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Abstract

Background: As many patients view conventional antidepressants and anxiolytics negatively, it is not surprising that
the willingness to apply these treatments is far from ideal, thus posing a critical barrier in promoting an effective and
durable treatment.

Aim: The present study aimed to explore patients’ attitudes toward conventional and herbal treatments for depression
and anxiety, while considering cultural and demographic factors, to further elucidate the antecedes that putatively
determine the treatment’s outcome.

Methods: During June 2017, a cross-sectional survey was conducted using stratified sampling from a large-scale Israeli
volunteer online panel. The final sample included 591 Jewish Israeli adults that reported they were suffering from
depression or anxiety.

Results: A heterogeneous range of attitudes toward treatment was found: for example, a large group of patients did
not utilize prescription medications (39%), a professional consultation (12.9%), or any form of treatment (17.4%).
Interestingly, these patients were significantly more likely to support naturally-derived treatments and were less
concerned with scientific proof. Further, adverse effects were demonstrated as a prominent factor in the choice of
treatment. A higher incidence of adverse effects was associated with an increased willingness to consider an alternative
herbal treatment. Noteworthy attitudes were found in orthodox-Jewish individuals, who showed similar consultation
rates, but utilized more psychological, rather than pharmacological treatments.

Conclusions: It is proposed that patients’ perspectives and cultural backgrounds are needed to be taken into
consideration during the clinical assessment and choice of treatment. The findings imply that a particular emphasis
should be placed on patients that discard conventional pharmacological options and on distinct cultural aspects. Several
recommendations for revising the current policy are advocated to promote more culturally-informed and patient-
oriented care.
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Depression and anxiety disorders are debilitating condi-
tions that lead to considerable emotional and physical

impairments (Mykletun et al., 2009; Wittchen et al., 2000)
and impose substantial societal and economical costs
(Whiteford et al., 2013). The worldwide lifetime preva-
lence of the disorders has been estimated at 10% to 15%
for depression (Lépine & Briley, 2011), and at ~12.9% for
any anxiety disorder (Steel et al., 2014). Taken together,
the importance of developing efficacious treatments is
emphasized. Unfortunately, promoting such treatments
does not necessarily ensure convalescence; factors such
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as accessibility, price, and willingness might preempt a
feasible recovery. Indeed, many patients do not adhere or
categorically refuse to consume conventional pharmaco-
therapies for depression and anxiety (Ayalon et al., 2011;
Sawada et al., 2009; Shigemura et al., 2010). Further, it
has been demonstrated that the initiation of antidepressant
treatment is highly dependent on the patient’s agreement
with the assigned treatment (Raue et al., 2009). Hence,
exploring patients’ attitudes is crucial in pursuance of sus-
tainable interventions. The present research was aimed to
yield novel insights on this subject, in pursuing the pro-
motion of patient-oriented and culturally-informed care
that can improve adherence and even efficacy. The study
aimed to so by expanding the understanding of depression
and anxiety patients’ attitudes toward treatment, using a
cross-sectional web-survey in the Israeli population.

Drugs from the selective serotonin reuptake inhibitors
[(SSRIs); for example, escitalopram, sertraline, fluoxe-
tine], and the serotonin-norepinephrine reuptake inhibitors
[(SNRIs); for example, venlafaxine, duloxetine] classes
are widely acknowledged as first-line pharmacological
treatments for both depression (Lam et al., 2016) and anxi-
ety disorders (Baldwin et al., 2011). Anxiety disorders are
highly comorbid with depression (Lamers et al., 2011). A
major advantage of SSRIs and SNRIs is that they address
both psychopathologies. However, these drugs have also
been associated with various and highly frequent adverse
effects such as weight gain (only in SSRIs), sexual dys-
function, headaches, and nausea (Cascade et al., 2009;
Lam et al., 2016). Adverse effects were specified by
patients as one of the leading reasons for treatment discon-
tinuation (Lin et al., 1995; MacGillivray et al., 2003).
Moreover, the United States Food and Drug Administration
(FDA) has issued a requirement for ‘black-box warnings’
regarding an increased risk for suicidal ideation and behav-
ior on all antidepressants for children, adolescents, and
young adults (Lenzer, 2006; Stone et al., 2009).
Additionally, more than half of the patients with depres-
sion or anxiety do not achieve symptoms remission with
these drugs (Baldwin et al., 2011; Rush et al., 2006).

The shortfalls of existing antidepressants and anxiolyt-
ics are not the sole factor stimulating recipients’ criticism
and disapproval; there is also a sturdy resistance to psychi-
atric phenomenology and methods, influenced by ideas
surging from the 1960s antipsychiatry movement
(Rissmiller & Rissmiller, 2006). This agenda is manifested
in both views of the general public and patients’ attitudes
toward psychiatric treatments (e.g. the common perception
that antidepressants and anxiolytics might be harmful)
(Britten, 1994; Chakraborty et al., 2009; Jorm et al., 1997).
Similarly, several minority- and religious-groups show
lower utilization rates of mental health services (Alegria
et al., 2008; Koopmans et al., 2013), and in some cases
view psychiatric treatments as non-relevant, ineffective or
even offensive (Roman et al., 2008; Schraufnagel et al.,

2006). Some of the orthodox Jewish groups in Israel main-
tain similar opposing agendas (Coleman-Brueckheimer &
Dein, 2011; Freund & Band-Winterstein, 2017) that should
be further explored, for the aim of facilitating effective and
culturally-informed care.

Recent in vivo and in vitro studies demonstrated a nota-
ble therapeutic potential of several herbal medications for
depression and anxiety, with fewer adverse effects
(Burstein et al., 2017; Doron et al., 2018, 2019; Russo
et al., 2014; Sarris & Kavanagh, 2009; Yeung et al., 2014).
Frequent use of such phytotherapies was observed among
individuals with depression or anxiety (Kessler et al.,
2001; Pan et al., 2013).

It is postulated that patients’ attitudes toward their
assigned treatment at least partially explain pursuance,
adherence, and efficacy. To the best of our knowledge,
patients’ attitudes toward scientifically supported herbal
medications for depression and anxiety have not been pre-
viously investigated. The Jewish Israeli society with its
cultural and demographic heterogeneity presents a unique
opportunity for elucidating how different sub-cultures
construct attitudes toward treatment. The present study
aimed to explore the attitudes and preferences among adult
Israeli individuals with depression or anxiety, while pri-
marily probing perceptions vis-a-vis herbal and conven-
tional treatments. Understanding these attitudes will then
be considered from both a therapeutic and a cultural stance,
in ways that may promote treatment outcomes and patients’
trust.

Methods

Participants

Data was collected by Geocartography Knowledge Group
from members of an Isracli general population pre-
recruited volunteer online panel, consisting of 153,533
individuals. Panel members granted written informed con-
sent to participate in online surveys for a modest monetary
reward. Participants registered individually to an online
platform. The platform authenticated their identity and
ensured each participant can respond to each survey once.
The sample frame was obtained by randomly sampling
13,200 individuals from the panel. Stratified sampling was
utilized to ensure proportionate representation of each sub-
group of the adult (age=18) Jewish Isracli population
(classified by gender, age, geographical region, income,
education, and religiosity). Subsequently, screening was
conducted to identify participants with depression or anxi-
ety; 7,068 responders initiated the screening, and 6,918
completed it, from which 616 were identified as suffering
from depression or an anxiety disorder and qualified for
the attitudes survey. From the final sample of 616 respond-
ers, 591 completed the entire survey. Only participants that
responded to all items were included in the analysis (see
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153,533
Members of a pre-recruited
volunteer online panel

140,333 Excluded
(random selection)

13,200
Randomly assigned to
screening based on stratified

sampling
12,584 Excluded
6,132 No response to invitation
6,302 Completed screening but
did not meet criteria for
depression / anxiety
150 Incomplete response
616
Met criteria for depression /
anxiety
25 Excluded
(incomplete survey)
591

Included in analysis

Figure |. A flow-chart depicting the sample’s derivation.

Figure 1 for a flow-chart depicting the sample’s deriva-
tion). The survey was conducted in the first week of June
2017. Here we present the main findings from the survey.
This study has been approved by the ethics committee of
The Academic College Tel-Aviv-Yaffo and has been per-
formed according to the ethical standards laid down in the
1964 Declaration of Helsinki and its later amendments.

Response metrics

Following the recommendations for the report of online
surveys, the relevant response metrics were calculated
(The American Association for Public Opinion Research,
2016). The participation rate, ‘defined as the number of
respondents who have provided a usable response divided
by the total number of initial personal invitations request-
ing participation’ (p. 49), was 52.4% for the screening
phase (6,918 completed screening/13,200 received the ini-
tial invitation) and 96% for the survey phase (591 com-
pleted the survey/616 eligible survey participants). The
study-specific eligibility rate, representing the proportion
of responders that completed the screening and qualified
from the total responders that completed the screening

(Callegaro & Disogra, 2008), was 8.9% (616 completed
the screening and qualified/[6,302 completed the screen-
ing and did not qualify + 616 completed the screening and
qualified]). In this case, the study-specific eligibility rate
serves as an estimate of the point prevalence for depres-
sion or an anxiety disorder in the sample.

Questionnaires

Self-report structured questionnaires were designed ad
hoc for this study. They were written in Hebrew and
accommodated for an online application. Members of the
online panel received an e-mail with an invitation to
answer the survey through the online platform. In the
screening phase responders were required to report
whether they were currently suffering from depression or
an anxiety disorder. The diagnoses were validated using a
DSM-5-based symptoms questionnaire for major depres-
sive disorder (American Psychiatric Association, 2013)
and the 7-item Generalized Anxiety Disorder Scale
(GAD-T7) (Spitzer et al., 2006). Responders who declared
they suffer from depression and stated the presence of at
least four out of the nine symptoms of major depressive
disorder during the same two-week period; and respond-
ers who declared they suffer from anxiety and had a
GAD-7 score of at least five (representing a cutoff score
of mild symptoms or worse) (Spitzer et al., 2006), were
eligible for the attitudes questionnaire.

The attitudes questionnaire consisted of 27 items per-
taining to socio-demographic characteristics, attitudes
toward conventional and herbal treatments for depression/
anxiety, the current treatment for depression/anxiety, and
the perceived outcomes of the treatment.

Statistical analysis

Results are expressed as percentages and frequencies for
nominal variables, or as means and standard errors for
continuous variables. For statistical analyses, chi-squared
tests and independent samples #-tests were applied as indi-
cated. Significance was assumed as p <.05. Post-hoc anal-
yses were conducted using the Bonferroni correction.

Results

Sample characteristics

In the final sample of 591 Jewish Israeli participants there
were 215 males (36.4%) and 376 females (63.6%). Most
of the participants were aged 25 to 44 (n=301, 51%).
Participants were geographically dispersed: 129 (21.8%)
were from the North, 214 (36.2%) were from the Center
(Gush Dan area) and others were from the Jerusalem area
(n=176, 12.9%), the South (n=98, 16.6%), and the Sharon
plain (n=74, 12.5%). Most of the participants had one
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Figure 2. Treatment-related characteristics among responders suffering from depression or anxiety: (a) treatments distribution.
N=591 (b) responders commonly consulted with a psychiatrist, a family doctor, and a psychologist (respectively); 12.9% did not
seek any consultation. Multiple responses were allowed; hence, cumulative percentage precedes 100%. N=591 (c) treatment
satisfaction among responders receiving prescription medication. n=360 (d) Prevalence rates of adverse effects due to an
antidepressant/anxiolytic treatment. Multiple responses were allowed; hence, cumulative percentage precedes 100%. n=360.

college degree or more (n=280; 47.4%); 107 participants
(24.9%) had an associate’s degree, 153 (25.9%) had high
school education or less, and the others studied at a
Talmudic college (n=11, 1.9%). The majority was secular
(n=366, 61.9%), and others were traditional (n=144,
24.4%), religious (n=52, 8.8%) or orthodox (n=29, 4.9%).
Regarding socioeconomic status, most of the participants
reported their income was below average (n=257, 43.5%).
The rest reported on average income (n=158, 26.7%),
above average income (n=146, 24.7%), and 30 partici-
pants (5.1%) declined to respond.

Type of treatment

The most common current type of treatment for depression
or anxiety among the responders of this survey was a con-
ventional prescription medication (60.9%). 15.1% reported
on treatment with an herbal substance (without a prescrip-
tion medication), while 6.6% of the responders applied a
non-pharmacological treatment (i.e., cognitive-behavioral
therapy [CBT], psychotherapy, efc.) as a sole intervention.
17.4% of the responders reported they did not receive any
treatment (see Figure 2(a)). Among the responders receiv-
ing a conventional treatment, 13.1% (n=47) also reported
using an herbal treatment, 11.9% (n=43) combined the

conventional treatment with a non-pharmacological one,
and 8.1% (n=29) utilized a concurrent conventional,
herbal, and non-pharmacological polytherapy.

For further analyses responders were classified into
four treatment groups: (1) conventional treatment (CT);
(2) herbal treatment without conventional one (HT); (3)
non-pharmacological treatment only (NPT); and (4) no
treatment (NT).

Professional consultation

Of the 591 responders, 87.1% reported they have consulted
with a professional regarding their condition. The distribu-
tion of consultation types is presented in Figure 2(b).

A significant difference was found in consultation rates
(X2(3): 150.4, p<.0001) between patients from the differ-
ent treatment groups (see Table 1), suggesting that the HT
and NPT groups tended to seek less consultation compared
to the CT group and that the NT group was much less likely
to seek consultation compared to all the other groups.

Satisfaction with conventional treatment

Among the 360 responders treated with a conventional
medication for their depression or anxiety, 49.2% reported
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Table I. Comparisons between treatment groups.
Item Conventional Herbal treatment ~ Non-pharmacological ~ No treatment  p
treatment (n=360)  (n=89) treatment (n=39) (n=103)
n % n % n % n %
Consultation rate” 356 98.92 69 77.5° 34 87.2% 56 54.4<  <.0001
Prominent factor for treatment <.0001
Less adverse effect 181 50.3 29 32.6° 16 4]ab 41 39.82°
Scientifically proven as effective |15 31.9° 13 14.6° 6 15.40 19 18.4°
Natural compound 33 9.22 31 34.8° 12 30.8° 23 22.3°
Reasonable price 17 4.7 7 79 0 0 7 6.8 ns
Other 14 3.9 9 10.1 4 10.3 8 7.8 ns
| don’t know 0 0° 0 (Vi I 2.6° 5 4.9°
Consider herbal treatment” =.002
Certainly yes 15 31.92 24 27.0*0 8 20.50 14 13.6
Probably yes 181 50.3 47 52.8 18 46.2 55 534 ns
Probably not 34 9.4 8 9.0 4 10.3 10 9.7 ns
Certainly not 5 1.4 I I.1 2 5.1 3 2.9 ns
| don’t know 25 6.9% 9 10.12® 7 [7.92b 21 20.4°

Note. Different superscript letters denote significant differences between the groups at p <.05 following a Bonferroni correction. ns = Not signifi-

cant. N=591.

#Consultation rate refers to the frequency of responders that received any kind of professional consultation for depression or anxiety.
"Item: ‘To what extend would you consider purchasing an herbal treatment that was scientifically proven as effective for the treatment of depression/anxiety,

and is natural and without adverse effects?’.

they were satisfied or very satisfied, 39.2% were neutral
and 11.6% were dissatisfied or very dissatisfied with the
assigned treatment (see Figure 2(c)). Among neutral and
dissatisfied responders, the focal reasons for dissatisfac-
tion were ineffectiveness (neutral: 48.9%, n=69; dissatis-
fied: 69%, n=29) and adverse effects (neutral: 28.4%,
n=40; dissatisfied: 23.8%, n=10).

The prevalence rates of adverse effects attributed to
antidepressants and anxiolytics, in the CT group are pre-
sented in Figure 2(d).

Attitudes toward treatment

A chi-squared test revealed a significant difference
between the groups in the attitude toward the most impor-
tant factor when considering treatment for depression or
anxiety (x2(15)=86.85, p <<.0001; see Table 1). Responders
receiving a conventional treatment were significantly less
probable to support ‘natural compound’ as the most
important factor compared to all the other groups.
Moreover, they were more likely to support ‘scientifically
proven as effective’ as the most important factor compared
to the HT and NT groups, and more likely to support 7ess
adverse effects’ compared to the HT group.

A chi-squared test revealed a significant difference
between the groups in the attitude toward purchasing an
effective herbal treatment for depression / anxiety without
adverse effects (X2(12)=30.61, p=.002; see Table 1). The
CT group was significantly more likely to respond ‘cer-
tainly yes’ compared to the NT group, but not compared to
the HT and NPT groups. The NT group was significantly

more likely to respond ‘I don 't know’ compared to the CT
group.

Further inquiry revealed that in the CT group, 41.7%
(n=150) of the responders replied ‘certainly yes’ and
37.5% (n=135) replied ‘probably yes’ as to whether they
would consider switching the current prescription medica-
tion to the abovementioned herbal treatment. The degree
of satisfaction with the current prescription medication
had no association with the willingness to switch treatment
(X2(16)=21.8, p=.15, ns). However, a significantly higher
rate of adverse effects was found in responders who
answered they will certainly be willing to switch treatment
(1358=2.99, p=.003; see Figure 3); thus, suggesting that
patients suffering from more adverse effects are more
likely to consider alternatives.

Implications of socio-demographic factors

The associations between several cardinal background fac-
tors and attitudes toward treatment were assessed. These
analyses allow us to better understand whether distinct
sub-cultures in the Israeli population might maintain dif-
ferent approaches.

Chi-squared tests revealed that females were signifi-
cantly more likely to receive a prescription medication
(x2(1)=5.99, p=.014), and tended to seek slightly more
professional consultation (x2(1)=3.53, p=.06; a trend
toward significance) compared to males (64.6% vs.
54.4%, and 89.1% vs. 83.7%, respectively). Gender had
no additional associations with the attitudes toward
treatment.
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Religiosity was found to have significant implications
on the treatment’s characteristics. More specifically, the
data suggest that although responders from the orthodox-
Jewish community were not different in their tendency to
seek professional consultation (x2(3)=3.18, p=.36, ns),
they were slightly less prone to use a prescription medica-
tion (X2(3)=9.13, p=.028), and significantly more likely to
utilize a non-pharmacological treatment such as CBT or
psychotherapy (X2(3)= 11.45, p=.01) compared to the other
religious groups (see Table 2). No additional associations
were found between religiosity and attitudes toward
treatment.

Discussion

In this cross-sectional Israeli survey, a non-negligible group
of individuals suffering from depression or anxiety reported
they did not receive any conventional treatment (39%), did
not consult with a professional (12.9%), or were neutral or
not satisfied with their current conventional antidepressants

2.0 - Would you consider switching the current prescription
i with the ab. tioned herbal treatment?
Ak
|
1.5 1
2
3
S
= 1
2 1.0
=
o
>
=
<«
0.5 1
0.0 4
Certainly yes Other

Figure 3. The difference in adverse effects rate between the
sub-groups of responders receiving conventional treatment.
Responders who answered ‘certainly yes’ as to considering
switching to the posited herbal treatment suffered from a
significantly higher rate of adverse effects. n=360. *p <.01.

Table 2. Comparisons between religious groups.

and anxiolytics (50.8%). Furthermore, responders con-
veyed different attitudes regarding the prominent factor for
them in their treatment. Specifically, patients who did not
receive conventional treatments were significantly more
supportive of natural medications and less concerned with
scientific proof.

Similar to our results, studies have indicated that many
individuals with psychiatric disorders do not seek or
receive evidence-based treatments (Narrow et al., 1993;
Wang et al., 2005). Several reports have demonstrated that
psychiatric patients and the general public are more likely
to favor psychotherapy over antidepressants or other con-
ventional pharmacotherapies (Dahlberg et al., 2008;
Ozmen et al., 2005; Van Schaik et al., 2004). In line with
our results, it could be conjectured that a sub-group of
patients, which deems conventional drugs more nega-
tively, esteems distinctive attributes when considering
treatment options. Putatively, proposing an alternative
naturally-derived medication or a non-pharmacological
treatment will compel this sub-group even more than a
scientifically-ratified medication.

The use of herbal medications for depression and anxi-
ety is a widespread phenomenon (Kessler et al., 2001).
Astin (1998) reported that the main reason underlying the
use of alternative formulas was not dissatisfaction with
conventional ones, but rather a strong yoke between one’s
personal belief and the allotted treatment. Accumulating
findings from randomized controlled trials illustrated the
efficacy of several herbal medications in treating depres-
sion (Russo et al., 2014; Yeung et al., 2014) and anxiety
(Sarris & Kavanagh, 2009; Witte et al., 2005). However,
healthcare professionals generally prefer conventional
over alternative treatments (Keshet, 2009; Lovell, 2009).
Cultivating evidence-based herbal treatments for depres-
sion and anxiety disorders might offer a durable solution to
patients that usually reject conventional drugs. This calls
for a major broadening of the research, to promote effec-
tive herbal antidepressants and anxiolytics.

Notwithstanding, the resistance to psychiatric medica-
tions is rife with misconceptions (e.g. ‘addictive’, ‘ineffec-
tive’, ‘sedation without curing’) (Sartorius et al., 2010).

Item Secular Traditional Religious Orthodox p
(n=366) (n=144) (n=52) (n=29)
n % n % n % n %
Consultation rate 325 88.8 123 85.4 42 80.8 25 86.2 ns
Prescription medication 240 65.6° 78 54.2# 28 53.8° 14 48.3# .028
Herbal medication 109 29.8 39 27.1 I 21.2 6 20.7 ns
Non-pharmacological treatment 86 23.5%0 26 18.12 6 [1.52 12 41.4° 0l

Note. Different superscript letters denote a significant difference between the groups at p <.05 following a Bonferroni correction. ns=Not significant.

N=591.
#A trend toward significance, p <.06.
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These views are ought to be addressed via psycho-educa-
tion on the macro-level, in a strive for amending the public
discourse. We suggest that a focalized health policy should
be generated for conveying knowledge regarding the accu-
rate merits and shortfalls of current antidepressants and
anxiolytics. However, such policy will probably not suf-
fice without paying close attention to alternative ideals for
treatment and healing.

Accordingly, the current survey suggests that special
sensitivity should be placed on cultural aspects when
devising a treatment plan. Interestingly, responders suffer-
ing from depression or anxiety from the orthodox Jewish
community were not different in their tendency to seek
professional consultation. However, they were much more
likely to utilize psychological interventions rather than
pharmacological ones, when compared to other religious
groups in Israel. Previous studies have illustrated the com-
plex stance of several orthodox Jewish communities
regarding the application of mental healthcare services
(Coleman-Brueckheimer & Dein, 2011; Freund & Band-
Winterstein, 2017). Despite some positive changes in
recent decades (Schnall et al., 2014), an association with
mental health services might still lead to stigmatization,
and even hinder the prospect of marriage in these commu-
nities (Feinberg, 2005). In some instances, pharmacologi-
cal treatments might be rejected entirely due to a fear that
they will excel the stigma and signify a more severe illness
(Paradis et al., 1996). In a recent study by Stolovy and col-
leagues (Stolovy et al., 2013) that investigated perspec-
tives of orthodox Jewish psychiatric patients in Israel, the
clinician’s acquaintance and sensitivity for the recipients’
religious views were found to predict better outcomes.
Taken together, it is suggested that increased attention
should be placed on culturally-related preferences of
orthodox Jewish patients, while weighing whether a non-
pharmacological strategy would be a more viable one.

The majority of the responders receiving prescription
antidepressants or anxiolytics reported the occurrence of at
least one adverse effect. Further, 45.2% of the responders
declared that a minimal risk for adverse effects is the most
important factor for them in their choice of treatment.
Patients suffering from a higher incidence of adverse
effects were also found to be more drawn to the possibility
of switching a conventional treatment with an herbal one.
As previously shown, adverse effects have a critical role in
adherence to antidepressants and anxiolytics (Lin et al.,
1995; MacGillivray et al., 2003). As the rate of nonadher-
ence to such drugs is remarkably high in Israel (Ayalon
et al., 2011), it seems that assessing the extent of adverse
effects and the suffering attributed to them by the patient is
an essential requirement in clinical follow-up sessions.
Tackling these questions could facilitate a more accurate
and sustainable treatment program.

A major limitation of the current study is related to the
method for the identification of individuals suffering from

depression or anxiety. The standard for psychiatric diagno-
sis in research includes the utilization of a clinical inter-
view, a semi-structured diagnostic interview (e.g., The
Structured Clinical Interview for DSM-5 — Research
Version) (First, Williams, Karg, & Spitzer, 2015) and, in
addition, self-report measures that have been previously
validated (Goldstein et al., 2011). In this survey, diagnoses
relied on self-report measures, using both a declaration of
the patient that he suffers from one of the disorders and an
acknowledged self-report measure, without a direct assess-
ment by a clinician. One could argue that such a method
impedes both the sensitivity and discriminability of the
diagnoses. Nevertheless, the point prevalence for depres-
sion or anxiety found in the current study (8.9%) is compa-
rable to the 12-month prevalence (9.7%) reported in an
earlier Israeli study that utilized a clinical interview
(Levinson et al., 2007). This supports the notion that the
responders’ report was in most cases genuine and approxi-
mately reflects their condition.

Conclusions

The traditional psychiatric paradigm (also referred to as
the ‘technological paradigm’), dictates that the main task
of a clinician is to assert a reliable diagnosis and present a
suitable, evidence-based treatment. From a technological-
positivist stance, psychiatric disorders are the observed
outcomes of neuro-biophysiological disturbances that
should be mapped and therapeutically targeted regardless
of any rapport or relations with their ‘carriers’. The psy-
chological distress is pasteurized into a mere technical
issue, rather than being fathomed as a human challenge. To
its extreme, the role of the patient is reduced to mere com-
pliance (Bracken & Thomas, 2005; Bracken et al., 2012).
It seems to us that this agenda might devaluate the cardinal
role of the patient’s point of view and its important impact
on not just promoting an egalitarian moral, but fostering
effective therapeutics. Patients’ attitudes impact treatment
outcomes through expectancies (Krell et al., 2004;
Kuusisto et al., 2011), placebo effect (Kaptchuk & Miller,
2015; McQueen & Smith, 2012), adherence (Lingam &
Scott, 2002; Sjolander et al., 2013), and the therapeutic
alliance (Meyer et al.,, 2002; Verhulst et al., 2013).
Complying with the empirical evidence an alternative psy-
chiatric paradigm was advocated, emphasizing concord-
ance rather than compliance (Bracken et al., 2012; Foster
& Hudson, 1998).

A prominent approach that assimilated these ideas is the
personal recovery approach (Slade, 2009), which accentu-
ates values such as hope, personal responsibility, meaning,
and identity. Recipients are encouraged to carve their own
journey, while actively weighing their unique preferences
and concepts of recovery. Such an approach accentuates
that patients have a free choice regarding their treatment.
Accordingly, clinicians are expected to be receptive to
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patients’ preferences and also have broad knowledge
regarding feasible formal and informal therapeutic options.
For that aim, treating clinicians should be acquainted with
various epistemologies and methodologies for healing;
and, hence, it could be of great benefit to include basic
education in alternative, herbal, culturally-informed and
complementary treatment strategies in the curriculum of
mental healthcare providers. It seems to us that further
implementing such personal recovery strategies in mental
health systems could prove highly relevant and effective.

Results from the current survey suggest that patients
suffering from depression and anxiety are not unanimous
in their perspectives toward treatment and that cultural-
and personal-ideals for recovery matter. In acquiescence
with the concordance paradigm, it is stipulated that these
factors should be taken into consideration during clinical
assessments and the choice of treatment. For instance, it
seems that subscribing an herbal medication to an individ-
ual who will only agree to such a form of treatment or
embracing an open dialogue with patients from the ortho-
dox Jewish community, while considering evidence-based
psychotherapeutic treatments as first-line options, will
prove fruitful.
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