorders, 9(1), 43. https://doi.org/10.1186/s40337-021-00395-8 

Weinman, J., Petrie, K. J., Moss-Morris, R., & Horne, R. (1996). The Illness Perception Questionnaire: 

A new method for assessing the cognitive representation of illness. Psychology & Health, 11(3), 

431–445. https://doi.org/10.1080/08870449608400270 

Zhao, Q., & Chang, S. (2022). Could directly shifting self-doubt mindset reduce the negative effects of 

chronic self-doubt? Journal of Social Psychology.   

http://dx.doi.org/10.1080/00224545.2022.2086842 

 

 

 

 

 

https://doi.org/10.1054/jpai.2002.126609
https://www.nimh.nih.gov/health/statistics/major-depression
https://doi.org/10.1016/j.paid.2020.110541
https://doi.org/10.1186/s40337-021-00395-8
https://doi.org/10.1080/08870449608400270
http://dx.doi.org/10.1080/00224545.2022.2086842


27 
 

APPENDIX A 

Depression Anxiety and Stress Scale (DASS-42), Depression Scale 

Please read each statement and choose a number 0,1,2, or 3 which indicates how much the 

statement applied to you over the past week. There are no right or wrong answers. Do not spend 

too much time on any statement. 

0= did not apply to me at all 

1= applied to me to some degree, or some of the time. 

2=applied to me to a considerable degree, or a good part of the time, 

3= applied to me very much, or most of the time  

1. I couldn't seem to experience any positive feeling at all. 

2. I just couldn't seem to get going. 

3. I felt that I had nothing to look forward to. 

4. I felt sad and depressed. 

5. I felt that I had lost interest in just about everything. 

6. I felt I wasn't worth much as a person. 

7. I felt that life wasn't worthwhile. 

8. I couldn't seem to get any enjoyment out of the things I did. 

9. I felt down-hearted and blue. 

10. I was unable to become enthusiastic about anything. 

11. I felt I was pretty worthless. 

12. I could see nothing in the future to be hopeful about. 

13. I felt that life was meaningless. 

14. I found it difficult to work up the initiative to do things. 
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APPENDIX B 

Video Transcripts  

Video 1: Transcript:  https://youtu.be/weY6OamluxE 

“Hi, I’m Dr. Schroder, I’m a clinical psychologist. And before we get started talking about how 

you’re feeling today, I’d like to talk with you a little bit about depression. Now, depression is an 

experience that looks a little bit different for everybody, but most commonly involves feeling 

very sad, down, or low for an extended period of time, and having a hard time enjoying things 

you typically enjoy. Some people with depression notice that they feel very irritable, others have 

a hard time concentrating or remembering things. Sometimes people notice changes in their 

eating or sleeping routines. And sometimes people feel very disconnected from other people. 

And finally, some people even start thinking about death and suicide.” 

 

Disease like any other script 

Video 2a Transcript: https://youtu.be/RBmZF8age5A 

 “The one thing I’d like you to remember is that depression is not your fault. It’s a disease, just 

like cancer or diabetes. Now, we’ve learned a lot about depression in the last 100 years. People 

used to think that depression was somebody’s fault, or a character flaw. We now know that that’s 

not true. It’s nobody’s fault for having depression” 

 

Video 3a Transcript: https://youtu.be/y2v0-mDVMrg 

“Thanks to advances in scientific research, we now know that depression is a legitimate medical 

disorder, just like cancer or diabetes. In fact, every disease has biological, environmental, and 

behavioral components to them. In diabetes, the pancreas doesn’t produce enough insulin, which 

https://youtu.be/weY6OamluxE
https://youtu.be/RBmZF8age5A
https://youtu.be/RBmZF8age5A
https://youtu.be/y2v0-mDVMrg
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is a hormone in the body that helps us regulate sugar. In addition to someone’s DNA or genetic 

risk for developing diabetes, other risks include not getting enough physical exercise, having 

high blood pressure, and being overweight.” 

 

Video 4a Transcript: https://youtu.be/aFBKcukC31U 

“Likewise, there are several components that increase the risk for developing depression. We 

know that there’s a genetic component to depression, as it tends to run in families. There are 

certain brain chemicals that help regulate mood and stress that seem to be abnormal in 

depression. Life experiences, like being bullied or traumatized, also increase the risk. And even 

thinking patterns like black-and-white thinking increase the risk for developing depression as 

well.” 

 

Video 5a Transcript: https://youtu.be/ujJ0BqUGdnQ 

“As an example, let’s say someone’s been depressed for about 3 months and they’re having a 

hard time keeping up work. The experience of depression – having a low mood, feeling 

exhausted, having trouble concentrating – all might be related to the risks that this person carries. 

For instance, they might have a family member with depression, increasing their genetic risk. Or 

they might’ve had some life experiences that increased their risk, such as a traumatic event, or 

maybe they were bullied growing up. This person might have an “all-or-none” or black-and-

white thinking pattern, which might have caused them to interpret a recent mistake at work as 

being a catastrophic failure as a person. All of these components might have increased the risk 

for them developing depression.” 

 

https://youtu.be/aFBKcukC31U
https://youtu.be/ujJ0BqUGdnQ
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Depression is a signal script 

Video 2b: Transcript: https://youtu.be/ZqpvSz2yg8k 

“The one thing I’d like you to remember is that depression is not your fault. It’s a signal that 

serves an important function. Now, we’ve learned a lot about depression in the last 100 years. 

People used to think that depression was somebody’s fault or a character flaw. We now know 

that that’s not true. It’s nobody’s fault for having depression.” 

 

Video 3b Transcript:  https://youtu.be/kg7HFLDD_7c 

“Thanks to advances in scientific research, we now know that depression serves an important 

function of letting us know that something needs more attention. In fact, every emotion has a 

specific job to do. Fear lets us know that we’re in danger. It helps start the fight/flight/freeze 

response and helps us get out of life-threatening situations. Sadness serves an important function 

of letting us know that we’ve lost something very meaningful to us, and we have to process that 

loss. It also is a signal to other people that we’re not doing well.” 

 

 

Video 4b Transcript: https://youtu.be/aaLrkc2pWHY 

“So just like emotions, depression also serves a really important function. Depression is a signal 

that something in our lives needs more attention. Depression is telling us that something is not 

working for us, and our needs are not being met. So we might need to make some changes, 

perhaps in our daily routines, our relationships, our work environments, even maybe our thinking 

patterns. Depression is telling us that something needs more attention. And what that is not 

always obvious, which can help keep depression around for a longer period of time. 

https://youtu.be/ZqpvSz2yg8k
https://youtu.be/kg7HFLDD_7c
https://youtu.be/aaLrkc2pWHY
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Video5b Transcript: https://youtu.be/ZLacaBUIQSY 

“As an example, let’s say someone is in a relationship where their needs are not being met. The 

experience of depression – having a low mood, feeling exhausted, having trouble concentrating – 

might be signaling to the person that something within the relationship needs shifting. Maybe 

that person needs to have a difficult conversation with their partner, letting them know that their 

boundaries are being violated, or that their needs are not being met. Sometimes depression is 

telling them to leave the relationship – that might be the best option in some cases. Either way, 

just like emotions, depression is never random, and it’s our body’s way of telling us that 

something is off. When we experience depression, a part of ourselves is fighting for a change.” 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://youtu.be/ZLacaBUIQSY


32 
 

APPENDIX C 

Illness-Perception Questionnaire-Revised 

Personal Control 

We are interested in your own personal views of how you now see your current depression. 

Please indicate how much you agree or disagree with the following statements about your 

depression. (1= Strongly Disagree, 5= Strongly Agree)  

*Reverse score 

1. There is a lot which I can do to control my symptoms. 

2. What I do can determine whether my depression gets better or worse. 

3. The course of my depression depends on me. 

4. Nothing I do will affect my depression.* 

5. I have the power to influence my depression. 

6. My actions will have no effect on the outcome of my depression. * 

Timeline 

Please indicate how much you agree or disagree with the following statements about your 

depression. 

1. My depression will last a short time. * 

2. My depression is likely to be permanent rather than temporary. 

3. My depression will last for a long time. 

4. This depression will pass quickly.* 

5. I expect to have this depression for the rest of my life. 

6. My depression will improve in time.* 

7. The symptoms of my depression change a great deal from day to day. 
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8. My symptoms come and go in cycles. 

9. My depression is very unpredictable. 

10. I go through cycles in which my illness gets better and worse.  

Causes 

We are interested in what you consider may have been the cause of your depression. As people 

are very different, there is no correct answer for this question. We are most interested in your 

own views about the factors that caused your depression rather than what others including 

doctors or family may have suggested to you. Below is a list of possible causes for your 

depression. Please indicate how much you agree or disagree that they were causes for you. 

1. Stress or worry 

2. Hereditary - it runs in my family 

3. A Germ or virus 

4. Diet or eating habits 

5. Chance or bad luck 

6. Poor medical care in my past 

7. Pollution in the environment 

8. My own behavior 

9. My mental attitude e.g. thinking about life negatively  

            10. Family problems or worries caused my illness  

             11. Overwork 

12. My emotional state e.g. feeling down, lonely, anxious, empty 

13. Ageing 

14. Alcohol 
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15. Smoking 

16. Accident or injury 

17. My personality 

18. Altered immunity 
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APPENDIX D 

Brief-Cope Questionnaire, Problem-Focused and Avoidant Subscales 

These items deal with ways you've been coping with the stress in your life. I want to know to 

what extent you've been doing what the item says. How much or how frequently. Don't answer 

on the basis of whether it seems to be working or not—just whether or not you're doing it. Please 

reach each of the following statements and rate the extent to which you believe each statement 

best describes you. Try to rate each item separately in your mind from the others. Make your 

answers as true FOR YOU as you can. 

 

 1 = I haven't been doing this at all 

 2 = I've been doing this a little bit 

 3 = I've been doing this a medium amount 

 4 = I've been doing this a lot 

 

1.  I've been turning to work or other activities to take my mind off things. 

2.  I've been concentrating my efforts on doing something about the situation I'm in. 

3.  I've been saying to myself "this isn't real.". 

4.  I've been using alcohol or other drugs to make myself feel better. 

5.  I've been giving up trying to deal with it. 

6.  I've been taking action to try to make the situation better. 

7.  I've been refusing to believe that it has happened. 

8.  I’ve been getting help and advice from other people. 

9.  I've been using alcohol or other drugs to help me get through it. 
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10.  I've been trying to see it in a different light, to make it seem more positive. 

11.  I've been trying to come up with a strategy about what to do. 

12.  I've been giving up the attempt to cope. 

13.  I've been looking for something good in what is happening. 

14.  I've been doing something to think about it less, such as going to movies, 

 watching TV, reading, daydreaming, sleeping, or shopping. 

15.  I’ve been trying to get advice or help from other people about what to do. 

16.  I've been thinking hard about what steps to take.  
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