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BACKGROUND. P rim ary care phys ic ians are o ften  held to  th e  sam e standard  o f pe rfo rm ance  as m enta l health 

specialists, ye t th e y  face  spec ia l cha llenges in recogn iz ing  and trea ting  depression . The pu rpose  o f th is  s tudy 

was to  exp lo re  th e  range o f app roaches to  d iagnose  depression.

METHODS. A  purpose fu l sam p le  o f 21 p rim ary  care phys ic ians in three US c ities  pa rtic ipa ted . A  sem is truc tu red  

series o f ques tion s  and c lin ica l cases s tim u la ted  d iscuss ions  abou t recogniz ing and m anaging m ajor and m inor 

depression. The fo cu s  g roups w ere  v ideo taped , and da ta  w ere analyzed by tw o  independen t review ers using the  

classic m ethod  o f co n ten t analysis.

RESULTS. P rim ary care  p rov ide rs  have th ree  m a jo r w ays o f approach ing  the  d iagnos is  o f depression : a b io m e d ­

ical exc lus ionary app roach , w here investiga tion  o f all physica l com p la in ts  occu rs  firs t; a m enta l health approach , 

where psychosoc ia l a spec ts  o f a p resen ta tion  are pursued firs t; and a synerg is tic  approach , w here physica l and 

mental health co m p la in ts  are addressed  sim ultaneously. P hysic ians m ove free ly  across all app roaches depend ing  

on pa tient cues.

CONCLUSIONS. P hys ic ians ’ app roaches to  depression  vary depend ing  on pa tient cha rac te ris tics  and cues. 

Through a be tte r unders tand ing  o f cu rren t p ractices, fu tu re  researchers can iden tify  the  op tim a l c lin ica l a p p ro a ch ­

es to  m atch th e  cha rac te ris tics  and cues o f sp e c ific  pa tients. This s tudy  in form ed the  deve lopm en t o f a larger 

objective s tu d y  o f p rim ary  care  physic ian  perfo rm ance.
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Patients with depressive disorders are 
common in primary care practice, yet 
the disorder may go unrecognized or 
receive suboptimal management. Some 
authorities believe that 40% to 50% of 

patients with depression are not recognized in gen­
eral medical settings.1"1 Interventions intended to 
improve physicians’ approaches to depression 
have included a screening and feedback approach,
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in which patients complete a questionnaire about 
depression to give the provider clues for recogni­
tion and to activate subsequent treatment.5-11 The 
impact o f these studies has been mixed.311 The 
value o f screening for mental health problems in 
primary care is likely to be as equivocal as it was 
10 years ago.12'13

Goldberg14 points out that depression in medical 
populations may be different from depression in 
mental health settings, yet studies in mental health 
populations typically set standards for recognition 
and treatment o f depression in primary care. Recent 
studies on depression in primary care reveal that an 
interviewing style using affective questioning in the 
pursuit o f certain symptoms in the patient presenta­
tion is more likely to result in recognition o f depres­
sion.1516 Clearly, more studies are needed to under­
stand the complicated factors that affect primary 
care physicians’ current practices, including their 
comfort level and ability to identify and treat
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_ TABLE 1 ______________________________________________________________

Two Patient Cases Used to Stimulate Dialogue About Physicians’ Attitudes and 
Practice Patterns Toward Depression

Case 1 Case 2
Case Components Minor Depression Major Depression

Case presentation • 26-year-old woman 
with tension head­
aches and irritable 
bowel syndrome

• 45-year-old man 
with difficulty 
concentrating and 
sleeping

Depressive symptom • 10-lb weight gain
• Hypersomnia
(10 hours per night)
• Anhedonia

• 10-lb weight loss
• Insomnia with early 
morning awakening
• Anhedonia
• Impaired concentration
• Depressed mood
• Psychomotor retardation

Family history 
of mental illness

None • Hospitalization 
for depression 
(sister)
• Possible suicide 
(father)

Stressful life events • Recent divorce, 
job transition, and 
relocation

• Job transfer with 
poor performance 
review
• Isolation from family 
(geographically 
separated due to job 
transition)
• Marriage difficulties

depression. Through a better understanding o f their 
current practices, we can describe how physicians 
currently alter their diagnostic approaches to typical 
patient presentations and develop interventions to 
improve recognition skills.

Here we describe our use o f focus group 
methodology to explore physicians’ attitudes 
toward depression and their self-reported prac­
tice patterns with the aim o f providing a prelimi­
nary sense o f their responses and concerns. The 
results and our discussion suggest a typology for 
understanding how depression relates to other 
diagnostic possibilities and how particular 
approaches to depression create specific dilem­
mas for the provider. We anticipated that through 
the focus group discussions, physicians would 
identify a variety o f approaches to depression, 
which could then guide the development o f more 
effective approaches to patient care.

METHODS

Focus groups were conducted 
in three US cities: Seattle
(Washington), Tuscaloosa (Ala­
bama), and Manchester (New 
Hampshire). Participants were 
identified by physician recruiters 
in each city. Each group constitut­
ed a purposeful sample that 
included a mix o f both family 
physicians and internists, and 
male and female representatives. 
The target number o f participants 
for each focus group was eight. 
The study was approved by the 
committees for the protection of 
human subjects at each authors’ 
academic institution.

Two trained facilitators (MD or 
PhD) conducted each videotaped 
session. Two patient cases were 
used to apply a standardized “clin­
ical” stimulus to generate dialogue 
about practice (Table 1). We antic­
ipated that physicians would dis­
cuss illustrative patient examples 
from their own practices, and we 
wanted to begin the sessions by 
generating open responses to two 
typical patient cases to explore 

recognition and to some extent management of 
depression in primary care. Thus, case 1 was 
designed to address recognition using minor depres­
sive symptoms with two comorbid conditions, and 
case 2 was designed to address management using 
major depressive symptoms with two somatic com­
plaints. Tire cases were based in part on actual 
patients’ histories and were reviewed by two inde­
pendent psychiatrists and one primary care physi­
cian to ensure that they represented typical patient 
presentations.

Participants were instructed that the objective of 
the focus group was to explore clinical experiences 
and beliefs rather than come to any consensus. In 
Seattle and Manchester, the cases were presented 
first; in Tuscaloosa the semistructured interview was 
conducted first. For all sessions, case 1 was handed 
out first to participants. When appropriate, facilita­
tors asked participants for clarification or probed to
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TABLE 2

Structured Questions for the Focus Group to Explore General Approaches to Actual 
Patients, with Thematic Summary of Results

Structured Questions Emerging Themes

About Recognition
1. What comes to mind when you think 

about diagnosing depression?
2. When diagnosing a patient's condition 

what makes you consider depression? 
a. Are there specific clues that you 
find most reliable?

3. What makes you feel confident
or not of the diagnosis of depression?

4. What prevents you from pursuing depression 
as a possible diagnosis?

5. When diagnosing depression, would you 
attempt to distinguish between different 
depression?

6. How do you approach the issue of suicide?

About Management
1. When you are confident that the

patient is depressed, how do you proceed?
a. What influences you to choose drug therapy?
b. What influences you to choose psychotherapy?
c. Are there other treatment options that you 
sometimes recommend?
d. Do the patient’s age or sex influence 
your approach?

2. What would make you refer the patient
to a mental health professional for treatment?

• Uncertainty of diagnosis; 
patient resistance
• Patient behavior and 
appearance; family history
• Depends on the patient

• Relationship with patient; 
patient’s openness to diagnosis
• Not knowing patient well; 
uncertainty of diagnosis
• Depends on patient cues; 
depends on presenting of forms of 
symptoms
• Ask about family history; 
ask if patient feels like 
hurting himself

•  Depends on patient cues

• Previous experience
• Possible suicide; drugs don’t work
• Relaxation; exercise

• Depends on patient

• Patient is possibly suicidal;
drugs do not work

explore relationships among 
concepts. As a group they 
could query the facilitator for 
additional history, much as a 
physician might interview an 
actual patient. Once case com­
ponents reached saturation, 
a semistructured interview 
schedule was administered to 
explore general approaches to 
actual patients (Table 2). The 
time devoted to the discussion 
of cases and the semistruc­
tured series o f questions was 
evenly balanced (45 minutes 
each). Total time for each 
focus group was approximate­
ly 90 minutes.

The videotapes o f the 
focus group discussions were 
analyzed using the classic 
method o f content analysis16 
with an emphasis on the dis­
covery o f dominant themes.
Two authors (L.A.R. and 
P.A.C.), working independent­
ly, examined one session in 
detail using verbatim tran­
scripts. Detailed field notes 
on conversations were taken 
on the second session. The 
emerging themes and typology were confirmed 
when the two reviewers compared their analyses. 
There was complete agreement on the dominant 
theme and on the typology between the two ana­
lysts. A  draft typology was generated prior to the 
focus group in Manchester, and this was shared 
with participants at the end o f that session to vali­
date our preliminary findings. Identification o f the 
other emerging themes was a compilation o f inde­
pendent and joint perspectives between the two 
analysts. Field notes and videotapes from the final 
session were analyzed using the same method as 
the first two sessions. This last analysis yielded 
confirmation and completion o f the themes inde­
pendently and jointly derived by the analysts. 
Analyses o f the slightly differing formats (cases 
presented first compared with semistructured 
interviews first) did not alter the emerging themes. 
Examples presented here were taken directly from

the transcripts or field notes derived from the 
videotapes made o f all three focus groups; words 
in brackets have been added by the authors for 
clarification.

RESULTS

Twenty-one physicians took part in the focus group 
sessions. Two physicians who were expected to 
attend the Alabama focus group never arrived and 
one did not attend the Seattle focus group. Table 3 
outlines the participants’ demographic and practice 
characteristics. Clinical experience ranged from 2 to 
more than 30 years. The majority o f participants 
were in group practice (89%).

The Dominant Theme: Exploration
The dominant theme o f our focus groups was 
exploration. Participants emphasized that
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TABLE 3

Characteristics of Focus Group Participants

Location of Focus Group

Characteristic
Manchester, NH 
(n=8)

Seattle, WA 
(n=7)

Tuscaloosa, AL 
(n=6)

Age
Range, years 35-70 28-75 40-65
Mean, years 47 46 52

Sex
Men, % 62 29 83
Women, % 38 71 17

Specialty
Family practice, % 75 14 64
Internal medicine, % 25 86 33

on the part o f the patient. The 
goal for the physician is to 
explore until they find the 
“ultimate” symptom or clarify 
what is meant by the patient’s 
words:

I f  they come back and they’re 
worse we need to escalate our 
concern and move out into 
wider pastures and look for 
things that are less superf... 
apparent.

depression requires investigating, pursuing, 
uncovering, and probing. Participants used spa­
tial metaphors suggesting that depression and 
other illnesses are “under” or “covered” by more 
superficial problems or by unintentional masking

This participant’s self-correc­
tion, from “superficial” to “apparent,” suggests that 
he recognized both that the initial problem turns out 
to be less important than it first seemed, and that his 
own prior perception is what needs to be corrected, 
Regardless, the “wider pastures” are beyond the ini-

TABLE 4

Three Approaches to Diagnosing Depression and the Factors that Determine Each Approach

Typology of Approaches

Factors Biomedical Exclusionary Focused Psychosocial Synergistic

Physician index Most concerned with 
of suspicion excluding all non- 

emotional causes 
of depression

Depression is real reason 
for visit, can be recognized 
immediately

Mutually complex 
relationship between 
depression and other 
illnesses

Investigative
attitude

Depression may be 
real problem, but physical 
complaints require 
investigation first

Underlying physical 
problem may or may not 
emerge

Explore depression 
along with other 
symptoms

Belief about 
underlying 
cause of 
depression

Physical problem 
seen as possible 
cause

Social and psychological 
causation emphasized

Multicausal model

Physician’s 
aim in 
treatment

Concern about 
complete, 
thorough testing

Concern about using 
time optimally, and 
not wasting money

Concern about making 
patient feel better 
quickly

Confidence
with
diagnosis

Any underlying depression 
will emerge if 
trust is established

Patient needs to recognize 
depression

Patient needs to recognize 
depression along with 
other problems

Use of 
medication

Medication given 
later, if depression 
an issue

Medication for depression 
given first

Medication for depression 
given along with other 
treatments
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tial impression.
Another physician’s phrasing o f the issue o f 

“exploration” points to an important related theme: 
The patient often contributes to the difficulty in mak­
ing a depression diagnosis, either consciously or 
subconsciously.

I think the bowel situation is just a smoke screen for 
something else . . . [later in the same discussion] The 
bowel business isn’t as bad as it’s cracked up to be. .. .

Conscious or unconscious masking by the patient 
can occur in any aspect o f the presentation, includ­
ing the purely affective:

This lady . . .  it took more discussion, it began to dawn 
on me, she fooled me because she had a smile on her 
face.

Some [patients] invest all their energy to make sure 
[they look] OK, but [it] may be a mask, a mask that 
hides the difficulties.

A Typology of Approaches to 
Depression
Our sessions suggest that participants approach 
depression in three different ways: two require spe­
cific modes o f uncovering and the third is a compos­
ite position that also assumes a gradual clarification 
of the depressive disorder (Table 4). When the 
results from the first two sessions were presented to 
the third focus group, there was overwhelming 
agreement with both the typology and the analysis o f 
dilemmas related to the treatment o f depression. 
This typology describes ways o f thinking and speak­
ing about depression but does not necessarily differ­
entiate individuals or groups o f physicians. A  partic­
ular physician might approach depression in all 
three o f the following ways:

Biomedical Exclusionary Approach. Depres­
sion here is assumed to he “under” possible physi- 
calproblems and can only be uncovered by specifi­
cally testing for or pursuing these problems.

A dominant concern that emerged repeatedly was 
the need to rule out “physical” or “organic” causes of 
the presenting symptoms. Participants responded to 
both patient cases by asking questions about the 
patients’ physical condition, and many described 
their initial reaction in terms o f the tests and ques­
tions necessary to gather information about or rule 
out serious disease.

Her colon is going to need a consult. If she continues 
to have headaches [after taking simple headache med­
ication] I would think about getting a CT scan.

I’d be concerned about his liver function, alcohol use. 
First we have to assure we don’t see a medical diagno­
sis, [we] collect information and data.

A  number o f participants expressed anxiety 
about missing something, to which other mem­
bers o f the session responded with empathy and 
agreement.

I think organic disease is always in everyone’s mind ... 
[talks about how, in the absence of physical findings the 
problem may appear to be psychological, but despite 
this reasoning] he turns out to have cancer!

One person clearly stated the nature o f such anxiety:

If you miss a circumstance such as a thyroid condition, 
or anemia, or diabetes, liver cancer, pancreatic cancer 
(a major situation there, difficult to diagnose) these are 
things you have to show that you have engaged in a sys­
tematic [investigative] process, you have not just had 
tunnel vision even if you [do] have tunnel vision.

Participants also mentioned that many 
patients expect a physical diagnosis and that only 
a physical treatment will ensure that the patient 
comes back for a second visit.

When participants discussed the cases with 
this emphasis on “real,” “medical,” “organic” or 
“physical” disease (all terms they used with some 
hesitation), they described a diagnosis o f depres­
sion coming after all other possibilities have been 
explored.

I’m not sure there’s a good way to diagnose depression. 
We sort o f run out of ideas and say, maybe it’s depres­
sion.

In this case, the exploration involves the assumption 
that the apparent organic problems cover or conceal 
the underlying depression, which is the ultimate 
symptom.

You recognize the fact that organic disease can mask 
. . . this [depression] can masquerade as organic dis­
ease.

You do these things [tests, etc] to solidify your think-
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in8 Just the way you [would] if you have a person with 
pneumonia.

Focused Psychosocial Approach. In this 
approach, depression is assumed to be the most 
immediate and apparent problem; other physical 
symptoms may become clear after the depression 
has been treated. Some other problem may be the 
ultimate symptom, or depression could be the 
only correct diagnosis.

Although this perspective is similar to the first, 
it can be more complex. In the simplest version, 
depression is the first and obvious symptom, 
which probably does not reflect underlying phys­
ical disease.

[There’s] no specific focus for his pain, I wouldn’t have 
to wait for too much to initiate treatment. There are 
very safe drugs out there [for depression].

Participants taking this approach mentioned the 
waste involved in futile pursuit o f physical causes.

[The patient] comes in and could go on for years and 
years and receive no attention for this [depression], 
could have an MRI, million dollar workups.

I like to start fairly early [with treatment for depression] 
because after being waylaid for several years, working 
people up, it gets to be really complicated and expen­
sive. . . .

The complication here is that, although 
depression may be the most obvious diagnosis, 
and may lie on top o f a physical disease, it may 
need exploration to emerge clearly. The explo­
ration may be to assess the patient’s resistance to 
psychological probing or to a final diagnosis. 
Exploration may also help patients recognize 
that somatic symptoms may be psychological.

Very few  people come in and say “I’m sad,” or “I ’m 
depressed.”

There’s people who just react. They need relief. . . 
we’re looking at getting to those things that brought 
them there to begin with, chronic things they’ve not 
been able to cope with.

[We] need to get to underlying issues [psychological 
issues], not just pile on diagnostic procedures.

Some participants stressed that the exploration 
required to reveal depression needed to be 
approached carefully, and several mentioned the 
reality o f patients’ concerns.

When we say somatize, it sounds pejorative —  “I can't 
cope so I’ll just somatize” —  but you begin to wonder if 
these people aren’t just glued together differently.

You can start from the body and say [to the patient], 
your body is telling you these things; I would not be 
hesitant to prescribe [antidepressant] medication on 
tire first visit.

Some people, you can’t tell when they walk in cause 
they’re gonna mask that [depression], and I think you 
have to probe a lot, you really have to dig for it.

In general, when participants talked about this 
perspective they spoke o f themselves as already 
knowing or suspecting that the patient is 
depressed, but having to explore further to be 
sure o f their diagnosis, and to gather enough evi­
dence to persuade the patient o f it. They men­
tioned that patients fear the potential stigma 
associated with a psychological diagnosis and 
they discussed various ways to approach the sub­
ject with the patient. Several people said that 
they use brief questionnaires to help them, and 
their patients, see the psychological nature or 
true dimensions o f the problem.

Synergistic Approach. Here depression and 
physical problems are considered synergistically, 
pursued and treated simultaneously. Participants 
spoke o f the necessity to explore patients’ responses 
to the possibility o f a diagnosis o f depression, while 
they attempt to treat depression and other illnesses 
at the same time. When speaking from this perspec­
tive, participants emphasized depression as a part of 
other illnesses, and other illnesses as markers of 
depression.

There are people who have heart attacks, and they’re 
depressed.

A  lot o f the time these [real cases] are not isolated cases 
presenting like this [that is, in a clear-cut way like the 
examples], they [symptoms of depression] have to be 
kind of jumped on along with other things.

I have a patient-centered approach —  depression plays
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a role in a large number of illnesses, usually I see it as a 
concomitant problem in a lot of my patients —  they 
may be acutely ill, chronically ill, but we only have one 
term for it, depression. In primary practice it’s all 
depression----

This physician went on to say that this is what dis­
tinguishes his experience from a “DSM [.Diagnostic 
and Statistical Manual] approach,” depression is 
“one o f the physiological disturbances” to be expect­
ed in any illness. Here is another participant describ­
ing a synergistic approach:

This [discussion so far] is either/or. I work in the 
model that it’s all together. I sort o f gather the psy­
chological information at the same time as the phys­
ical. I think it [depression] has a metabolic origin as 
well, but I gather the psychosocial as I gather the 
medical. [The patient] has symptoms that fit major 
depression that need to be addressed; at the same 
time, there is something else going on. It’s a problem 
to say either medical or depressed, it doesn’t work.

From this perspective, attending to and treating 
obvious symptoms has the potential to build the 
patient’s trust; trust, in turn, leads to the revelation of 
symptoms at a deeper level.

They are reluctant to admit it [depression]. Once you 
begin to earn their trust, you find out what they are real­
ly feeling.

The synergistic approach seems most connected 
to participants’ desire to see a larger picture in which 
depression is symptomatic o f either severe illness or 
serious social problems.

Depression [is the condition we diagnose in] normal 
people with overwhelming problems. It’s mostly reac­
tive, social.

They have good reason to be depressed, families are 
falling apart, or they’ve been divorced... or they’ve got 
diabetes or high blood pressure, they’re living with mul­
tiple stressors without any hope they can get out from 
under them and depression is on that list as well.

Other Important Themes
Three additional themes emerged that affected 
the physicians’ approaches in diagnosing depres­

sion. These were illustrated especially in 
response to the structured series o f questions 
outlined in Table 2. They are medication, the 
patient-driven nature o f the diagnosis, and refer­
rals to psychiatry or psychotherapy.

Medication. Participants spoke o f the effect the 
new medications for depression (antidepressants) 
had on their willingness to diagnose depression 
because o f the availability o f treatment. The avail­
ability o f antidepressants also affects the physicians’ 
ability to diagnose depression because a patient’s 
improvement on medication can confirm a suspicion 
o f depression. Thus:

The model of a biological basis has advanced; it’s [now] 
more analogous to treating an infection.

The thing I can thank the drug companies for is that now 
there are drugs that, once I can identify [depression], 
and they can accept it, I can help them to feel better.

Some participants spoke o f the need to make the 
patient feel better quickly and the role o f antidepres­
sants have in doing this.

You have to try it. If the patient’s not feeling good and 
there’s that possibility [of depression], you have to bark 
up that tree to see if you make them feel any better.

One of the nice things about primary care these days 
[medication] is one of the things you can make people 
feel better with. Steroid injections make people better, 
getting diabetes under control makes people feel better, 
getting depressed people happier makes them feel bet­
ter and the only reward in primary care is not filling out 
the forms. .. but making people feel better.

Some physicians marveled at the medication- 
driven aspect o f the diagnoses and their ability to 
change patients’ feelings about themselves with 
medication. On this theme, participants differed 
by age; the younger doctors expressed willing­
ness to use medicine early in treatment, while 
some older physicians indicated that they do not 
think o f antidepressants as an initial treatment.

The Patient-Driven Nature of the Diag­
nosis. Several group discussions indicated a 
belief that the patient’s attitude drives the likeli­
hood and timing o f communication about a diag­
nosis o f depression.

It’s hard to convince people they are depressed.
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Participants spoke o f using questionnaires, mul­
tiple visits, and symptom journals to get patients to 
realize they are depressed. This also allowed the 
relationship to develop until physicians felt com­
fortable addressing the topic. One doctor 
described depression as a “destination” at which 
you could arrive in various ways depending on the 
reactions o f the patient.

Referral to Psychiatry or Psychotherapy.
Participants agreed that they would refer any patient 
who is suicidal or for whom the antidepressants 
were not working to a psychiatrist. Except in such 
cases, they expressed mixed views about referrals. 
Some questioned the value o f therapy, or pointed out 
that their patients might feel demeaned or stigma­
tized by a referral. Many expressed confidence in 
their ability to deal with simple depression and 
depression co-occurring with other diseases.

DISCUSSION

Our findings suggest that primary care physicians 
use three different approaches for patients who may 
be depressed: a biomedical exclusionary approach, a 
focused psychosocial approach, or a synergistic 
approach. These findings have at least two important 
implications.

First, these findings make explicit the challenge 
o f dealing with undifferentiated complaints in pri­
mary care. When a cardiologist sees a patient, some 
differentiation o f the presenting chief complaint has 
already occurred: Either the patient or a referring 
physician has determined that the problem concerns 
the cardiovascular system. Similarly, psychiatrists 
typically see patients for mental health problems. 
This differentiation may not always prove to be 
accurate, but a direction and an agenda for the physi­
cian-patient interaction has been set.

Primary care physicians, on the other hand, typi­
cally see patients for whom the chief complaint has 
not been sorted by organ system, diagnosis, or by a 
likely therapeutic approach. The different approach­
es characterized by focus group participants demon­
strate the complexity o f addressing undifferentiated 
complaints. Identification o f these approaches pro­
vides insight into the difficulties faced by primary 
care providers in recognizing depression. Clearly, it 
is inappropriate to hold primary care physicians to 
the gold standard o f an exhaustive psychiatric inter­
view when asked to address chief complaints such

as fatigue or backache in a 15-minute visit.
Second, the identification o f the three different 

approaches will allow further studies to explore 
when each o f these strategies is most useful, depend­
ing on patients’ presenting symptoms and their indi­
vidual characteristics. Also, these findings will allow 
the development o f tools to make each o f these 
strategies more efficient. Although physicians will 
move freely among the approaches, perhaps those 
who find themselves typically taking the biomedical 
exclusionary approach to patients complaining of 
fatigue would do well to use a depression screening 
instrument in addition to ordering thyroid function 
tests at the first visit.

By examining the theme o f exploration, we dis­
covered that physicians’ attitudes and their motives 
for their investigative approach change depending 
on the patients’ physical and mental health com­
plaints. Other factors that affect physicians’ 
approaches include beliefs about the underlying 
causes o f depression, the physicians’ aims in treat­
ment, confidence in their diagnoses, and comfort 
with use o f medications (Table 2). Our findings sup­
port those o f Susman et al,s who discovered in a 
qualitative study o f six family physicians that 
depression is easily recognizable, but difficult to 
diagnose because o f uncertainty about perceived 
stigma, desire to preserve the physician-patient 
relationship, and lack o f supporting resources, as 
well as time and financial pressures. Interventions 
to address these issues must include education for 
both patients and physicians and flexibility to 
embrace situational factors.

Some physicians in our groups leaned toward one 
approach or another, but in general all o f them rec­
ognized and could speak from all o f the approaches. 
In telling us that their diagnoses are patient-driven, 
they may, in part, be telling us that complex situa­
tional factors push them toward one or another 
approach. Highly pragmatic and practice-oriented, 
they pick the approach that works at the moment. 
There was no point in any o f our discussions at 
which a response was greeted with confusion or 
even surprise by another participant, suggesting a 
great deal o f agreement about the basic features of 
the approaches as outlined.

We also noted a lack o f categorizing in how physi­
cians speak about depression. We found that they 
did not often speak o f DSM criteria and they seem to 
resist the categorization o f their approaches. There
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was overall agreement that case 2 was an example o f 
a more severe depression than case 1. In addition, 
descriptions such as “dysthymic disorder” or “atypi­
cal depression” were rarely used, and there 
appeared to be no specific changes to the typology 
based on the severity o f symptoms. We also noted 
that even when all the symptoms and issues were 
brought forth during the focus group sessions, no 
single approach dominated the discussion. 
Additional research would need to be conducted to 
specifically identify how the severity o f symptoms 
might alter the approach.

The focus group study has generated several 
interesting questions, including: how these
approaches differ with experience or training; which 
approaches are more effective or efficient; how the 
presenting complaint drives the approach; and what 
specific factors in the doctor-patient relationship 
lead to better patient outcomes? We are currently 
conducting a study using unannounced standardized 
patients (lay individuals trained to replicate a clinical 
encounter for purposes o f evaluation) whose case 
presentations are based on the cases used in this 
focus group study. The standardized patient method­
ology will allow us to control the patient character­
istics while exploring physicians’ approaches. We 
believe this follow-up study will identify more suc­
cessful interventions to enhance physicians’ 
approaches to the recognition and management of 
depression.

Finally, we would like to point out the strengths 
and weaknesses o f our methodology. Qualitative 
methods are increasingly popular in primary care 
research.1921 They allow for the gathering and under­
standing o f data that are not easily obtained through 
highly structured methods. Often the data are too 
preliminary for hypothesis testing and thus more 
appropriate for hypothesis generation. We found 
focus groups to be an efficient way to gather infor­
mation on the attitudes o f moderate numbers o f peo­
ple and to bring different perspectives into our analy­
sis.22 This suited our purpose by revealing those 
aspects o f diagnosis most likely to emerge within a 
group of peers. An advantage specific to our study is 
that the geographic spread o f our groups suggests 
similarities in provider attitudes in different parts of 
the United States.

Despite the strengths o f focus group methodolo­
gies, limitations do exist. Focus groups do not allow 
for comparison among individuals’ attitudes, since

attitudes might be influenced by the focus group 
process, nor do they necessarily represent the full 
range and complexity o f the participants’ opinions23. 
In addition, although our study involved an analysis 
o f physicians’ perspectives, we do not intend to 
imply that patients are passive in the process o f rec­
ognizing and managing depression. Indeed, we feel 
that an effective treatment o f depression must be a 
collaborative process between physicians and 
patients. Our findings are intended to assist this 
process by increasing physicians’ understanding of 
how their approaches to patients may vary. 
Geographic differences may also have effected atti­
tudes and this variable is impossible to detect from 
our limited sample. We also acknowledge that par­
ticipants may have been influenced by social desir­
ability generated either by the group dynamics or by 
the focus group questions themselves.

Should this study lead physicians to change their 
current practice patterns? The physicians in these 
focus groups currently choose their approach to rec­
ognizing depression intuitively. While this may work 
well most o f the time, we believe that the identifica­
tion o f these three typical approaches can aid physi­
cians in making explicit choices, which may be use­
ful in increasing the efficiency o f care, especially for 
patients with nonspecific complaints who are not 
progressing well. While future research will clarify 
the optimum match between patient presentation 
and recognition strategy, practicing family physi­
cians can add the knowledge gained in this study to 
their diagnostic tools.
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