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ently examined the abstracts retrieved
from the literature search, and excluded
articles that did not match a predefined
search strategy. Two other investigators
(HLC, MMW) identified potential articles
through bibliographic review. In the
extracted set articles, we examined cited
barriers to diagnosis and effective 
management. 
Results We found 24 articles that 
fulfilled our criteria. These studies 
indicate that African Americans face a
number of barriers in the recognition
and treatment of major depression
including clinical presentation with 
somatization, stigma about diagnosis,
competing clinical demands of comorbid
general medical problems, problems
with the physician-patient relationship,
and lack of comprehensive primary care
services.
Conclusions   Research indicates that
African Americans who have depression
may be frequently under diagnosed and
inadequately managed in primary care
as a result of patient, physician, and
treatment-setting factors. Our systematic
review can assist family physicians in
understanding how to overcome such
barriers to the diagnosis and treatment
of depressive disorders in African
American patients. 

Practice recommendations
n  When evaluating African Americans

for depression, look for somatic and
neurovegetative symptoms rather than
mood or cognitive symptoms (C).

n  Education can help patients 
better tolerate drug regimens and
improve chances for treatment 
success (C).

n  Practice improvement efforts can
improve health outcomes in depressed
African Americans (B).

Abstract
Objective Recent studies in primary
care settings indicate that African
Americans face health disparities in the
treatment of major depression. We
reviewed the literature to find evidence of
specific patient, physician, and practice-
setting factors related to such barriers. 
Data sources We searched for and
retrieved articles in Medline (1966–2004)
and hand-checked bibliographies to find
additional articles that were relevant to
the evaluation and treatment of African
Americans with depression.  
Study selection and data extraction
Two investigators (AKD, MO) independ-
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A frican Americans depend on quali-
ty mental health services in pri-
mary care more so than whites,

since they are more likely to seek care in
this setting. However, accumulating 
evidence shows that African Americans 
in primary care settings face disparity in
recognition and treatment of depression
(see Race and mental health treatment: the
divide).1–5 Until now, the specific factors
leading to this disparity have not been
well described.16

In this article—a systematic review of
studies on the evaluation and treatment of
depression in African American patients—
we draw attention to factors regarding
patients, physicians, and clinical settings
that raise barriers to diagnosis and treat-
ment. We also recommend strategies to
break through these barriers.

n Assumptions that 
mask disparities

Disparities may not be apparent to health-
care providers in part because communi-
ty-based epidemiologic studies report that
African Americans have a lower rate of
major depression than whites.5,17–19 In pri-
mary care settings specifically, the preva-
lence of major depression among African
Americans appears to be lower than for
white or Hispanic Americans, mirroring
rates in national and community studies.20

Explanations for this relatively low preva-
lence of depression have included attrib-
utes of the African American experience,
such as strong religious beliefs and com-
munity ties.

Moreover, according to analyses of
data from the National Comorbidity
Study, which included an examination of
attitudes toward mental health services,
African Americans with major depression
are more likely to report that they would
“definitely go” for mental health services
than would whites.21

High-risk populations overlooked.
Community-based studies, however, do
not fully capture the mental health needs
of African Americans, a large number of
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whom are in high-risk populations
excluded from community epidemiologic
studies of mental disorders. Studies 
of these populations show high rates of
major depression and other mental disor-
ders, due to factors including alcohol and
substance use disorders, poor physical
health, and poverty and homelessness.

An unsettling irony. For emotional dis-
tress, African Americans are more likely to
seek help from primary care clinicians
than from specialty mental health
providers.22–24 However, in primary care,
depression in African Americans is less
likely to be detected than it is in whites.3

In a nationally representative sample,
African Americans have been found less
likely than whites to receive effective care
for depression in primary care.12,25,26 In a
study of Medicaid recipients who had
been diagnosed with major depression,
African Americans less often received
antidepressant medications than did

Racial disparity in mental health treatment is a differ-
ence across racial groups not justified by underlying

differences in mental health status or patient treatment
preferences. The reasons are numerous. Compared with
whites, for example, African Americans are more likely to
be poor, uninsured, or have restrictive insurance policies,6,7

and to have limited means of transportation to reach
health services.8 But even after controlling for differences
in insurance and socioeconomic status, African Americans
are less likely than whites to use outpatient mental health
services,9,10 and they therefore face disparities in quality of
care.11,12 Thus, economic factors and illness severity do not
fully account for the observed racial differences in the rate
and quality of treatment of mental disorders.

Racial disparities may also emerge in the decisions
physicians make in caring for patients. In several clinical
contexts, members of minorities have received less and
inferior care than white patients.13,14 In one epidemiologic
study, African Americans were reported to receive less
access to mental health care and to have greater unmet
needs for mental health care than whites.11 Because differ-
ences in access to care can have consequences for health
outcomes, reducing health care disparities is a widely
shared goal of clinical and public health care policy.15

Race and mental health treatment: the divide

One study found
that physician
characteristics
influenced 
diagnosis, but
patient attributes
did not
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whites.27 Such disparities in pharmaco-
logic treatments were also found in
another study of African American
patients in primary care, using data from
the National Ambulatory Medical Care
Surveys.24

n Search methods
Data sources
We systematically searched for and
retrieved articles in Medline (January
1966 to December 2004) using the MeSH
(medical subject heading) terms African
Americans and depressive disorder along
with the MesH terms adult or adolescent.
We refined our search results using the
MeSH terms diagnosis, comorbidity,
physician-patient relations, patient 
satisfaction, and patient acceptance of
health care to focus on patient and physi-
cian factors. 

To search for factors related to prac-
tice setting, we refined our initial search
strategy with the MeSH terms primary
health care, family practice, and health
services. We also hand-checked bibliogra-
phies to find potential articles.

Study selection 
and data extraction
Two investigators (AKD, MO) independ-
ently reviewed abstracts of the articles
retrieved and excluded articles that did not
fulfill the criteria to be relevant to the topic
of depression in African American patients.
Articles were excluded if they did not focus
on US populations, African Americans,
depressive disorders, and clinical settings, 
or if they did not report original data.
Differences between the 2 reviewers were
resolved through consensus after full-text
review of the article. 

Additional articles were defined by 
2 other investigators (HLC, MMW) who
provided peer review and identified poten-
tial articles in bibliographies. For each 
article, we classified the barriers described
as related to diagnosis, management, or
both and to patient, physician, and treat-
ment-setting factors.

n Results
The initial search using the MeSH terms
African Americans and depressive disor-
der with adult or adolescent returned 156
articles. We found a total of 73 unique
articles by refining our Medline search
with additional MeSH terms. Of these
publications, 12 fulfilled our criteria as
relevant to the topic of diagnosing and
managing depression in African
American patients. 

Our hand-checking of bibliographic
references found an additional 12 articles
that met our relevancy criteria. We exam-
ined each of the 24 articles (TABLE 1) to
determine the types of barrier studies and
whether the factor was related to the
detection of depression, its management,
or both.

n Discussion
Barriers in evaluation
Research on depression in African
Americans can be analyzed in terms of
attributes of the provider, patient, and
practice setting.

Provider attributes. The race of the
physician has been linked to the diagnosis
of depression in African-American
patients, but studies of this factor have
yielded conflicting results. McKinlay and
colleagues used videotaped cases of
depressed patients presented to 128 physi-
cians to examine whether diagnosis was
affected by physician characteristics (age,
gender race, and medical specialty),
patient characteristics (age, gender, race,
and socioeconomic status), or their combi-
nation.37 They found that physician char-
acteristics affected the diagnosis of depres-
sion, but that patient attributes did not. In
particular, white primary care physicians
were twice as likely as African American
physicians to diagnose depression. Since
approximately 1 in 5 African American
patients seeks care from a physician of
their own race,47 such differences may
influence the overall rate of recognition in
primary care. However, data from the
Medical Outcome Study, which included

Physician 
communication
style may affect
ability to diagnose
depression

32 VOL 55, NO 1 / JANUARY 2006  THE JOURNAL OF FAMILY PRACTICE

APPLIED EVIDENCE

FAST TRACK

                                                 



Depression in African Americans: Breaking the barriers s

VOL 55, NO 1 / JANUARY 2006 33w w w. j f p o n l i n e . c o m

POSITIVE NEUTRAL OR NEGATIVE 
INTERVENTION RECOMMENDATIONS RECOMMENDATIONS

T A B L E 1

SAMPLE (% AFRICAN 
AUTHOR AMERICAN) STUDY OUTCOMES MAJOR FINDINGS

Borowsky et al3 19,309 adult primary Detection of a mental health problem by African American patients who have major 
care patients (13%) internists and family physicians depression have a lower rate of being detected 

than their white counterparts

Brown et al28 272 depressed adult Differences in clinical characteristics, health In comparison to white persons, African Americans
primary care patients impairments, health beliefs, stressful life are more likely to experience somatization, greater 
(44%) events, and social support between African health impairment, greater perception of less

American and white subjects enrolled in a control of their health status and greater number 
clinical trial of depression of stressful life events in the previous 6 months

Brown et al29 160 depressed adult Differences in treatment outcomes from Both African American and white patients are 
primary care patients a clinical trial of standardized psychotherapy effectively treated by psychotherapy and
(43%) and pharmacotherapy antidepressant medications, but African 

American subjects have poorer outcome
in physical functioning

Brown et al30 865 adult African Rate of major depression compared with The strongest predictors of major depression are
American persons  demographic, sociocultural, familial self-reported poor or fair physical health and
from a community  background,  and health-related risk factors being 20 to 29 years of age
sample (100%)  

Cooper et al31 829 depressed adult Attitudinal measures of acceptability of African Americans are less likely than white
primary care patients antidepressant medication and individual persons to find antidepressant medication
(12%) counseling acceptable

Cooper-Patrick et al23 1816 adult primary  Patients’ ratings of physicians participatory African American patients rate their visits as less
care patients (45%) decision making style participatory than their white counterparts and 

race-concordant patient-physician relationships 
are more participatory than race-discordant 
relationships

Cooper-Patrick et al32 Focus group consisting 16 categories of comments regarding African American patients provided more 
of 16 patients with a treatment of depression were identified comments about spirituality and stigma and were
recent episode of from audiotaped discussions less concerned with the relation between physical
depression (50%) health and depression than white patients

Dunlop et al5 7690 subjects aged 54 Rates of major depression with socio African Americans have a greater rate of major
to 65 years from  demographic characteristics, self-reported depression compared to whites, but have a 
national probability health needs, functional limitations, and significantly lower rate after adjustments for
sample (17%) economic resources as explanatory variables health needs (such as comorbid physical 

problems) and economic access (such as income
and health insurance)

Fabrega et al33 5198 adult community Rates of major depression and comorbid African Americans have a higher rate of 
mental health center psychiatric diagnoses comorbid major depression and substance-use
patients (16%) disorders than their white counterparts

Ford et al34 Community-based Patient self-reported discussion of a mental No significance differences between the rates 
sample of 7092 adults health problem or problem with alcohol of African Americans and whites who had
who had a mental health or drugs discussed emotional or mental health problems
or substance abuse with their physicians
problem and received 
care in nonpsychiatric 
settings (29%) 

Grant et al35 National probability Rates of major depression and alcohol use The association between alcohol abuse and 
sample of adult non- disorders stratified by demographic major depression was greater among African
institutionalized US variables Americans than among non–African Americans
population (NR)

Selected studies on managing depression in African Americans
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T A B L E 1

SAMPLE (% AFRICAN 
AUTHOR AMERICAN) STUDY OUTCOMES MAJOR FINDINGS

Hanson et al36 60 adult patients Congruence between physicians’ and Concordance of symptoms ratings is lower between
undergoing psychiatric patients’ ratings of depression during an white psychiatrists and African American patients
evaluation (50%) intake assessment than with white psychiatrists and white patients

McKinlay et al37 128 primary care Diagnostic assessment of videotaped patient Demographic attributes of patients did not affect
physicians (25%) presentations of depression and another diagnostic accuracy, and white physicians were 

medical condition almost twice as likely as their African American
counterparts to diagnose depression correctly

Miranda et al38 205 adult public-sector Rates of psychiatric disorders along with In a largely minority (82%) patient population 
gynecologic patients extent of primary care services and (with no reported differences among racial/ethnic 
(30%) perception of communication with primary groups), 1 out of 5 patients endorsed major

care provider depression and fewer than half had access to 
comprehensive primary medical services 

Miranda et al39 1269 adult primary Clinical outcome, appropriateness of care, African American patients, in contrast to their 
care patients (7%) and employment for patients enrolled into white counterparts, experienced a significant 

a clinical trial of 2 quality improvement decrease in probable depression from baseline
interventions with modest adaptation to 
minority patients

O'Malley et al40 Population-based Rates of care of depression, extent of In a largely African American sample (with no 
sample of 1202 women primary care services, quality of physician- reported differences between racial/ethnic
(83%) patient relationship groups), comprehensive primary care delivery 

(including counseling) and self-reported view 
of physician as respectful are associated with 
physician inquiry and treatment of depression

Rollman et al41 204 adult primary care Processes of depression care and patient No differences in treatment patterns and 
patients (25%) outcome following screening and treatment outcomes were found between white and African

recommendations to physicians American patients, except for increased rate of 
documented counseling by physicians among
whites

Sleath et al42 508 adult outpatients Patient expression of symptoms from Among all factors, only patient expression of 
(NR) audiotaped medical encounter and physician emotional symptoms among African American

perception of health from survey patients influenced psychotropic prescribing

Steffens et al43 113 patients age 60 Annual rate of enrollment into a geriatric Active community outreach and enrollment 
years or older (11.5%) depression research program based on increased representation of African Americans by

race and ethnicity threefold over a 2-year period

Sussman et al1 3004 adult subjects Treatment seeking behavior for subjects African Americans are less likely to seek care for
from a community- who have current depression depression than whites, with African Americans 
based sample (38%) reporting greater fear of treatment and of being 

hospitalized than whites 

Van Hook44 321 adult women in Rate of major depression and reported In a multi-ethnic sample (with no reported 
primary care settings barriers to treatment differences among racial/ethnic groups), commonly
(22%) reported barriers to seeking help included stigma 

and perceived separation of primary care and 
specialty mental health services

Wells et al45 9585 adult national Access to treatment for alcoholism, drug Among those with perceived need for mental health
survey respondents abuse and, mental health care; unmet need  services, African Americans were more likely to
(28%) for care; satisfaction with care and  report no access to care than whites and less likely

use of active treatment in the prior year to receive active treatment

Wohl et al46 20 matched adult Symptom pattern and severity of No difference in symptom severity was found 
depressed African depression between African Americans and whites, and African
American and white Americans were more likely to experience diurnal
patients (50%) variation in their depression

Selected studies on managing depression in African Americans
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demographic characteristics on 349 pri-
mary care physicians, did not find that the
race of the physician influenced the detec-
tion of depression.3

In addition to physician demographic
factors, physician communication style
may affect ability to diagnose depression.
Appropriate diagnosis and treatment of
depression depends to a great extent on
verbal communications between patient
and provider about the nature, extent,
severity, and consequences of symptoms.
Problems with communication may lead
to misunderstandings, misdiagnosis, inap-
propriate treatments, and premature ter-
mination of treatment. An analysis of
patient-physician encounters indicates that
physicians may be more likely to minimize
emotional symptoms of African American
than of whites.42 Relative to whites,
African Americans are more likely to rate
their visits with white physicians as less
participatory. 

This difference is overcome when
African Americans see physicians of their
own race.23 In a population-based study
among largely low-income African
American women, primary care physi-
cians who were rated as showing more
respect by the participants were more
likely to inquire about depressive symp-
toms during a clinical visit.40 Thus,
despite the fact that African American
patients rate their encounters more satis-
fying and are more likely to disclose their
problems to African American physicians,
white physicians appear to diagnose
depression more commonly in their
African American patients. Clearly, more
work is needed to clarify this seeming
contradiction.

Patient attributes. During the primary
care encounter, African Americans are as
likely as whites to discuss mental health
problems.34 However, African Americans
may be more likely to exhibit somatic and
neurovegetative symptoms of depression
than mood or cognitive symptoms,33,36

which may complicate detection and
diagnosis. 

A recent national survey suggests that

depression in African Americans may be
commonly masked by self medication and
somatic symptoms and so may pass 
undetected in primary care.48 In a 
randomized clinical trial of depression
treatment in primary care, depressed
African American subjects were more
likely than white subjects to have symp-
toms of poor physical health and pain
and to have somatization.29 However,
another study found few differences
between whites and African Americans in
symptom presentation of depression
when comorbid disorders and sociode-
mographic factors were controlled.46

Do primarily somatic presentations
of depression reduce physicians’ ability to
accurately diagnose major depression in
racial and ethnic minorities? This 
question has not been studied, though
coexisting medical problems in primary
care populations have been found to
impede the diagnosis of depression,49 pre-
sumably by competing for the physician’s
attention.3,50 In a variety of medical 
contexts, known medical disorders are
associated with under-treatment of unre-
lated disorders.51

Practice-setting attributes. No studies
have examined whether specific practice
setting factors, such as insurance cover-
age, are related to the low detection rate
of major depression. Among low-income
women of multiethnic backgrounds
attending primary care clinics, Van Hook
found that perceived separation of pri-
mary care services and specialty mental
health care was a self-reported barrier to
seeking help for depression.44

The Surgeon General’s report docu-
ments the overall poor access to general
medical services faced by African
Americans. They are more likely to
receive health care in outpatient hospital
and emergency departments, and their
mental health services are also character-
ized by high rates of emergency care. As a
result, they are less likely to receive the
continuity of treatment provided in pri-
mary care, which may allow better detec-
tion of depression.15

Depression in African Americans: Breaking the barriers s
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Barriers to effective management
Research on the potential causes of 
disparities in treatment for African
American patients in primary care has
examined a variety of provider, patient,
and practice-setting factors.

Provider attributes. Physician commu-
nication style may not only influence
diagnosis but also a decision to treat. In 
a study that analyzed audiotaped commu-
nication between patients and primary
care providers during clinic visits, the 
tendency of physicians to minimize emo-
tional expression by African Americans,
relative to whites, led to lower prescribing
of antidepressant medication among
African Americans.42 Further research is
needed to understand why such commu-
nication styles exist between primary care
providers and African American patients.

Patient attributes. A number of
patient attributes have been examined
that may explain the lower rate of mental
health services provided in primary care.
Significant research has been undertaken
on African American attitudes toward
and beliefs about mental health treat-
ments. Cooper-Patrick and colleagues
conducted focus groups for African
American and white patients as well as
health care professionals. In questions
related to depression and treatment pref-
erences, African American patients
expressed more concerns about stigma
and spirituality than did white patients.32

In related research, a survey of
African American patients recruited from
primary care offices indicated they were
less likely to find antidepressant medica-
tion acceptable than white patients in pri-
mary care.31 Such attitudinal differences
may explain why African Americans use
antidepressants less commonly than
whites, even when primary care physi-
cians make similar recommendations for
both groups.52 As yet unstudied is the
extent to which sensational reports about
antidepressant side effects may cause per-
sons already skeptical about the care they
receive to discontinue treatment.

Another reason African Americans

may avoid or discontinue antidepressant
treatment is that they tend to tolerate cer-
tain classes of psychotropic medications
poorly. Strickland and colleagues found
that African Americans are more likely
than whites to be “poor metabolizers” 
of tricyclic antidepressants.53 African
Americans treated with tricyclic anti-
depressants will therefore experience
higher plasma levels per dose than whites,
and an earlier onset of action. African
Americans are also more likely to experi-
ence side effects, which may lead to treat-
ment nonadherence. 

Few studies have examined the toler-
ability of newer class of antidepressant
medications, such as selective serotonin
reuptake inhibitors (SSRIs), for African
Americans. More research is required to
determine whether antidepressant side
effects or other experiences with psy-
chotropic medications are a reason for
the lower rates of antidepressant use
among African American patients in 
primary care. Educating patients about
antidepressants, their onset of action, and
side effects may reduce some of these 
barriers and prevent early discontinuation
of antidepressant therapy.54

Poverty and its associated psycho-
social factors may also contribute to the
lower quality of mental health care
among African Americans. Miranda and
colleagues found this to be so for African
American women receiving primary care
in obstetric-gynecologic clinics.47 They
have argued that clinical case manage-
ment is needed as a component of effec-
tive mental health treatment for primary
care patients who are poor and likely to
face significant negative life events.

Practice-setting attributes. Few prac-
tice-setting factors have been examined in
relationship to the disparities in depres-
sion treatment faced by African
Americans. O’Malley and colleagues
examined whether primary care physi-
cians who were evaluated as having 
comprehensive medical services by 
low-income African American women
were more likely to provide treatment 

Consider teaching
nurse assistants 
to educate,
assess, and help
follow-up 
with depressed
patients 
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for depression.40 Comprehensiveness was
determined by the ability to meet all
health needs, thoroughness of physical
exam, and provision of counseling and
screening services. In a survey study, they
found that comprehensiveness of medical
services was correlated to being asked
about and being treated for depression.

Interventions in primary care
Concerted efforts to improve quality of
care can reduce the mental health burden
of undetected depression for African
Americans as well as other ethnic and
racial groups. African American and
white primary care patients both appear
to respond equally to standardized psy-
chotherapy and pharmacotherapy for
major depression.29

In a randomized control trial to
improve the quality of depression man-
agement in primary care, no significant
differences existed between white and
African American participants in the
process of depression care or clinical out-
comes, although both groups had less
than optimal recovery rates.41 One ran-
domized clinical trial included modified
interventions to target the mental health
needs of low-income minority primary
care patients. The interventions included
educating clinicians about depression;
teaching nurses to educate, assess, and
follow-up depressed patients; and making
cognitive behavioral therapy available.
Patients and physicians selected the treat-
ment. Modification for minority patients
was modest and included translations and
cultural training for clinicians. 

Using these approaches, African
American participants were more likely
than whites to have better depression out-
come at 6 and 12 months.39 These studies
indicate that both general interventions to
depression care and small modifications
for minority patients can lead to
improved health outcomes among
African American patients. 

It may be unreasonable to believe
that simply seeking to improve the pri-
mary care assessment and treatment of

depression in African Americans will
eliminate racial differences in the health
outcomes of depressed adults. Reform is
also clearly needed in health care financ-
ing and in broader social welfare policy
as it affects the lives of depressed 
minority populations. However, primary
care providers who are aware of the risk
of racial disparities in the recognition
and treatment of depression and work to
provide treatments that are tailored to
the individual’s needs can help to reduce
the significant burden of depression
(TABLE 2). n
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T A B L E 2

IMPROVING DIAGNOSIS

Assess stigma toward mental health problems for patients 
suspected to have depression

Inquire about patient’s experience of somatic symptoms and their
relationship to depression, life stressors, and social conflicts

Maintain a respectful, open stance in understanding patient’s style 
of coping with depressive symptoms, including use of spirituality

Evaluate the presence of comorbid mental health problems, such 
as alcohol abuse, that require different treatment approaches

PROVIDING EFFECTIVE MANAGEMENT

Determine the patient’s preferences for psychotherapy and 
pharmacotherapy, and provide treatment referrals for counseling 
if appropriate and as resources permit

Educate patients about antidepressant medications, their onset 
of action, and side effects

At each visit after initiation of depression management, check for
regular adherence to pharmacotherapy or to referred psychotherapy

Assist patients who cannot maintain regular visits for depression
care to find strategies that can overcome social or financial barriers

Recommendations for addressing barriers 
to the detection and treatment of depression 

in the African American patient
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a simplified rating system called the 
Strength of Recommendation Taxonomy
(SORT). More detailed information can 
be found in the February 2003 issue,
“Simplifying the language of patient care,”
pages 111–120.

Strength of Recommendation (SOR) ratings
are given for key recommendations for readers.
SORs should be based on the highest-quality 
evidence available.

A Recommendation based on consistent and 
good-quality patient–oriented evidence.

B Recommendation based on inconsistent or 
limited-quality patient-oriented evidence.

C Recommendation based on consensus, usual practice,
opinion, disease-oriented evidence, or case series for 
studies of diagnosis, treatment, prevention, or screening

Levels of evidence determine whether a study
measuring patient-oriented outcomes is of
good or limited quality, and whether the results
are consistent or inconsistent between studies.

STUDY QUALITY
1—Good-quality, patient-oriented evidence 
(eg, validated clinical decision rules, systematic reviews 
and meta-analyses of randomized controlled trials
[RCTs] with consistent results, high-quality RCTs, or
diagnostic cohort studies)
2—Lower-quality patient-oriented evidence 
(eg, unvalidated clinical decision rules, lower-quality 
clinical trials, retrospective cohort studies, case control
studies, case series)
3—Other evidence (eg, consensus guidelines, usual 
practice, opinion, case series for studies of diagnosis,
treatment, prevention, or screening)

Consistency across studies 
Consistent—Most studies found similar or at least 
coherent conclusions (coherence means that differences
are explainable); or If high-quality and up-to-date 
systematic reviews or meta-analyses exist, they support
the recommendation
Inconsistent—Considerable variation among study findings
and lack of coherence; or If high-quality and up-to-date 
systematic reviews or meta-analyses exist, they do not 
find consistent evidence in favor of the recommendation
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