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Abslrtlct: Major depressive disorder Is the most common diagnosis encountered in family practice, yet family 
physicians are relatively unlikely to make the diagnosis. 'ibis study compared physician ratio. of depression 
with scores from the Center for Epidemiological Studies-Depression (CES-D) questionnaire and with 
telephone interview diagnoses of depression using the 3rd revised edition of the DIiIposIie tIIIIl SltIII&tktIl 
ManfUll of MenItIl DIsorders (DSM-HI-R) criteria for major depressive disorder in a popu1ation of 266 
patients in community-based family practices. Additional assessments were made of health status, stress, 
social support, prescribed psychotropic medicalion, and counseling. The prevalence of positive 
questionnaire scores in this population was 22.6 percent, and the prevalence of major depressive disorder 
(based on telephone interview) was 8 percent. Physician ratio. of depression were relatively inac:curate 
when compared with either CES-D scores or telephone interview diagnoses. Optimum specificity (80 percent) 
and sensitivity (SO percent) with telephone interview diagnoses were achieved when physicians rated the 
patient as having any depression versus having no depression. Physician ratio. of depression were 
correlated with their assessment of patient stress, social support, and physical health but not with more 
objective measures of these variables. 

When compared with telephone interview diagnosis, the sensitivity and spedftdty of the CES-D scores were 
relatively poor, suggesting that the CES-D Is not useful as a screening tool for unselec:ted popu1ations. Finally, 
we found that family physicians base their assessments of depression more on distress than on depressive 
symptoms. Certain physician myths, barriers, and biases may exist that preclude the eft'ective diagnosis of 
depression. (J Am Board Fam Prad 1991; 4:207-15.) 

Epidemiological studies suggest that major de
pression surpasses hypertension as the most fre
quent illness encountered in family practice. l It 
can be debilitating, and even in the absence of the 
full syndrome, depressive symptoms are associ
ated more with functional impairment than ar
thritis, hypertension, or diabetes.2 

Despite these findings, clinically significant de
pressive symptoms of most family practice pa
tients go undetected and do not receive treat
ment.3,4 When compared with patient self-report 
of depressive symptoms on questionnaires, detec
tion by family physicians is particularly low.5-7 If 
the discordance between physician ratings and 
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screening questionnaires does indeed represent a 
pool of patients with undiagnosed depression, 
then the burden of suffering is large, particularly 
for those patients feeling helpless and hopeless, 
who experience impairment in work and social 
life, and for whom the associated somatic symp
toms cause unnecessary medical evaluations and 
treatment. 

Few family practice patients with significant 
depressive symptoms identify depression as the 
reason for their visit or complain directly of de
pression.5,8,9 Physicians must therefore either in
quire routinely about depressive symptoms or 
rely on other information to signal that such an 
inquiry is warranted. Suggestions that physicians 
might improve their detection of depression by 
administering self-report screening question
naires to their patients have met with consider
able controversy. 10, 11 Whereas the sensitivity of 
self-report questionnaires is high, their specificity 
is low to moderate, and their positive predictive 
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value is low. ll Further, much of the depression 
that these instruments detect is so minor, situa
tional, or transient that antidepressant medication 
would not be indicated.12 Thus, discordance be
tween physician judgments and these instruments 
might in part reflect the physician appropriately 
ignoring symptoms for which major phannaco
logical or psychotherapeutic action would be in
appropriate. 

In an effort to shed light on this issue, we 
developed a study to determine the prevalence of 
depressive symptoms in a community-based fam
ily practice population using a standardized 
screening instrument. Patient scores were com
pared with physician ratings and, for selected pa
tients, with the results of a diagnostic interview. 
Patients selected on the basis of elevated depres
sion scores were given a structured telephone 
interview that contained questions derived from 
the Diagnostic and Statistical Manual of Mental Dis
orders (DSM-lli-R) criteria for major depres
sion.13 Telephone administration of a diagnostic 
interview has produced results comparable to 
those obtained face to face. 14,15 The telephone 
interview also included previously validated sets 
of questions about stress, social support, physical 
health problems, and mental health care utiliza
tion to allow us to explore sources of discrepan
cies among the findings of the self-report ques
tionnaire, the physician ratings, and the 
telephone assessment of depression. 

Methods 
Figure 1 summarizes the design of the study. The 
study sample of patients was obtained through the 
cooperation of an informal research network of 
private family physicians practicing in southeast
ern Michigan. The 6 participating physicians 
were young, residency-trained, board-certified, 

266 patients assessed with CES·D and physician ratings 

I 
61 patients (23%) with positive CES·D score (;;'16) 

I 
49 patients interviewed (80% participation) 

j 

21 patients with major 
depression (43%) 

I 
I 

28 patients 
distressed (57%) 

Figure 1. The asses8JI1eOt of depressed patients by 
family pbysldans, study design. 
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and practicing in rural and suburban areas. A 
research assistant was stationed in their reception 
rooms for 4-hour periods during which consecu
tive patients were approached and asked to par
ticipate in the study. Patients were told that the 
investigators were interested in studying the dis
cussions patients have with their physicians and 
that involvement in the study might possibly in
clude a subsequent telephone interview. The 
written description of the study given to patients 
described some of the telephone interview with
out mentioning depression. The study design and 
recruitment procedure were reviewed and ap
proved by the institutional human subjects com
mittee. Consent for the screening was obtained 
from 266 patients, more than 85 percent of the 
patients approached. The demographic charac
teristics and stated reasons for visit are summa
rized in Table 1. Because most patients were being 
seen for acute care, the physicians' task of detect
ing depression tended to occur in a brief encoun
ter structured around the articulation and diagno
ses of other problems. 

In the reception rooms, the patients completed 
the Center for Epidemiological Studies-Depres
sion questionnaire (CES-D),16 as well as a set of 
demographic questions and 5-point self-rating 
scales for depression, stress, and social support. 
Checklists were attached to the charts of consent
ing patients, and immediately after the office visit, 
the physicians rated the patients for depression on 
a 5-point Likert-like scale ranging from 1 (no 
depression) to 5 (severe depression). Physicians 
also rated the patients' physical health, stress 
level, and adequacy of social support, and they 
indicated the patients' reasons for the visit and 
whether they were receiving either psychophar
macologic treatment or counseling. 

Patients scoring more than 15 on the CES-D 
were called for a telephone interview within 10 
days. This interview was conducted by a 3rd-year 
medical student familiar with DSM-lli-R criteria 
for depression. Of the 61 patients who scored 
more than 15 (23 percent), 49 (80 percent) agreed 
to participate in the interview. In addition to de
pression, the telephone interview also included 
previously validated measures of stressful life 
events,17 social support,9,18 physical health,19 and 
mental health care utilization.20 The assessment 
of depression was not as detailed as the semi
structured interview schedules used in psychiatric 
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research,21,22 which can take 2 to 3 hours to ad
minister and score. Instead, questions were de
signed to replicate the DSM-III-R criteria of du
ration of mood disturbance and the presence of 
psychological and vegetative symptoms about 
which a physician might inquire when depression 
is suspected. There were also questions concern
ing prescriptions for antidepressants. 

M..",. 
Depressive Symptoms 
The 20-item instrument that was used for screen
ing, the CES-D, 16 is internally consistent and well 
validated. Using a cutoff of 16 or greater, Hough, 
et al. 23 found sensitivity to be 0.769 and specificity 
to be 0.528 for major depressive disorder. With 
the same score cutoff, Schulberg, et al.24 found 
that sensitivity of the CES-D was 0.963 and speci
ficity was 0.386 for depressive disorders in pri
mary medical care patients. In that study, 26 per
cent of the primary medical care patients scoring 
more than 15 and only 1 percent of those scoring 
15 or lower were considered depressed when 
given a semistructured interview. We decided 
therefore that for the present study only those 
patients with scores more than 15 on the CES-D 
would be interviewed. 

Depressive Disorder 
The assessment of major depression during the 
telephone interview began with a series of ques
tions inquiring whether in the past 6 months 
patients had experienced a period of 2 weeks or 
more in which they were sad, blue, moody, or 
down every day. For those answering "yes," there 
were additional questions concerning insomnia, 
fatigue, appetite, weight loss or gain, pessimism, 
and suicidal thoughts. Patients were considered to 
be depressed if they gave an affirmative answer to 
the question about duration of depressed mood 
and indicated the presence of at least four other 
symptoms consistent with DSM-III-R criteria. 
Because our diagnostic procedure failed to ex
clude those patients for whom depression is pre
cipitated by organic factors, such as hypothyroid
ism, there could be a slight overdiagnosis of 
depression. 

Life Events 
For a measure of life events, we used the 53 
undesirable life event items of the PERI Life 

'DIllIe 1. CIIInderiIdat of s-pIe Scremed ia,....,. ..,..... 
Re&:eptiClll Rooms (B • ~(6). 

Characteristics No.(%) 

Age (years) 

Mean 37.8 
Range 18-76 

Employment 

Employed 206 (77) 
Unemployed 60 (23) 

Sex 
Men 94(35) 
Women 172 (65) 

Marital status 

Single 52 (20) 
Married 181 (68) 
Other 33 (13) 

Reason for visit 

Acute medical care 130 (49) 

Medical follow-up 56 (21) 
General physical examination 45 (17) 

Gynecologic care 11 (4) 

Other 24(9) 

Events ScaleY The original PERI instrument 
consists of 102 life events that were generated 
from inductive interviews in an urban New York 
sample. Forty-nine of the items refer to desirable 
life changes, however, and only undesirable 
changes have been consistently related to 
depression. 

Social Support 
The measure of social support was drawn from 
questions previously validated in community 
surveys conducted by the Institute for Social 
Research,18 as well as a recent study of de
pressive symptoms in family practice patients.9 

Questions refer to whether spouse, kin, and 
friends express an interest in and care about the 
respondents. 

Health Status 
The Health Status Questionnaire is a self-re
ported measure of specific somatic complaints 
and chronic conditions that we adopted with 
minimal modification from the questionnaire 
validated in past epidemiological studies.19,25,26 
The questionnaire has satisfactory test-retest 
reliability and correlation with medical records,27 
as well as a high correlation between patient 
reports and physician ratings using the 
same items.28 
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In the present study, each respondent received 
three scores based on information obtained from 
the questionnaire. The first score was the total 
number of somatic symptoms reported. Symp
toms included chest pain, back trouble, head
aches, and recurrent abdominal pain. The second 
score was based on the number of chronic health 
problems reported, and the third was based on the 
number of such health-related impairments as 
hearing loss and limited mobility. 

Mental Health Care Utilization 
The measure of mental health care utilization was 
adapted from the Epidemiologic Catchment Area 
study.20 It inquires about seeking help for "prob
lems with stress, emotions, nerves, drugs, alcohol 
or your mental health" from both lay and profes
sional sources. 

Results 
As noted above, 61 (23 percent) of the 266 pa
tients who were screened scored in the depressed 
range on the CES-D. This figure falls in the 
middle range of what has been reported in other 
studies using screening instruments (12 to 56 per
cent).29 CES-D scores were not related to reason 
for visit, age, or sex. As found in a previous study,9 
our total sample had more women than men, but 
approximately equal proportions of women and 
men had elevated depressive symptom scores. 
Thus, the additional women with depressive 
symptoms were captured at consultation rather 
than within the reception room sample. Within 
this sample of high scorers, the formerly married 
were more represented among patients with high 
depression scores than were the single and cur
rendy married (X2 = 8.05, P < 0.005). Similarly, 
the unemployed were more represented than the 

employed (x2 = 6.15, P < 0.05). With a sample of 
266, even small associations among continuous 
variables proved statistically significant, and so we 
limited our consideration of Pearson correlations 
to those of at least 0.32 (i.e., explaining 10 percent 
of the variance). CES-D scores were related to 
patient self-ratings of depression (r = 0.61), stress 
(r = 0.39), and physical health (r = 0.35), but not 
support. 

There was only a moderate relation between 
physician ratings of depression and CES-D scores 
(r = 0.39, P < 0.001); thus, physician ratings of 
patient depression accounted for only 16 percent 
of the variance in screening questionnaire scores. 
Physician ratings of patient depression were re
lated to physician ratings of patient health (r = 
0.51, P < 0.(01) and stress (r = 0.59, P < 0.001). 
Physician ratings were also related to patient self
ratings of depression (r = 0.39, P < 0.(01). 

Physicians reported that 8 (3 percent) of the 
266 patients were prescribed antidepressants, 5 (2 
percent) were prescribed anxiolytics, and 7 (3 per
cent) received counseling. The relation between 
physician ratings of depression and these thera
peutic actions was modest (r = 0.29, P < 0.001 for 
prescribing antidepressants; r = 0.24, P < 0.001 
for prescribing anxiolytics; and r = 0.32, P < 0.001 
for counseling). The mean CES-D score for pa
tients taking antidepressants was 22 versus 10.7 
for patients who were not taking antidepressants 
(t = 2.78, P < 0.01). The three interventions 
tended to be mutually exclusive; none of the pa
tients taking antidepressants received anxiolytics, 
and only 1 received counseling. 

To calculate the physicians' sensitivity and 
specificity of diagnosis, we dichotomized their 
ratings of patient depression by choosing a cutoff 
for a rating of nondepressed versus depressed. We 

'nIbIe 2. SeaIitivIty ad SpecI8dty 01. PhJlldaD RatIJIp of Depraeloll c:c.p.red wi1h CD-D Score ad Telephooe Interview 01 ... 11, 5-PolDt 
Selle Usiq VarIous CUt Pol ..... 

Physician Rating of 
Telephone Interview Diagnoses of Depression Depression on 5-

point Likert-Type Elevated CES-D Score ( ... 16) (CES-D ... 16) Subsample 

Scale (n .. 266) (n.49) 

Sensitivity Specificity Sensitivity Specificity 

2 0.72 0.31 0.80 0.50 

3 0.36 0.37 0.47 0.59 

4 0.20 0.57 0.28 0.60 

5 0.08 0.83 0.19 1.00 
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then compared these results with results obtained 
with the customary cutoff score for depression on 
the CES-D of 16 or greater. The results of using 
various cutoff scores are summarized in Table 2. 
The best physician performance occurred with a 
cutoff of 2 on the 5-point scale, i.e., when the 
physician rated the patient as having any signs of 
depression or none at all. Sensitivity dropped sub
stantially when the cutoff was increased to a score 
of 3 or greater on the 5-point scale. 

The next set of results is based on the tele
phone interviews of 49 of the 60 patients who 
were considered to be depressed because their 
CES-D scores were greater than 15. Of these 
patients, 21 (43 percent) had major depression 
diagnosed on the basis of the interview. Depend
ing on how the 11 patients with high CES-D 
scores who could not be interviewed were as
signed, the prevalence of a major depressive syn
drome was between 8 percent and 9.6 percent. 
These rates fell within the 8 to 10 percent ob
tained in primary care studies that used elaborate 
structured interviews and standardized criteria.29 

When compared with distressed patients who 
had elevations in depressive symptoms, but 
did not have depression diagnosed, depressed 
patients had more depressive symptoms on 
the CES-D (t = 2.22, P < 0.05), twice as many 
recent life events (t = 2.06, P < 0.05), more physi
cal health complaints (t = 2.09, P < 0.05), fewer 
people to whom they could turn for help (t = 3.24, 
P < 0.01), and less support from friends (t = 2.03, 
P< 0.05). 

There were no differences in number of 
chronic physical problems or health impairments. 
Depressed patients did not rate themselves differ
ently than did those who were distressed, but not 
depressed, in terms of the 5 -point stress, social 
support, or health rating scales administered in 
the reception room screening. Overall, these re
sults suggest that patients who had depression 
diagnosed reported more depressive symptoms 
on the self-report screening instrument and were 
distinguished from those who were just distressed 
by more detailed and objective measures of life 
stress and physical health complaints than by 
global subjective rating scales. 

Patients who met the criteria for depression 
were much more likely to have talked to their 
family physicians about stress or mental health 
problems, (X2 ", 14.25, P < 0.001) than patients 

who were distressed but not depressed. Of the 20 
patients who had discussed such problems with 
their physician, 15 were depressed. Ten patients 
reported discussing problems with a mental 
health professional or social worker; 8 had also 
discussed such problems with their physicians, 
and 7 were depressed. 

With regard to patient reports of psychotropic 
medication prescriptions, 11 said that they had 
received a prescription in the past 6 months be
cause of problems with stress, emotions, nerves, 
drugs, alcohol, or mental health. Ten of these 
patients indicated that they were taking the medi
cation as directed, and 9 reported that they had 
received the prescription from the family physi
cian in whose reception room they had been first 
screened for the study. Of the 2 patients taking 
antidepressants not prescribed by their family 
physician, 1 had received the prescription during 
a psychiatric hospitalization, and the other had 
gone for evaluation to another physician recom
mended by a psychotherapist. Thus, family phy
sicians playa key role in prescribing psychotropic 
medication, particularly antidepressants. Four of 
the 8 patients who reported taking antidepres
sants were not depressed in the telephone 
interview. 

Overall, of the 21 patients who were depressed, 
15 were not taking any psychotropic medication 
or receiving counseling from their family physi
cians. Taking into account intervention by the 
family physician, medication prescribed by other 
physicians, and counseling or psychotherapy from 
any source, 11 of the depressed patients did not 
receive intervention for their condition. 

A statistically significant correlation occurred 
between the 5-point physician rating and tele
phone interview diagnosis of depression in this 
subsample of 49 distressed patients, but it was 
clinically unimpressive (r = 0.29, P < 0.05). Like
wise, there was a modest relation between phy
sician rating of depression and whether the pa
tient had experienced a 2 -week period of 
depressed mood (r = 0.29, P < 0.05), as well as 
one between physician rating and the total num
ber of criterion symptoms (r = 0.36, P < 0.01). 
Physician ratings of depression were correlated 
0.63 with patients' reports of receiving a prescrip
tion for psychotropic medication. This high cor
relation is not surprising because these family 
physicians were the primary source of such pre-
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scriptions. Physician ratings of patient depression 
were not related to the patients' evaluations of the 
quality of care they received, but they were posi
tively related to patients' evaluations of the qual
ity of the physician-patient relationship (r = 0.26, 
P< 0.05). 

In the two right-hand columns of Table 2, the 
sensitivity and specificity of physician ratings of 
depression are compared with depression diagno
sis from the telephone interview. Again, the best 
physician performance occurred with a cutoff of 
2 (any depression versus no depression), yielding 
a sensitivity of 0.80 and a specificity of 0.50. The 
association between physician ratings and diagno
sis was not statistically significant. We attempted 
to identify any systematic differences between 
physician-identified false-positive patients-pa
tients who were identified as depressed by their 
family physicians but who were not found to be 
depressed in the telephone interview-and those 
for whom there was concordance, but these analy
ses failed to yield any significant results. 

In the analyses presented thus far, the physi
cians were evaluated on the basis of their ability 
to distinguish patients who were depressed from 
those who had considerable distress but were not 
depressed. It is reasonable to suppose that it is 
more difficult to make such a distinction than it is 
to detect depression in an unselected sample of 
patients, so we tested this possibility. Recalling 
that Schulberg, et al,24 reported only 1 percent of 
the patients who had CES-D scores lower than 16 
were found to be depressed in interviews, we 
recalculated the relations between physician 
ratings and diagnosis by assuming that the 
205 patients with low CES-D scores would 
not have been found to be depressed if they 
had been interviewed. Unfortunately, these re
sults did not present in a better light the 
physicians' ability to detect depression. The cor
relation between physician ratings and diagnosis 
remained modest, although statistically signifi
cant(r = 0.27,P < 0.001). Using a physician rating 
cutoff of 2 on the 5-point scale, the physician 
sensitivity was 0.80, but specificity was 0.12; for a 
cutoff of 3 on the 5-point scale, the sensitivity was 
0.47, but the specificity was 0.17. Thus, when we 
make the empirical assumption that patients with 
low CES-D scores are not depressed, we find that 
the physicians perceived much more depression 
in their patients than was justified. 
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Discussion 
Our results are relevant to evaluations of both the 
CES-D as a routine screening instrument in fam
ily practice and the detection of depression by 
family physicians. It appears that our sample was 
similar to other study samples in terms of the 
prevalence of elevated CES-D scores and of di
agnosable depression as identified by our two
step assessment by reception room screening and 
telephone interview. Overall, the CES-D iden
tified more than one-fifth of the reception room 
sample as distressed on the basis of the usual 
cutoff score of 15, but only 43 percent of these 
patients were considered to be depressed in 
the telephone interview. Our prevalence figure 
for diagnosis of depression based on an interview 
fell within the usual range of 8 to 10 percent 
reported by other investigators. Given this preva
lence rate and a false-positive rate for the CES-D 
of 0.57, the screening instrument does not appear 
to be an efficient way of identifying depressed 
patients. 

Otlter authors have suggested using a higher 
cutoff for the CES-D. Yet following the sugges
tion of Husaini, et al. 30 that a cutoff of 17 be used, 
we would lose 3 (14 percent) of the depressed 
patients. Using Husaini and colleagues' alterna
tive suggestion of a cutoff of 23, we would lose 7 
(33 percent) of the patients found to be depressed 
in the interview. Using the Schulberg, et al,24 
suggestion of a cutoff of 27, we would lose 11 (52 
percent). Thus, efforts to improve the specificity 
of the CES-D cause a considerable loss of sensi
tivity. We cannot recommend the CES-D for use 
in routine screening of patients for whom there is 
no other reason for suspecting depression. With 
the suggestion of such a low positive predictive 
value for the CES-D, we instead recommend sim
ple inquiry based on the formal criteria for major 
depression, i.e., duration of mood disturbance 
and accompanying psychological and somatic 
symptoms. 

The loss of sensitivity that occurred when we 
raised the cut point on the CES-D reflects the 
prevalence a relatively mild depression among 
family practice patients, as well as conceptual dif
ferences between the CES-D and the diagnosis of 
depression.29 Examining the actual items on the 
CES-D, one can see that a person who was feeling 
unhappy and lonely because of a recent rejection 
by a close friend could have a high score while 
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failing to have any of the criterion symptoms for 
major depressive disorder. 

Our results contribute to the still limited liter
ature concerning the differences between persons 
who have a diagnosable depression and those who 
have elevated scores on a self-report depression 
inventory but who are not depressed.31 Aside 
from having a 2-week duration of mood distur
bance and criterion symptoms, depressed patients 
in this study had psychosocial disadvantages, no
tably twice as many stressful life events and low 
social support, as well as more physical health 
complaints. Depressed patients also tended to 
have higher CES-D scores, but if we had raised 
the cutoff score, we would have substantially di
minished the sensitivity. 

No matter how we dichotomized the 5-point 
physician rating scale for patient depression, we 
were unable to find a cutoff point at which physi
cians displayed a good balance of sensitivity and 
specificity. Physicians perfonned somewhat bet
ter against the results of our telephone interview 
of patients with high CES-D scores than against 
the CES-D itself, but there was only a modest 
relation between physician ratings and CES-D 
scores, diagnosis based on the telephone inter
view, whether the patient reported the 2 weeks of 
mood disturbance required for a diagnosis of de
pression, or the total number of criterion symp
toms reported by the patients. 

Physician ratings were influenced as much by 
their sense of the patients' subjective stress and 
distress as they were by criterion symptoms of 
depression. Patients who discussed stress and 
mental health problems tended to be depressed, 
but physicians apparently missed syndromic de
pression syndrome even in a sizable proportion of 
these patients. We can suggest only limited rea
sons for the physicians' relatively poor perfonn
ance. Despite a reliance on well-validated meas
ures, our assessment of psychosocial and health 
variables in our telephone interview sheds little 
light on the problem. We recommend that future 
researchers concentrate on the actual patient
physician encounter, on the concept of depression 
held by physicians, and on myths and barriers 
preventing physicians from making accurate 
mental disorder diagnoses,32 We suspect that the 
physicians' concept of depression diverges from 
the DSM-JJJ-R diagnostic criteria and that the 
physicians weigh subjective distress too heavily 

and pay too little attention to formal symptoms. 
Whether this divergence reflects a lack of knowl
edge or a rejection of the DSM-JII-R criteria 
should be studied. 

There are frequent claims in the literature that 
family physicians have low sensitivity to depres
sion in their patients and therefore miss much of 
the depression that is presented to them. The 
findings of our study support this claim, but we 
are also concerned that family physicians 
demonstrate low specificity in their assessment of 
depression. If so, psychiatrists could also share 
this problem. A recent study found that psychiat
ric clinicians made 1.64 times the number of di
agnoses of depression than that obtained with a 
structured interview. 29 

Conclusion 
In our study of 266 patients in community-based 
family practices, the patients showed a substantial 
prevalence of distress and depressive disorder, 
with physicians basing relatively inaccurate diag
noses of depression more on the fonner than the 
latter. A majority of patients likely to be suffering 
from major depression were receiving no treat
ment whatsoever, but those who did received it 
from their family physician. Significant physician 
myths, barriers, and covert biases could exist that 
preclude otherwise humanistic physicians from 
dealing effectively with an important primary care 
psychiatric problem. Such biases can be eluci
dated only with research that uses the physician 
and the physician-patient relationship as the units 
of study. 

Our findings have a number of implications for 
practicing family physicians. Major changes are 
needed in the way family physicians are trained to 
diagnose depression. More emphasis should be 
placed on fonnal, criterion-based techniques and 
on the clarification of the difference between dis
tress and depression as a diagnosis. Depressed 
patients are unlikely to specify depression as their 
presenting problem, and the routine use of 
screening questionnaires is a relatively inefficient 
means of detection. Such questionnaires could 
have some utility when patients provide an am
biguous presentation and there is some reason to 
suspect depression, yet the high prevalence of 
depression suggests that family physicians should 
look for signs of distress and depressive disorders 
in all patients. Family physicians should become 
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more familiar with the formal criteria for depres
sion to improve their specificity, as well as their 
sensitivity, to depressive disorder in their patients. 
Perhaps the most straightforward approach for a 
family physician to improve performance in de
tecting depression is a readiness to inquire about 
depressive symptoms in a semistructured fashion, 
starting with whether a patient is experiencing the 
mood and energy disturbances that are requisite 
for a diagnosis. 

This study suggests that family physicians are 
attentive to distress in their patients, but perhaps 
as a distraction from making a criterion-based 
diagnosis. The physician and patient may actually 
enter into a conspiracy in which psychosocial is
sues are addressed, but not as a legitimate basis for 
diagnosis, and a biomedical bias determines the 
health-care-seeking behavior of patients and the 
decision making of physicians. 
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NOTICE 
Certificate of Added Qualifications In Geriatric Medicine 

Examlnat/on April 10, 1992 

The next examination for the American Board of Family Practice Certificate 
of Added Qualifications In Geriatric Medicine will be administered on April 
10, 1992. Application materials for this exam will be available July 1, 1991. 
ABFP Diplomates interested in participating in the exam should request appli
cation materials by writing to: 

GerIatrIc MedicIne Examination 
AmerIcan Board of Family Practice 

2228 Young Drive 
Lexington, Kentucky 40505-4294 
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