
type provided by Nuovo before we embark on 
costly national programs that provide uncertain 
benefit. 

Jack Froom, M.D. 
Stony Brook, NY 
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Depression: Are We Too 
Busy To Listen? 

If congestive heart failure symptoms and signs 
were as frequently and poorly recognized as de­
pression, the multiple peer-review processes and 
reviewers would be in a dither. Depression is a 
very common problem 1; it ranks in the top 10 
diagnoses in primary care,2.3 and the criteria 
needed to diagnose a mood disorder are well es­
tabiished.4 The central issue posed by the study 
of Coyne, et al.5 in this issue of the Journa4 
however, is that family physicians still have 
problems recognizing depression. What, then, 
needs to occur in the patient-physician encoun­
ter to allow good diagnostic sensitivity and 
specificity so an appropriate diagnosis can be 
made and an efficacious treatment can then be 

From Ft. Lauderdale, FL. Address reprint requests to A. Dale 
Gulledge, M.D., Cleveland Clinic Florida, 3000 West Cypress 
Creek Road, Ft. Lauderdale, FL 33309. 

Editorials 271 

 on 18 M
ay 2026 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.4.4.271 on 1 July 1991. D

ow
nloaded from

 

http://www.jabfm.org/


planned and provided? These questions are not 
necessarily moot, because depression can cause 
significant morbidity and death.6•7 The average 
family physician sees at least 6 suicidal patients 
each year, 1 in 100 threatens suicide, and 1 in 
10 thinks about suicide.8 Moreover, most suici­
dal persons seek help from a nonpsychiatric phy­
sician,8 and as many as 10 percent of these pa­
tients (prior to a suicidal act) will see their 
physician less than 1 week before their death.8 

These figures emphasize that a mood problem, 
if not recognized, can be lethal.1 

Using questionnaires and delegating others to 
gather data are common practices in many busy 
physician offices. Physician extenders are heavily 
utilized to save physician time and promote a 
cost-effective practice. Perhaps we should ask 
ourselves whether we can delegate others 
to gather the information needed to make a 
diagnosis of depression? Certainly, question­
naires are unable to respond to a patient's verbal 
or nonverbal cues. If one recalls that as 
much as 70 percent of meaningful communica­
tion is nonverbal, then many opportunities will 
be missed when using even the best question­
naires to gather essential criteria for diagnosing 
depression. 

Do we as physicians have the education and 
experience necessary to gather critical data? If 
our medical school interviewing courses taught 
proper techniques and our residencies provided 
good behavioral science, knowledge, and experi­
ences, what then are the barriers that prevent us 
from using our acquired skills in practice? 

When interviewing depressed patients, physi­
cians frequently must provide the structure and 
the time to help their patients communicate. 
The very nature of depression makes persons 
pessimistic about diagnosis and treatment, and 
they often are somewhat passive, uncomfortable, 
or reluctant to reveal depressive feelings or 
thoughts. Moreover, seriously depressed patients 
often do not come to the physician alone but 
are brought by concerned spouses or family 
members. A lack of initiative, energy, and mo­
tivation is often accompanied by intense feelings 
of helplessness and unworthiness. Frequently, 
the persons with the patient will speak to the 
physician as though the patient was not even 
present, or the patients are so incapacitated that 
they cannot communicate. Thus, when the wait-
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ing room is full, we are suddenly asked to take 
more time, shift our interactive style, and make 
a deliberate effort to change how we approach 
depressed patients. It then becomes critical to 
look at motor movements, facial expressions, 
grooming, posture, and quality of speech, in ad­
dition to focusing on the words of the patients. 
The secret of getting the essential information 
to make the diagnosis is to focus not only on 
what is said by the patient, but how it is said, 
when it is said, and what is linked to the major 
nonverbal cues.9 

Lacking spontaneity or being overly anxious 
when depressed can prevent patients from ex­
pressing thoughts clearly. If patients are slow to 
reply or if the replies are brief and repetitious, 
it will be hard for busy physicians to take the 
time to listen. Nevertheless, time for listening 
becomes critical if we are to allow depressed pa­
tients to relate their histories. Withdrawn per­
sons may not be able to engage emotionally with 
their interviewing physician, and their replies 
are often in monotone and monosyllabic. Shar­
ing silence is not a comfortable process and can 
be experienced as nonproductive by busy prac­
titioners. On the other hand, insufficient listen­
ing can be misinterpreted by depressed patients 
as lack of interest or dissatisfaction and may 
cause patients to wonder whether they are worth 
the physician's time. In fact, this interaction with 
the physician may be the patient's last attempt 
to seek help before attempting suicide. 

It is not uncommon to focus on physical 
symptoms during the interview because patients 
think the physician is more interested in these 
symptoms; hence, both are more comfortable 
discussing them. Weight loss, sleep, anorexia, 
nausea, headaches, bowel functioning, and so on, 
are perhaps a more comfortable way to start an 
interview, but it is important not to be side­
tracked permanently by focusing only on the 
physical symptoms. 

Evelyn Mayerson, in her book Putting the 10 
at Ease,1O succinctly outlines and effectively re­
views information gathering, information giving, 
facilitation, critical observation, communication, 
and its meaning to the physician. As W.B. Buck­
ingham so aptly summarized in the book's fore­
word, 11 "The results achieyed by a physician in 
terms of success in both diagnosis and treatment 
are directly dependent upon his [sic] ability to 
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communicate with his patients, perceive their 
problems, and deliver his message."P ix He goes 
on to point out that "scientific knowledge, per­
sonality of the practitioner, and communication" 
are all important, but that "the greatest of these 
is communication," which is essentially a "two­
way street" between the patient and physician. 
As he notes, 

Nonverbal communication often is more significant 
than its verbal counterpart. . . . Medical practice dic­
tates that the physician "gets the message." The 
patient's difficulties in expressing his problems do not 
justify the physician's failure to perceive the problems. 
A diagnosis is impossible unless the patient's proble~ 
is communicated in some manner to the physician.p IX 

There are hereditary characteristics of depres­
sion,12 as well as several biological markers, 13 

that can be used to identify depression, such 
as, dexamethasone suppression test abnor­
malities, platelet monoamine oxidase disturb­
ance, cerebral fluid monoamine metabolite ab­
normalities, cholinergic rapid eye movement 
induction changes, circadian rhythm disturb­
ances, thyroid dysfunction, and a host of recep­
tor abnormalities. Nevertheless, most of us still 
identify depression in a patient by the clinical 
interview. 

The difficulty of identifying depression is fur­
ther compounded in medical or surgical pa­
tients, because depressive symptoms can be 
confused with medical or surgical problems. The 
challenge is then to determine whether 
the symptoms are due to the depression or to 
the illness. Cassem,14 in his excellent review, 
has noted that the depressive symptoms of the 
medical patient might be accompanied by feel­
ings of worthlessness, self-reproach, excessive 
guilt, decreased ability to think, heightened am­
bivalence, impaired concentration, and recurrent 
thoughts of death or suicide. He emphasizes it 
still is difficult for physicians, and perhaps the 
lay public, to appreciate how devastating and 
painful it is for a person to be depressed in ad­
dition to having a medical problem. This burden 
is a terrible imposition on a patient whose de­
pression should be recognized and treated. Such 
minimization of the effects of depression may 
be another barrier to physician recognition of 
depression. 

As physicians, we still tend to look for a medi­
cal problem to explain the constellation of symp­
toms or signs, and frequently depression is con­
sidered only after many tests and by exclusion. 
Recognizing depression today remains a prob­
lem for many of us. It is best to remember that 
some clinical activities cannot be delegated to 
others and some questionnaires may not gather 
the necessary diagnostic information. We still 
need to take the time to use our professional 
and personal skills to listen carefully and to ob­
serve our patients so we can diagnose depres­
sion, treat it, and relieve our patients of this 
painful condition. 

A Dale Gulledge, M.D. 
Ft. Lauderdale, FL 
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