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OBJECT/VE: To describe primary care physicians'  cl inical  de- 
c is ion mAklng regarding late-life depression.  

DESIGN: Longitudinal col lect ion of  data regardin~ physi-  
cians' cl inical a s se s sments  and the  volume and content  of 
patients'  ambulatory vis i ts  as part of  a randomized cl inical  
trial of  a physic ian-targeted intervent ion to improve the  
treatment  of  late-life depression.  

SETTING'. Academic  primary care group practice.  

PATIENTS/PARTICIPANTS: One-hundred and eleven primary 
care phys ic ians  who  completed  a structured quest ionnaire  to 
describe their cl inical  a s se s sments  ~mrnediately following 
their evaluations of  222 elderly pat ients  who had reported 
s y m p t o m s  of depression on screening questionnaires.  

INTERVENTIONS: Intervention phys ic ians  were provided wi th  
their pat ient 's  score on the  I~Amilton Depression rating scale 
(HAM-D) and patient-specif ic  treatment  recommendat ions  
prior to complet ing the  quest ionnaire regarding their cl inical  
as sessment .  

MAIN RESULTS: Those phys ic ians  not  provided HAM-D scores 
were just  as l ikely  to rate their pat ients  as depressed,  as de- 
termined by specif ic  query of  these  phys ic ians  regard/ng 
their clinical assessments .  A physic ian's  cl inical  rating of  
l ikely depression did not  cons i s tent ly  result in the  formula- 
t ion of  treatment  in tent ions  or act ions.  Treatment  inten-  
t ions  and act ions  were faci l i tated by  provision of treatment  
algorithms, but treatment  was  received by fewer than half  of 
the  pat ients  w h o m  phys ic ians  intended to treat. Barriers to 
treatment  appear to include both phys ic ian  and patient  
doubts about treatment  benefits .  

CONCLUSIONS: Lack of  recognit ion of  depressive s y m p t o m s  
did not  appear to be the  primary barrier to treatment .  Recog- 
nit ion of  s y m p t o m s  and access  to treatment  algorithms did 
not  cons i s tent ly  result  in  progression to subsequent  stages  in 
treatment  decis ion making.  More research is needed to de- 
termine how pat ients  and phys ic ians  weigh the  potent ial  
risks and benef i ts  of  treatment  and how accurately  they  
make  these  judgments .  

KEY WORDS: depress ion;  aged;  p r i m a r y  care; p r a c t i c e  pa t -  
terns. 
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M ' u c h  of the previous literature concerned with im- 
,proving the t rea tment  of primary care pat ients  with 

depression has  focused on intervent ions to improve the 

rate of recognition of depressive symptoms. 1-2o The suc- 

cess of these interventions hinges on the assumpt ion  that  

t rea tment  in tent ions  and  actions will follow reliably from 
physician recognition of depressive symptoms. However, 
there is increasing evidence that  physicians recognize de- 

pressive symptoms more often t han  they document  these 
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symptoms in the medical record, 7-n that  a specific de- 

pression diagnosis does not  necessarily follow from recog- 

ni t ion of symptoms, and  that  t rea tment  of depression 
does not  necessarily follow from a diagnosis. 9. 12 There are 

likely barriers at  multiple stages of decision making for 
late-life depression, and  these barriers may arise from 

combinat ions  of patient,  physician, or practice environ- 
men t  variables. 2' 7. 12. 21-3a Indeed, for t rea tment  of depres- 

sion to be initiated, both the physician and  pat ient  m u s t  
agree that  the symptoms warran t  t reatment ,  and  that  

t rea tment  is effective, practical, and  available. 
We recently reported the resul ts  of a randomized clin- 

ical trial of physician-targeted intervent ions to improve 
the care of late-life depression by addressing barriers to 
its recognition and  t rea tment  by primary care physi- 
cians. 22 We provided the intervention physicians w~ith 

their pat ient 's  Hamilton Depression rat ing scale (HAM-D) 

score, an  interpretat ion of this score, pat ient  educat ion 
materials,  and  patient-specific t rea tment  recommenda-  
t ions during three additional clinic visits scheduled spe- 

cifically to address  the pat ient 's  depressive symptoms. Pa- 
t ients  of control physicians received usua l  care. There 

was a significant increase in depression diagnosis and  
t rea tment  among the intervention group bu t  less t han  

half  of the pat ients  of intervention physicians actually re- 
ceived specific t rea tment  for depression, and  there was no 
significant difference between the t rea tment  and  control 

groups in  pat ient  outcomes. The goals of the present  
s tudy were to better  unde r s t and  how these physicians 

made t rea tment  decisions for individual patients,  to de- 
scribe the apparent  barriers to t reatment ,  and to describe 
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the impact  of the intervention in overcoming these barri- 

ers. 

Figure 1 depicts the conceptual  framework we used  

to describe physician decision making for late-life depres- 

sion. In the first stage, the physician assesses  the depres- 

sive symptoms in the context  of the patient 's  overall con- 

dition. In the second stage, the physician formulates 

t rea tment  intent ions given his or her  j udgmen t  of the 

potential  effectiveness, risks, and costs of available treat- 

ments .  In the third stage, the physician and pat ient  de- 

cide whether  to initiate a specific t reatment .  The transi-  

t ions between any stages may be hampered  by several 

barriers,  some of which may be captured by physician, 

patient,  or practice characterist ics.  Physicians may or 

may not  document  these decisions in the medical  record. 

We hypothesized that  physicians who were provided with 

a pat ient 's  score on the HAM-D would be more likely to 

rate their  pat ient  as depressed, and that  physicians pro- 

vided specific t rea tment  recommendat ions  would be more 

likely to initiate t rea tment  for depression. 

METHODS 

The s tudy site is the General  Medicine Practice at the Re- 

genstr ief  Health Center, a mult ispecial ty ambulatory  care 

clinic associated with an u rban  county hospital.  The Gen- 

eral Medicine Practice comprises  32 different clinic ses- 

sions, each staffed by three to five physicians caring for 

their  own panel  of patients.  The clinic sessions were ran- 

domly assigned to be intervention or control sessions; 

physicians and their  pat ients  were assigned to interven- 

tion and control groups according to their  clinic session. 34 

No physician had both intervention and control patients.  

As previously described, we screened 3,767 patients  aged 

60 years and older for depression, dementia,  and alcohol- 

ism during routine office visits between J a n u a r y  1991 

and J u l y  1993. 22 The screening in s t rumen t s  included 

the Center  for Epidemiologic Studies  Depression scale 

(CES-D), 3s the Short  Portable Mental S ta tus  Quest ion-  

naire (SPMSQ), 36 and the CAGE alcoholism question- 

naire. 37 Of the 515 eligible pat ients  who scored at least  16 

on the CES-D, 254 (49%) enrolled in the s tudy and com- 

pleted a second-stage extended interview consisting of the 

HA1VI-D 38 and the Sickness  Impact  Profile (SIP). 39 In addi- 

tion, we determined age, race, gender, and educat ion for 

patient with Q ~ - I ~  physician ~; physician 
"~;:i:~ physician ~ treatment--i}~ -!~" treatment depressive ~--I~ diagnosis ~ intentions ~i symptoms actions 
N N ~% 
NIN g,~N )~ :g  

FIGURE 1. Conceptual framework describing physician deci- 
sion making for late-life depression. 

each patient.  Of the 254 patients  enrolled, medical 

records for the subsequen t  year  were available for 222 pa- 

tients, who are the subjects  of this report; 175 patients  

had initial HAM-D scores of at least  15 and were the sub- 

jects  of our  earlier report. 22 

These 222 pat ients  were cared for by 111 different 

physicians.  There were 94 pat ients  of 52 control physi- 

cians and 128 patients  of 59 intervention physicians.  

These physicians completed a 22-i tem quest ionnaire  de- 

signed to assess  their  a t t i tudes concerning late-life de- 

pression prior to the start  of the study. 26 In addition to as- 

sessing att i tudes,  we recorded gender  and faculty or 

housestaff  s ta tus  for each physician. The two practice 

setting character is t ics  included in this s tudy were the 

number  of pat ients  seen by each physician per session 

and the physician 's  s tudy assignment .  The number  of pa- 

tients seen per physician per each 3-hour  clinic session 

averaged over 1 year  serves as a proxy for the amount  of 

time available for the care of a typical pat ient  in a given 

physician 's  practice over that  year. 

Following the patient 's  initial visit, both intervention 

and control physicians completed a quest ionnaire  to mea- 

sure specifically their  clinical a s sessment  of the pat ient 's  

depressive symptoms.  The control physicians '  quest ion- 

naire consisted of five mult iple-choice questions:  (1) What  

is the percent  likelihood tha t  this pat ient  has  clinical de- 

pression (scale of 0% to 100%)? (2) How severe is this pa- 

t ient 's  depression (scale of 1 to 10 with 10 the most  

severe)? (3) What  is the percent  likelihood that  this pa- 

tient has  dement ia?  (4) How severe is this patient 's  de- 

ment ia?  and (5) What  is the percent  likelihood tha t  this 

pat ient  has  alcohol dependency?. The last  three i tems 

were included to mask  the intent  of the questionnaire.  

The intervention physician 's  quest ionnaire  consisted 

of the same five quest ions and three other questions:  (1) If 

you believe that  this pat ient  is depressed, what  is the per- 

cent likelihood tha t  this patient 's  depressive symptoms 

will respond to therapy?. (2) Which intervention(s) do you 

th ink is (are) indicated at this time: Physician counseling?. 

Ant idepressant  medicat ions? Discontinue potentially 

harmful  medicat ion? Psychiatry referral? Other? (3) How 

difficult was it to convince this pat ient  to accept  your  sug- 

gested intervention(s)? Control physicians were not  asked 

the additional three quest ions to minimize effects on their 

t rea tment  decisions for these patients.  Intervention physi- 

cians were aware of their  pat ient 's  HAM-D score at the 

time they completed the questionnaire;  control physicians 

did not  have access to this information. 

Using the Regenstrief electronic medical record sys- 

tem, 4° we determined the date and location of all enrolled 

patients '  encounters  in any outpat ient  clinic as well as 

visits to the emergency room and hospital  admissions  for 

1 year  from the screening interview. We obtained a copy of 

the writ ten note corresponding to all outpat ient  encoun-  

ters. All writ ten notes were subjected to s t ruc tured  data  

abstract ion completed by a registered nurse  who was 

blinded to the s tudy hypotheses  and the pat ient  and phy- 
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sician s tudy assignment .  For each note she determined 

whe ther  the visit was  scheduled or unscheduled,  where 

the encounter  took place, and whether  the focus of the 

note was  on medical, psychiatric,  or social conditions. For 

each note she also determined ff there  was any notat ion 

of: (1) depression or depressive symptoms; (2) loss of in- 

teres t  or pleasure,  weight loss, insomnia,  hypersomnia,  

psychomotor  re tardat ion or agitation, fatigue, feelings of 

worthlessness,  or difficulty concentrating; (3) suicidal ide- 

ation; (4) psychosocial stressors; (5) patient  refusal of anti- 

depressants ;  (6) pat ient  refusal  of psychiatry referral; {7) 

contraindicat ions to an t idepressant  drugs; (8) cognitive 

impairment ,  anxiety, alcohol abuse,  other  subs tance  

abuse,  and other  psychiatr ic illness; {9) adverse effects of 

medications;  and (10) a deteriorating or terminal  medical  

condition. We then  tabulated all outpat ient  encounters  

over the course of 1 year  to determine if any of these 10 

i tems were ment ioned at any t ime in any of the patient 's  

outpat ient  visits with any physician. 

Using the same methods  described above, the re- 

search nurse  determined if there was any documenta t ion  

of t rea tment  intent ions for depression in the 6 months  

following the patient 's  enrollment.  Trea tment  intent ions 

included notat ion in the medical  record of p lanned anti- 

depressan t  drug t reatment ,  discont inuing harmful  med- 

ications, psychiatry referral, physician counseling, or 

o ther  interventions offered as t rea tment  for depression. 

Harmful  medicat ions were those identified in the litera- 

ture as potential  causes  of depression. 22 We determined 

for all pat ients  whether  they received an ant idepressant  

within 6 months  of enrollment,  had  a potentially harmful  

medicat ion discontinued,  or were referred to psychiatry 

within 6 mon ths  of enrollment.  

We used  ×2 and t tests when appropriate to examine 

between-group differences in the patient, physician, and 

practice envi ronment  characterist ics,  in the volume and 

content  of pat ient  encounters ,  and in physicians '  assess-  

ments,  intentions,  and actions. The data  were analyzed in 

a series of three separate  stepwise logistic regression 

models tha t  correspond to the three stages of  physician 

decision making depicted in the conceptual  model. Be- 

cause  we were modeling physician-level outcomes  and 

there  were variable number s  of pat ients  per  physician, 

the logistic models include only the first pat ient  encoun-  

ter per physician to ensure  independent  observations.  We 

chose the physician 's  first patient,  ra ther  t han  a r andom 

Table 1. Patient, Physician, and Practice Characteristics* 

Patient characteristics (n = 222) 
Mean age in years 
Age ~70 
Female 
Black 
Education 

< 8 years 
8-12 years 
> 12 years 

Evidence of alcoholism t 
Evidence of cognitive impairment* 
Mean CES-D score§ 
Mean HAM-D score§ 
HAM-D score >- 18§ 
Mean SIP total score§ 
Mean SIP physical subscale score§ 
Mean SIP psychosocial subscale score§ 

Physician characteristics (n = 111) 
Female 
Faculty 
Mean attitude scale score II 

Practice characteristics 
Intervention study group ~ 
Mean number of patients per session 

65.9 + 
21.8% 
76.3% 
53.9% 

6.2 (range 60-88) 

44,4% 
46.1% 

9.5% 
14.5% 
12.5% 
25.3 + 
18.2 + 
58.6o/0 

28.8 + 
22.7 -2-- 
32.4 + 

8.1 (range 16-52) 
7.1 (range 2-35) 

13.2 (range 2-68) 
13.8 (range 0-434) 
18.1 {range 0-81) 

30.8% 
28.8% 
53.2 + 4, I {range 41-62) 

57,9% 
6.8 + 1.7 (range 3-12,7) 

*There were  no significant differences between s tudy  groups for any listed independent variable, 
t CAGE alcoholism questionnaire score o f  >- 2, 

* Short Portable Mental Status questionnaire score >- 3 errors. 
§CES-D: Centers for  Epiclemiologic Studies Depression scale. Only patients with CES-D score >- 16 were  invited to enroll in study; HIL~I-D, 

Hamilton Depression scale; SIP, Sickness Impact Profile. 
llPhys/c/an's score on a 22-item late life depression attitude questionnaire. See Callahan et al. 1992. 26 
~ Physicians in this group were provided HAM-D scores arld treatment r e c o ~ n d a t i o n s .  
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Table 2. Volume and Content of Ambulatory Encounters Over One Year 

Control Intorvenlion* 
(n = 94) (n = 128) p Value 

Volume and focus of ambulatory encounters 
Mean number of scheduled clinic visits 
Any unscheduled clinic visit 
Any emergency room visit 
At least one visit focusing on: 

Medical conditions 
Psychiatric conditions 
Social conditions 

Patients with specific chart documentation of: 
Depression or depressive symptoms 
Symptoms of major depression t 
Suicidal ideation 
Psychosocial stressors 
Patient refusal of antidepressant drugs 
Medical contraindication to antidepressant drugs 
Patient refusal of psychiatry referral 
Cognitive impairment 
Anxiety 
Alcohol abuse 
Any substance abuse 
Other psychiatric illness 
Adverse effects of medications 
General medical condition deteriorating 
General medical condition terminal 

8.2 -+ 6.2 9.7 +- 5.8 .006 
51.1% 45.3% .40 
48.9% 46.9% .77 

95.70/0 95.3% .88 
21.3% 58,6% .001 

6.40/5 9.4% .42 

40.40/o 86.70/5 .001 
39.4%o 50.8% .09 

2.1% 7.8% ,06 
39.4% 53.1% .04 

7.4%0 12.5% .22 
0% 3. I% .13 
4.3% 4.7% .88 
7.4% 6.2% .73 

26.6% 21.1% .34 
13.8% 10.9% .51 
25.5% 16.4% .09 

4.3% 1.6o/o .22 
24.4% 31.2% ,27 
11.7% 8.6% .44 
3.2% 1,0% ,18 

*Physicians in this group provided HAM-D scores and treatment recommendations. 
fLoss of  interest or pleasure, weight toss, insomnia, hypersomnia, psychomotor retardation or agitation, fatigue, feel ings o f  worthlessness, or 
difficulty concentrating. 

patient,  because  decisions regarding subsequen t  pat ients  

may  have been  influenced by previous experience with the 

s tudy interventions.  For each logistic regression model, 

we determined the model  X 2, the area  under  the receiver 

operat ing character is t ic  curve, and the Hosmer-Leme- 

show goodness-of-fit  statistic. 

For physicians '  a ssessments  (stage 1), we modeled 

the physician 's  a s ses smen t  of the percent  likelihood of 

c l in i ca l  depression. Clinical a ssessments  were dichoto- 

mized for this regression at rat ings of 50% or higher likeli- 

hood of depression (the median  rating). The independent  

variables were the patient,  physician, and practice envi- 

ronment  characteris t ics  listed in Table 1. Independent  

variables were retained in the final models  if  the associ- 

ated p value was --- .05. The resul ts  of a l inear regression 

model  were similar bu t  are not  presented.  

For physicians '  t rea tment  intentions,  we modeled 

physicians '  medical  record documenta t ion  of any inten- 

tion to treat. All independent  variables that  were included 

in the First model  as  well as  the physician rat ing of the 

likelihood of clinical depression as a cont inuous  variable 

were included in the second- and third-stage model. For 

physicians '  actions, we modeled the d ichotomous out- 

come of whether  any t rea tment  action occurred at  any 

time in the 6 months  following the pat ient ' s  enrollment.  

Primary care physician counsel ing was not  included as an  

act ion in this model  because  we had  no mechan i sm to de- 

termine whether  it actual ly occurred. 

RESULTS 

Table 1 displays distr ibut ion of the patient, physician, 

and practice characterist ics.  There were no significant dif- 

ferences by s tudy group for any of these variables. Over 

one fourth of these pat ients  had evidence of ei ther comor- 

bid cognitive impairment  or alcoholism. More than  half  

had HAM-D scores of 18 or higher, indicating moderate  to 

severe symptoms of depression, and most  pat ients  had  

profound functional  impai rment  as measured  by the SIP. 

Table 2 displays the volume and content  of all outpa-  

tient encounters  in the year  following enrollment.  Even 

though intervention pat ients  were provided with three ad- 

ditional visits during the s tudy period, there was a mean  

difference of only 1.5 scheduled visits over the course  of 1 

year  between the two groups.  Intervention pat ients  were 

more likely to have at least  one encounter  tha t  focused on 

psychiatric conditions. Nearly all pat ients  had  at  least  one 

visit focusing on a medical  condition. Also, physicians 

documented  that  13% of pat ients  ei ther reflased t rea tment  

or had  a contraindicat ion to an t idepressant  medication. 

Table 3 displays the frequency of physicians '  clinical 

assessments ,  t rea tment  intentions,  and actions. Control 
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Table 3. Physicians' Clinical Assessments, Treatment Intentions, and Treatment Actions 

Control Intervention* 
(n 94) (n= 127) p Value 

Recognition (clinical assessments at enrollment) * 
Likelihood of depression rated -> 50% 
Likelihood of depression rated -> 50% among patients 

with documented HAM-D score -> 18' 
Mean severity of depression (on scale 1-10) 
Likelihood of treatment response rated ~> 50% 

Treatment intentions 
A s  n o t e d  in m e d i c a l  record  w i t h i n  6 m o n t h s  a f t e r  e n r o l l m e n t  

Intention to treat 
By antidepressant medication 
By psychiatry referral 
By physician counseling 
By stopping potentially harmful medication 
Other noted depression treatment intentions 

Intention to treat among patients whom physicians 
assessed as ~ 50% likelihood of depressionI[ 

A s  explici t ly  s t a t e d  in p h y s i c i a n  q u e s t i o n n a i r e  
Intention to treat 

By antidepressant medication 
By psychiatry referral 
By physician counseling 
By stopping potentially harmful medication 
Other noted depression treatment intentions 

Intention to treat among patients whom physicians 
assessed as ~ 50% likelihood of depressionl! 

Intention to treat by questionnaire but not by 
chart documentation within 6 months 

Treatment actions (within 6 months of enrollment) 
Initiation of a treatment plan 
Initiated on antidepressant 
Referred to psychiatry 
Potentially harmful drug discontinued 
Initiation of treatment plan among patients whom physicians 

assessed as -> 50% likelihood of depression§ 

54.8 49.6 

64.0% 57.7% 
2.8 2.6 
NA§ 44.1 

.44 

.43 

.50 

18.2% 63.8% .001 
11.8% 47.2% .001 
9.7% 14.2% .31 
0% 5.5% .02 
0% 5.50/0 .02 
2.1% 10.2% .02 

23.5% 77.8?/0 .001 

71.7% 
33.1% 

4.7% 
35.4% 
26.8% 

6.3% 

NA§ 
NA 
NA 
NA 

NA 92.1% 

NA 27.5% 

29.0% 46.5% .001 
9.7% 22.00/0 .01 

14.0% 13.3% .90 
19.3% 25.2% .30 

33.3% 58.7% .04 

*Physicians in this group were  provided  HAM-D scores a n d  treatment  recomnumdations .  Post-visit quest ionnaire da ta  miss ing f o r  one patient .  
t A s  de t e rmined  on phys ic ian  questionnaire.  
~For control pa t ien t s  n = 51; for  intervention pat ien ts  n = 78. 
§Not included on control phys ic ian  questionnaire.  
IIFor control pa t ien t s  n = 51; f o r  intervention pa t ien t s  n = 63. 

physicians were j u s t  as likely as intervention physicians 

to rate their  pat ients  as  depressed,  bu t  t rea tment  inten- 

t ions were recorded for more intervention patients,  both 

those who were rated as depressed and those who were 

not  (Fig. 2). Intervention physicians assessed  only 44% of 

pat ients  as likely to respond to therapy, and most  physi- 

c ians  rated the pat ient ' s  depression severity as less t han  

3 on a 10-point scale (Table 3). Although t rea tment  ac- 

tions were initiated for more intervention pat ients  than  

control patients,  recorded t rea tment  intent ions were rated 

for a smaller  proport ion of intervention pat ients  than  con- 

trol pat ients  (Fig. 2). 

Table 4 displays the resul ts  of the logistic regression 

models. Physicians '  clinical a ssessments  of a 50% or 

greater  likelihood of depression were independent ly  asso- 

ciated with the pat ient ' s  scores on the HAM-D, the SIP 

psychosocial  score, and faculty s tatus,  bu t  not  with the 

intervention. Thus,  pat ients  with greater  psychosocial  im- 

pa i rment  were less likely to be diagnosed, and pat ients  of 

faculty physicians were more likely to be diagnosed. In 

the logistic regression model  of t rea tment  intentions,  a 

physician 's  clinical rat ing of depression was highly corre- 

lated with documenta t ion  of t rea tment  intent ion for both 

groups. Even when controlling for the physician 's  clinical 

assessment ,  intervention physicians were more likely to 

document  t rea tment  intentions.  Controlling for physi- 

cian 's  clinical a s ses smen t s  and the intervention, pat ients  

aged 70 years and older were less likely to have documen-  



JGIM Volume 11, April ] 996  223 

Control Group 

patient rated 1 19 I treatment intentions I ,= Itreatmentactions I 
depressed* ~-'=~--'-I~ ] recorded ~ - t ~ ]  initiated 
n=51(54%) J ~ l  n=26(28%) I V  [ n=23(24%, I 

patient rated ~751 ~ treatment intentions [ / ~  rtreatment actions 
I not depressed--r -- =- ] not recorded I ~ I not initiated I 
I n=43 / I  n=68 I L n=71 1 

Intervention Group 

patient rated 150 _ I treatmentintenti°ns t 46 f treatment actions 
depressed* ~ l  recorded k---==---I~| initiated 
n=63 (50%) I n=83 (65%) 

patient rated ~31 ~ treatment intentions [treatment actions 
not depressed~l ~ I not recorded [ ~ i not initiated 
L n=64 n=44 II n=78 

FIGURE 2. Comparison of physician decision making for late- 
life depression among experimental groups, *Physician rating 
of _> 50% likelihood of clinical depression; **physician rating of 
< 50% likelihood of clinical depression. 

ration of t rea tment  intentions.  In the logistic regression 
model of t rea tment  actions, intervention physicians were 
more likely to initiate t rea tment  actions even when con- 

trolling for the physicians '  clinical assessments .  Also, 

controlling for physicians '  clinical assessments  and  s tudy 
group, faculty physicians were less likely to initiate treat- 
ment .  Each of these models had acceptable reliability and  
discr iminat ion as shown in  Table 4. 

DISCUSSION 

There are two themes from these analyses tha t  deserve 
further discussion. First, physicians recognized depres- 

sive symptoms in the majority of patients,  bu t  there is a 
significant and  impor tant  gap between physicians '  recog- 

ni t ion and  their subsequen t  formulat ion of t rea tment  in- 
tent ions  and  actions. Second, these primary care phy- 

sicians appear  to use  clinical cues not  inheren t  to 
depression severity scales to determine the likelihood of 

depression, its severity, and  the likelihood of response to 
therapy, and  there is some evidence of both pat ient  and  

physician doubt  regarding the potential  benefits of treat- 
men t  of late-life depression. 

We had hypothesized that  physicians who were pro- 
vided a pat ient 's  score on the HAM-D would be more 
likely to rate their pat ient  as depressed. Physicians '  as- 

sessments  of the likelihood of depression were associated 

with HAM-D scores b u t  not  with the intervention, indicat-  
ing that  the provision of HAM-D scores did no t  influence 
the clinical assessment .  Even when intervent ion physi- 

c ians  were aware that  their pat ients  had HAM-D scores of 
18 or higher, less t han  60% of these pat ients  were rated 

as depressed. These fmdings are similar to previous s tud-  
ies tha t  have shown relatively high rates of physician rec- 
ognition of depressive symptoms (53-73%) when recogni- 
t ion is determined by directly asking the physician rather  

than  by relying on chart  documentat ion.  7-j~ 

Higher physician rat ing of the likelihood of depres- 
sion was associated with a greater likelihood of progres- 

sion to t rea tment  in tent ion and  actions. The patients '  
HAM-D scores were not  significantly correlated with phy- 
sicians" in tent ions  and  action decisions after controlling 

for the physicians '  own clinical assessments ,  However, 
even a physician clinical a s ses smen t  of a greater t han  

50% likelihood of clinical depression did not  always result  

in in tent ion to treat. 
Older pat ients  were less likely to be recommended for 

t rea tment  even when controlling for the physician 's  clini- 

cal assessment  and  s tudy group. The perception of the 
older pat ient  as less amenable  to t rea tment  for depression 
has  been previously reported both in primary care 9, 12. 25 

and  in the specialty psychiatry setting. 28 One proposed 

barrier  to the t ransi t ion between in tent ions  and  actions is 
a lack of knowledge regarding t rea tment  options. We 

found some evidence of this in  the comparison between 

our control and  intervention physicians '  decision making. 
When controlling for physicians '  actual  clinical assess- 
ments,  the physicians in the intervention group were 
more likely to document  in tent ions  to treat and  initiate 

treatment.  
The largest barrier  to t rea tment  of late-life depression 

was seen between intent ion to treat  and  actual  t reatment .  
Although intervent ion physicians reported in tent ions  to 

treat  92% of the pat ients  they themselves rated as de- 
pressed, and  al though these physicians  were provided pa- 

tient-specific t rea tment  recommendations,  only 58.7% 
of these pat ients  actually received t rea tment  within 6 

months .  Among pat ients  of control physicians who were 
rated as depressed by their physicians,  only 33.3% re- 

ceived t rea tment  within 6 months .  
One reason for the difference between in tent ions  and  

actions may be pat ient  acceptance of t rea tment  recom- 

mendat ions .  Intervention physicians reported difficulty 

conmncing 11.8% of the pat ients  they intended to treat. 
Thus,  pat ient  refusal or deferral of therapy would account  
for a significant portion of the difference between physi- 

cians '  in tent ions  and  actions. Physicians were fairly pes- 

simistic about  pat ients '  potential for response to therapy, 
rat ing less t han  half of their pat ients  as having more t han  
a 50% likelihood of t rea tment  response and  generally rat- 
ing the depression severity as low. An impor tant  area for 
future s tudy is whether these clinical a s sessments  are ac- 
curate. Faculty physicians were more likely to diagnose 

depression b u t  less likely to treat it. One explanat ion for 

this Finding may be tha t  the tendency not  to t reat  is based 
on previous negative experience. Previous s tudies  have re- 
ported that  physician gender, years in practice, and  spe- 
cialty affect at t i tudes toward depression and  psychosocial 
issues. 33, 41~14 Previous studies have also shown that  phy- 
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Table 4. Logistic Regression Models for Physician Decision Making.* 

Variable Odds Ratio 95% CI 

Recogni t ion (clinical a s s e s s m e n t ;  l ikelihood of dep res s ion  _> 50%) 
HAM-D scoret  I. 11 i .03, 1.56 
SIP psychosoc ia l  score  t 0 .96  0.94, 0 .99 
Facu l ty  phys ic ian  3.09 1.15, 8 .26 
Model ×2 18.1 wi th  3 d.f.; a rea  u n d e r  receiver  opera t ing  charac te r i s t i c  curve  0.72; Hosmer -Lemeshow goodness-of-f i t  t es t  10.3 
wi th  8 d.f. (p > .2}. Cand ia t e  va r iab les  no t  re ta ined  in  final model:  pa t i en t  age. gender ,  race, SIP physical  s u b s c a l e  score; 
p h y s i c a n  gende r  a n d  a t t i tude  scale  score,  phys ic i an  ra t ing  of a lcohol i sm a n d  dement i a ,  m e a n  n u m b e r  of pa t i en t s  s e e n  by  
phys ic i an  per  visit, a n d  s t u d y  group.  

T r e a t m e n t  i n t e n t i o n s  (as no ted  in medica l  record  wi th in  6 m o n t h s  af ter  enrol lment)  
Phys ic ian  clinical a s sessment*  1.03 1.01, 1.05 
Phys ic i an  s t u d y  group 12.64 4.24, 37 .5  
Pa t ien t  age -> 70 0 .18 0.05, 0 .67 

Model ×2 44.7  wi th  3 d.f.; a rea  u n d e r  receiver opera t ing  charac te r i s t i c  curve  0.85; Hosmer -Lemeshow goodness-of-f i t  t e s t  12.9 
wi th  8 d.f. (p = .11). Cand ida te  va r iab les  no t  re ta ined  in  final model:  pa t i en t  gender ,  race, HAM-D, SIP phys ica l  and  
psyehosoc ia l  scores;  phys i c i an  rank ,  gender  a n d  a t t i tude  scale  score, phys ic ian  ra t ing  of a lcohol i sm a n d  d e m e n t i a  a n d  severi ty  
of depress ion ,  a n d  m e a n  n u m b e r  of pa t i en t s  s een  by  phys ic ian  per  visit. 

T r e a t m e n t  ac t ions  (within 6 m o n t h s  of enrol lment)  
Phys ic ian  clinical a s sessment*  1.02 1,01, 1.04 
Phys ic ian  s tudy  group  3.52 1.50, 8 .24 
Facul ty  phys ic ian  0.35 0,12, 0 .99 

Model X 2 18.5 wi th  3 d.f.; a rea  u n d e r  receiver opera t ing  charac te r i s t i c  curve 0.73; Hosmer -Lemeshow goodness-of-f i t  t es t  5.7 
wi th  8 d.f. (p > .20). Cand ida te  va r iab les  no t  r e t a ined  in  f inal  model:  pa t i en t  gender ,  race, HAM-D, SIP phys ica l  a n d  
psyehosocia l  scores;  phys ic i an  gender  a n d  a t t i tude  scale  score, phys ic i an  ra t ing  of a lcohol i sm a n d  d e m e n t i a  a n d  severi ty of 
depress ion ,  a n d  m e a n  n u m b e r  of pa t i en t s  s een  by  phys ic ian  per  visit. T r e a t m e n t  i n t en t i on  was  no t  a cand ida te  variable.  

*All three regression analyses limited to 111 cases representing the f lrs t  patient encounter per physician. See Methods section Jbr detailed 
explanation. 
tHAM-D indicates Hamilton Depression scale score; SIP, Sickness Impact Profile. 
*Likelihood of  depression rated from 0% to 100% by physician on questionnaire. 

s ie ians"  be l ie f s  r e g a r d i n g  t h e  e f f ec t iveness  of  t r e a t m e n t s  

c a n  h a v e  i m p o r t a n t  i n f l u e n c e s  o n  t h e i r  p r a c t i c e  pa t -  
terns.25. 27, 41 .45 ,  46 

T h i s  s t u d y  h a s  s eve r a l  l i m i t a t i o n s ,  F i rs t ,  we u s e d  a 

t w o - s t a g e d  a s s e s s m e n t  w i t h  t h e  CES-D a n d  HAM-D, 

r a t h e r  t h a n  s t r u c t u r e d  p s y c h i a t r i c  in t e rv iews ,  to iden t i fy  

p a t i e n t s  w i t h  s i g n i f i c a n t  s } ~ n p t o m s  of d e p r e s s i o n .  T h u s ,  

for  a n y  g iven  p a t i e n t ,  t r e a t m e n t  of  d e p r e s s i o n  m a y  n o t  

h a v e  b e e n  i n d i c a t e d .  Second ,  a l t h o u g h  we were  ab le  to di- 

r ec t ly  q u e r y  p h y s i c i a n s  c o n c e r n i n g  t h e i r  a s s e s s m e n t  of 

t h e  p a t i e n t ' s  d e p r e s s i o n ,  we  h a v e  on ly  i n d i r e c t  e v i d e n c e  of  

t h e  i n f l u e n c e  of  p a t i e n t ,  p h y s i c i a n ,  a n d  p r a c t i c e  e n v i r o n -  

m e n t  c h a r a c t e r i s t i c s  o n  t h e s e  a s s e s s m e n t s .  T h u s ,  c a u s e -  

a n d - e f f e c t  s t a t e m e n t s  r e g a r d i n g  v a r i a b l e s  i n  t h e  logis t ic  

r e g r e s s i o n s  a r e  n o t  a p p r o p r i a t e ,  Th i rd ,  t h e r e  a r e  m a n y  

p o t e n t i a l  b a r r i e r s  to t r e a t m e n t  n o t  m e a s u r e d  b y  t h i s  

s t u d y ;  i t  w o u l d  b e  he l p f u l  in  f u t u r e  s t u d i e s  to  a s k  p h y s i -  

c i a n s  m o r e  d i r ec t ly  a b o u t  h o w  t h e y  dec i ded  to t r e a t  or  n o t  

to  t r e a t  a g iven  p a t i e n t .  Of  cou r s e ,  t h e  m o r e  i n t e n s e  a n d  

over t  t h e  s c r u t i n y  of t h e  p h y s i c i a n s '  p r a c t i c e  p a t t e r n s ,  t h e  

m o r e  l ikely one  i s  to  affect  t h e i r  n a t u r a l  d e c i s i o n - I n a k i n g  

p r o c e s s .  

In  s u m m a r y ,  r e c o g n i t i o n  of  d e p r e s s i v e  s y m p t o m s  d id  

n o t  a p p e a r  to  b e  t h e  p r i m a r y  b a r r i e r  to  t r e a t m e n t  of la te -  

life d e p r e s s i o n  i n  t h i s  pt~actice. R e c o g n i t i o n  of  t h e s e  

s y m p t o m s ,  e v e n  w h e n  t h e  p h y s i c i a n  a s s e s s e d  a h i g h  l ike-  

l ihood  of  c l in ica l  d e p r e s s i o n ,  d id  n o t  a lways  t r igge r  t h e  

s u b s e q u e n t  s t a g e s  i n  t h e  d e c i s i o n - m a k i n g  p roces s .  Provi-  

s ion  of specif ic  t r e a t m e n t  r e c o m m e n d a t i o n s  o v e r c a m e  

b a r r i e r s  to  t r e a t m e n t  for s o m e  p h y s i c i a n s  a n d  p a t i e n t s ,  

b u t  f u r t h e r  r e s e a r c h  is n e e d e d  to d e t e r m i n e  h o w  b e s t  to  

fac i l i ta te  t h e  t r a n s i t i o n  f rom r e c o g n i t i o n  of  la te- l i fe  de-  

p r e s s i o n  to effective t r e a t m e n t ,  

The authors thank Carol Schueller. RN, for assistance in the 
medical  record audit. 

REFERENCES 

1. Moore JT, Siliemperi DR, Bobula JA. Recognition of depression by 
family medicine residents. J Faro Pract. t978;7:509-13. 

2. Seller RH, Blascovich J, Lenkel E. Influence of stereotypes in the 
diagnosis of depression by family practice residents. J Fam Pract. 
1981; 12:849-54. 

3. Zung WVv~, Magill M. Moore JT, George DT. Recognition and 
treatment of depression in a family medicine practice. J Clin Psy- 
chiatry. 1983:44:3-6. 

4. Kessler LG. Cleary PD, Burke JD Jr. Psychiatric disorders in pri- 
mary care: results of a follow-up study. Arch Gen Psychiatry. 
1985:42:583-7. 

5. Schulberg HC, Saul M, McClelland M, Ganguli M, Christy W, 
Frank R. Assessing depression in primary medical and psychiatric 
practices, Arch Gen Psychiatry. 1985;42:1164~70. 

6. Jones L. Badger L, Ficken R, Leeper JD, Anderson RL. Inside the 
hidden mental health delivery of primary care physicians. Gen 
Hosp Psychiatry. 1987;9:287-93. 



JGIM Volume 11, April 1996 225 

7. Marks J, Goldberg D, Hiller V. Determinants  of the ability of gen- 
eral practit ioners to detect psychiatric illness. Psyehol Med. 1979; 

9:337. 

8. Von Korff M, Shapiro S, Burke JD, et al. Anxiety and depression 

in a primary care clinic. Arch Gen Psychiatry. 1987;44:152~3. 

9. German PS, Shapiro S, Skinner EA, et al. Detection and manage- 

ment  of mental  heal th  problems of older pat ients  by primary care 
providers. JAMA. 1987;257(4}:489-93. 

10. Shapiro S, German PS, Skinner EA, et al. An experiment to 

change detection and management  of mental  morbidity in primary 

care. Med Care. 1987;25:327-39. 

11. Gerber PD, Barrett  J, Manheimer E, Whiting R, Smith R. Recogni- 

tion of depression by in temis t s  in primary care. J Gen In tem Med. 
1989:4:7-13. 

12. Waxman HM, Carner EA. Physician's recognition, diagnosis, and 

t reatment  of mental  disorders in elderly medical patients. Geron- 

tologist. 1984;24(6):593-97. 

13. Johns tone  A, Goldberg D. Psychiatric screening in general prac- 

tice: a controlled trial. Lancet. 1976; 1:605. 

14. Linn LS, Yager J. The effect of screening, sensitization, and feed- 

back on notation of depression. J Med Educ. 1980;55:942-9. 
15. Zung WWK, King RE. Identification and t reatment  of masked de- 

pression in a general medical practice. J Clin Psychiatry. 1983; 

44:365-8. 

16. Hoeper EW, Nycz GR, Kessler LG, et al. The usefulness of screen- 
ing for mental  illness. Lancet. 1984;2:33-5. 

17. Rucker L, Frye EB, Cygan RW. Feasibility and usefulness  of de- 

pression screening in medical outpatients.  Arch Intern Med. 1986: 

146:729-31. 
18. Rand EH, Badger LW, Coggins DR. Toward a resolution of contra- 

dictions. Utility of feedback from the GHQ. Gen Hosp Psych. 

1988; 10:189-96. 

19. Magrnder-Habib K, Zung WWK, Feussner  JR. Improving physi- 

cians'  recognition and t reatment  of depression in general medical 

care. Med Care. 1990;28:239-50. 

20. Brody DS, Lerman CE, WoIfson HG, Caputo GC. Improvement in 

physicians '  counseling of pat ients  with mental  heal th problems. 

Arch Intern Med. 1990:150:993-8. 

21. Katon W, Von Korff M, Lin E, et al. A randomized trial of psychiat- 

ric consultat ion with distressed high utilizers. Gen Hosp Psychia- 

try. 1992:14:86-98. 
22. Callahan CM, Hendrie HC, Dittus RS, Brater DC, Hui SL, Tierney 

WM. Improving t reatment  of late life depression in primary care: a 
randomized clinical trial. J Am Geriatr Soc. 1994:42:83946.  

23. Schulberg HC, McClelland M, Coulehan JL, Block M, Werner G. 

Psychiatric decision making in family practice: future research di- 

rections. Gen Hosp Psychiatry. 1986;8:1-6. 

24. Katon W, Kleinman A, Rosen G. Depression and somatization. Am 

J Med. 1982:72;127-35, 241-7. 

25. Rapp SR, Davis KM. Geriatric depression: physicians '  knowledge, 

perceptions, and diagnostic practices. Gerontologist. 1989;29(2): 

252-57. 

26. Callahan CM, Nienaber NA, Hendrie HC, Tierney WM. Depression 

of elderly outpatients:  primary care physicians '  a t t i tudes and 

practice patterns.  J Gen Intern Med. 1992;7:26-31. 

27. Williamson P, Beitman BD, Katon W. Beliefs tha t  foster physician 

avoidance of psychosocial aspects  of heal th  care. J Fam Pract. 

1981;13:999-1003. 
28. Ford CV, Sbordone RJ. Attitudes of psychiatr is ts  toward elderly. 

Am J Psychiatry. 1980;137:571-5. 
29. Goldberg DP, Steele J, Johnson  A, Smith C. Ability of primary care 

physicians to make accurate rat ings of psychiatric symptoms. 

Arch Gen Psychiatry. 1982:39:829-33. 
30. Steinberg H, Torero M, Saravay SM. An analysis  of physician re- 

s is tance to psychiatric consultations.  Arch Gen Psychiatry. 

1980;37:1007-12. 
31. Ouslander  JG. Physical illness and depression in the elderly. J Am 

Geriatr Soc. 1982;30:593-9. 
32. MeGreevey JF  Jr,  Franco K. Depression in the elderly: the role of 

the primary care physician in management.  J Gen Intern Med. 

1988;3:498-507. 
33. Orleans CT, George LK, Houpt JL, Brodie HKH. How primary care 

physicians treat psychiatric disorders: a national  survey of family 

practitioners. Am J Psychiatry. 1985; 142(1):52-7. 
34. Tierney WM, Miller ME. Hui SL, McDonald Cal. Practice random- 

ization and clinical research. The Indiana experience. Med Care. 

1991 ;29:JS57-64. 
35. Radloff LS. The CES-D scale: a self-report depression scale for re- 

search in the general population. Appl Psychol Meas. 1977:1:385- 

401. 
36. Pfeiffer E. A short  portable mental  s ta tus  questionnaire for the as- 

sessment  of organic brain deficit in elderly patients. J Am Geriatr 

Soc. 1975;23:433-41. 
37. Mayfield D, McLeod G, Hall P. The CAGE questionnaire: validation 

of a new alcoholism screening instrument .  Am J Psychiatry. 1974; 

131:1121-3. 
38. Hamilton M. A rating scale for depression. J Neurol Neursurg Psy- 

chiatry. 1960;23:56-62. 
39. Bergner M, Bobbit RA, Carter WB, Gilson BS. The s ickness  impact  

profile: development and final revision of a heal th s ta tus  measure.  

Med Care. 1981:19:787-805. 
40. McDonald CM. Tierney WM, Martin DK, Overhage JM. The Regen- 

strief Medical Record System: 20 years of experience in hospital 

outpat ient  clinics and neighborhood heal th centers. MD Comput 

1992;9:206-17. 
41. Daniels ML, Linn LS, Ward N, Leake B. A study of physician pref- 

erences in the management  of depression in the general medical 

setting. Gen Hosp Psychiatry. 1986;8:229-35. 
42. Roskin G, Marell SK. Differences in a t t i tudes toward pat ients  

among medical specialties. Int J Psychiatry Med. 1988; 18(3}:223- 

33. 
43. Coryell W. Shifts in at t i tudes among psychiatric residents: serial 

measures  over 10 years. Am J Psychiatry. 1987;144(7):913-7. 
44. Badger LW, Rand EH. Unlearning psychiatry: a cohort effect in the 

training environment. Int J Psychiatry Med. 1988; 18(2): 123-35. 

45. Weinberger M, Cohen SJ, Mazzuca SA. The role of physicians '  

knowledge and at t i tudes in effective diabetes management .  Soc 

Sci Med. 1984;9:965-9. 
46. Dietrich AJ, Goldberg H. Preventive content of adul t  primary care. 

Do generalists and subspecial is ts  differ?. Am J Public Health. 

1984;74:223-7. 


