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ABSTRACT

Objective: To determine if demographic differences exist in patients with
depressive symptoms as the principal reason for visits to primary care
physicians (PCP) versus psychiatrists. To estimate the likelihood of these
patients receiving a range of mental health services from each provider group.
Methods: Review and analysis of all outpatient visits made by patients
with depressive symptoms using the National Ambulatory Medical Care
Surveys (NAMCS) conducted in 1995 and 1996. Results: A significantly
greater proportion of visits by persons with depressive symptoms as the
principal reason for visit were made to psychiatrists than to primary care
physicians (T = -3.56, P = .000). However, men, African-Americans, other
Non-White persons, and persons aged 65 to 74 and 75 years and over were
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proportionately more likely to visit a PCP than a psychiatrist. Women, whites,
and persons aged 45 to 64 were proportionately more likely to make a visit to
a psychiatrist than to a PCP. The overall intensity of care delivered by
PCPs for patients with depressive symptoms was significantly lower than
that provided by psychiatrists (t = -2.03, P = .02). Analysis of individual
services also revealed significant differences in service provision. Conclusions: Demographic differences among the patient caseloads of these physician groups have implications for mental health service delivery because
of known distinctions in prevalence rates, symptom presentation, and functionality among depressed patient subgroups.
(/nt'!. J. Psychiatry in Medicine 2001 ;31 :41-60)
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INTRODUCTION
Patients with depressive symptoms mood visit general and specialist physicians
for mental health treatments in large numbers and constitute a significant proportion of estimated total visits to these providers [1-4]. Depressed mood may
precipitate significant impairment characterized by dysphoria, and accompanied
by physioogical, motor, cognitive, and interpersonal signs that limit personal
functioning [5]. An extensive literature exists on the biology, cognitive patterns
and behavioral correlates, and psychodynamics of both normal human emotions
and mood disorders [6-9]. The economic, psychological, physical, and social
burden of depressive symptoms have also been well-documented [10, II). In
response to these burdens, health and mental health professionals use and continue
to refine a variety of treatments, which have been the subject of considerable
research to assess their clinical effectiveness [12, 13].
Among physicians, psychiatrists and primary care physicians receive the
majority of ambulatory visits from patients who exhibit depressive symptoms
and whose condition may go undetected [14] or be subsequently diagnosed
and treated [15-17]. The epidemiology and clinical characteristics of depressive
symptoms in primary care is complicated by patients who have a range of
signs and symptoms that are either below threshold or do not meet the
standard criteria for mental disorders [18] noted in the Diagnostic and Statistical Manual of Mental Disorders (DSM) [19]. While psychiatrists have been
found to generally treat patients with more complex and serious psychopathology
(including mood disorders) than primary care providers [20], a sizeable percentage of the latter nonetheless report evaluating patients with complicated
depressive symptoms (e.g., history of sexual abuse or suicide potential) [16]. For
both provider groups, similar patterns of antidepressant medication usage have
been found [21].
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These complexities have prompted researchers, clinicians, and payers to
explore the question of which depressed patients are most effectively treated
by which provider group and in which setting. Among physicians, primary care
physicians have been a focus of considerable investigation to determine the
effectiveness of these providers alone [22, 23], as referral agents [16], or in collaboration with mental health [24, 25] or allied health specialists [26]. Evidence
from several sources suggests that psychotropic medication prescribed by either
physician group for persons with mild depressive symptoms is not effective
[to, 16, 23]. Treatment studies of psychotherapies provided by mental health
professionals for patients with either mild to moderate depression [27] or major
depression [13] suggest equal effectiveness as compared to psychotropic
medication.
While the clinical features of major depression have 'been reported as more
similar than different across age, gender, and ethnic groups [13], important epidemiologic, utilization, and outcome differences have been noted among these
patients [27-29]. Women have been found to more likely experience an affective
disorder during their lifetime than men [30]. Prevalence rates of major depressive
disorders among primary care patients have been found to vary between 4 percent
and 9 percent, yet less severe forms of depressive symptoms are even more
prevalent in primary care settings [31]. Furthermore, reviews of mental health
treatment illustrate, and in some instances validate, that demographic characteristics are important independent variables that affect the choice of treatment
and subsequent clinical outcomes among patients with depressive symptoms
[27,32, 33].
In primary care settings, patient demographic characteristics represent important indicators for the identification of and response to treatments for depressive
symptoms. For example, compared with Whites, African Americans have shown
unique, and at times adverse, responses to some classes of antidepressant medications [34], but higher rates of participation in psychotherapy [35]. Compared to
child psychiatrists, primary care physicians have been found less effective in
diagnosing depressive symptoms in children [36]. It is generally recognized that
older adults present to primary care physicians with symptoms of cognitive
impairment that complicate the establishment of a differential diagnosis and
selection of treatment [37].
To date, no study has used a large and nationally representative sample of
patient visits to determine if important demographic differences exist among the
patient caseloads of primary care physicians in comparison to psychiatrists. This is
noteworthy because recent studies assessing the effectiveness of depression treatment in primary care have either failed to address patient demographic characteristics [26] or have used a relatively homogenous set of study participants
[24]. The latter studies have generally used patients who were predominantly
female, middle-aged, and white. One extensive review of the depression treatment
literature has concluded that a majority of clinical trials and other treatment
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effectiveness studies are measures of the prevalence of depress ion and efticacy
of depression treatment in women alone [27]. Studies that have taken patient
demographic characteristics into account have been limited to selected age groups,
to patients with DSM-IV diagnoses (this may result in under-representation as
primary care physicians may not use formal depression diagnoses) [21], or to
small study samples [38].
The present study had two aims: 1) to determine whether demographic differences exist among patients with depressive symptoms who visit primary care
physicians and psychiatrists, and 2) to examine whether patients with depressive
symptoms receive the same range of mental health services during a visit when
physician provider group is taken into account. The existence of demographic
differences among patients with depressive symptoms who visit these providers
may provide elements of a systematic portrait of depression treatment by physicians that combines patient population characteristics and physician specialty
characteristics.

Methods
Source of Data
The National Ambulatory Medical Care Survey (NAMCS) is conducted
annually by the National Center for Health Statistics (NCHS) [3,4]. It is a national
and representative database of patient office-based visits to practicing, non federal
physicians. Our data is based on the combined results from the 1995 and 1996
surveys, which represented the most recent NAMCS survey results available at the
time of data analysis. Diagnoses are made and recorded using the International
Classification of Diseases, [7th] Revision Clinical Modification [39]. Psychiatric
diagnoses in the ICD manual conform to diagnoses set forth in the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition (DSM-IV) [19].
Survey Design

The basic sampling unit for the NAMCS is the physician-patient encounter or
visit. Only visits to the office of a nonfederal employed physician classified by the
American Medical Association (AMA) or the American Osteopathic Association
(AOA) as "office-based patient care" were included in both NAMCS surveys.
The NAMCS utilizes a multi-stage probability design that involves probability
samples of primary sampling units (PSUs), physician practices within PSUs, and
patient visits within practices.
The first stage included PSUs of counties, county equivalents, or towns and
townships. The second stage consisted of a probability sample of practicing
physicians selected from the master files maintained by the AMA and AOA.
Within each PSU, eligible physicians were stratified into 15 specialty groups (e.g.,
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Cardiology, Family Practice, etc.). The final stage was the selection of patient
visits within the annual practices of the participating practitioners. The final
stage involved a two-step process of first partitioning the physician sample into
52 subsamples that corresponded to the 52 weeks in the survey years, and
subsequently conducting a systematic random sample of patient visits to the
physician during the assigned week. The physician, office staff, or NCHS staff
records each encounter on a Patient Record Form (PRF). Information gathered
from each visit is broadly divided into three characteristics: physician characteristics (specialty, geographic region), patient characteristics (age, ethnicity, race,
and sex), and visit characteristics (e.g., reason for visit, diagnoses, medications,
expected sources of payment, and health plan type). The NAMCS does not
measure other physician information such as age and gender. Nor does it provide
additional patient information such as education level or occupation. Analyses
were subsequently undertaken with the data made available.
Physician Sample and Response Rate
A sample of 3,724 physicians was selected for the 1995 NAMCS and 3,173
physicians were selected for the 1996 NAMCS. Screening out physicians who did
not meet eligibility requirements (e.g., federal physicians or full time hospital
practice) resulted in 2,587 and 2,142 eligible physicians for the 1995 and 1996
NAMCS, respectively. This included 744 primary care physicians and 186 psychiatrists in 1995, and 661 primary care physicians and 110 psychiatrists in 1996.
The following two mutually exclusive groups were developed for this study:
psychiatrists (including child psychiatry and adult psychiatry, excluding psychoanalysis), and primary care physicians (family and general practice, internal
medicine, obstetrics-gynecology, and pediatrics). Psychoanalysts were excluded
from this study because their practices depart significantly from those of primary
care physicians and subsequent comparisons between the latter group and psychiatrists would have been confounded with the inclusion of that specialty group.
One thousand eight hundred and eighty-three physicians responded to the
1995 NAMCS for an overall rate of 73 percent. One thousand five hundred
physicians responded to the 1996 NAMCS for an overall rate of 70 percent.
Five hundred and forty-six primary care physicians and 135 psychiatrists
responded to the 1995 NAMCS for response rates of 73 percent and 72 percent,
respectively. Four hundred and seventy primary care physicians and 79 psychiatrists responded to the 1996 NAMCS for response rates of 71 percent and
72 percent, respectively.
Population Estimates and Patient Demographics
The base population used in computing annual visit rates is based on provisional
estimates for the civilian noninstitutionalized population provided by the U.S.
Census Bureau. These estimates are presented for the purpose of providing
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denominators for rate computation and are generally not considered to be official
population estimates. Data on the demographic composition of patients who made
ambulatory visits in the two study years are available in publications from the
NCHS [1, 2].
Mental Health Profile of Patient Visits
The patient's documented complaints, symptom(s), or other reasons for an
ambulatory visit represent one of the most important items of the NAMCS. The
NAMCS categorizes all possible reasons for the visit into eight separate and
distinct Modules that include separate code ranges for each module. Up to three
separate "Reasons for Visit" can be documented on the PRF used in the survey.
The patient's first and initial reported complaint to the physician constitutes the
principal Reason for Visit.
The present study developed a subset of all visits confined to those that were
associated with patient-reported depressive symptoms. These depression visits
were further classified into whether symptoms were the principal reason for the
visit or whether the physician assigned them as the second or third reason for the
visit. The designation of a depression visit was made if it corresponded to one
of the following three characteristics: 1) routine symptoms of depressed mood
- (e.g., crying, sadness, grief); 2) disturbances of sleep; and 3) social adjustment
problems (e.g., loneliness or social isolation). These depression-like characteristics correspond to types of "conspicuous psychiatric illness" [22] that are recognized by primary care physicians and recorded in medical charts.
The study design emphasized patient presenting problems, rather than an
exclusive focus on physician diagnosis of depression, because of certain features
specific to primary care settings. First, rates of DSM-IV based diagnoses in
primary care vary due to physician [16], patient [38], and health care setting [40]
characteristics. The use ofDSM diagnoses could have controlled for differences in
severity of patient presentation to the physician groups. However, this strategy
would have greatly reduced the number of patient visits to primary care physicians
that were available for analysis. The potential result would have been to
underestimate the number of patients with depressive symptoms that visit these
physicians. Second, eliciting the expression of the patients' presenting problems
by primary care physicians has been found to increase overall improvement in
depression recognition and subsequent service delivery [41].
The study design emphasized a comparison of the proportion of ambulatory
visits made to each provider group based on patient demographics, rather than a
comparison of patient visits based solely on different symptomatology (e.g.,
depressive symptoms versus sleep disturbances versus adjustment problems). This
strategy was employed for two reasons. First, previous research has documented
that patient demographic characteristics are an important factor that influence
mental health demand and need [42]. Second, an examination of the pattern of
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visits based on each of the three depressive characteristics revealed insufficient
unweighted cases available for analyses due to patient demographic characteristics
(e.g., race or age group).
Thus, while not a valid diagnosis of DSM-[V Major Depressive Disorder, the
study criteria correspond, at a minimum, to a reliable marker of emotional and/or
psychosocial distress among patients seeing these physicians. Existence of this
distress marker is then used to examine demographic differences in case loads and
to assess for the likelihood of services offered by both provider groups based on
patient presentation.
Statistical Design
Ttests were first computed to test for differences in the proportion of depressive
symptom visits to each provider group. We then tested for the presence of significant differences in the demographic composition of patients who presented
with depressive symptoms to primary care physicians versus psychiatrists. The
NAMCS demographic variables selected were age group, gender, and race. For
Chi square analyses, the Pearson statistic was corrected for the complex survey
design and converted into an F statistic.
Lineavegression and logistic regression with adjusted odds ratios were used
to estimate the likelihood of differences in services rendered by primary care
physicians versus psychiatrists for patients with depressive symptoms as the
principal reason for visit. This subsample was selected for analysis because it was
reasoned that using all patient depression visits, including those in which general
medical symptoms were the principal reason for visit, would underestimate mental
health services delivered by primary care physicians and bias results. This odds
ratio was computed after controlling for the following factors: patient age, gender,
race, insurance status, health plan type, region of the country, and metropolitan!
nonmetropolitan status.
We also controlled. for the likelihood of receiving services due to patients
having more than one source of insurance. Each paysource variable included in
the analyses was restricted to only those observations where the patient had one
source of insurance. To assess for the effect of multiple sources of insurance, we
constructed a variable to account for visits where the patient had more than one
source of insurance.
The primary dependent variable was an indicator of the intensity of care for a
depressive symptom visit. This indicator was the total of eight components: patient
seen before for a depression visit, physician conducting a mental status examination; receipt of a DSM-IV diagnosis; any medication ordered during a depression
visit; psychotropic medication administered, continued, injected, ordered, or supplied during a depression visit; provision of mental health counseling; delivery or
referral for psychotherapy; duration in minutes for the depression visit; and
physician order for the patient to return at specified time for a depression visit.
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Analysis of individual components was planned if significant differences emerged
from analysis of the composite.
In order to provide estimates of office-based visits for any given year, the
NAMeS uses a complex visit weight that is computed from an annual estimate
of the U.S population provided by the U.S. Census Bureau. For this study, the
number of visits and percentages reported are based on the weighted estimates.
Estimates for the 1995 and 1996 surveys represent the annualized mean of the
two years. Standard errors (along with F- and t-tests) are adjusted for the weighting and sampling design (stratification) using procedures for complex survey
data implemented in STATA [43]. Analyses took into account the sample stratification, probability weights assigned to each observation, and computed adjusted
Wald F tests.

RESULTS
Depression Visits
The proportion of depression visits to the four primary care specialties is
presented in Table 1. An estimated 7,436,944 visits (47 percent of mental health
visits) were made to primary care physicians that included some notation of patient
depressive symptoms (e.g., depressed mood, insomnia, or adjustment problems)
by the physician. In contrast, an estimated 8,364,256 visits (53 percent of mental
health visits) were made to psychiatrists that included some notation of patient
depressive symptoms by the physician. The difference is not statistically significant (T = -1.52, P = .12). During that same time period, an estimated 3,588,770
visits (37 percent) were made to primary care physicians that involved depressive symptoms as the principal reason for visit. In contrast, an estimated 6, 151 ,027
visits (63 percent) were made to psychiatrists that involved depressive symptoms
as the principal reason for visit. The difference is statistically significant (T =
-3 .58, p = .000). The proportion of patients with primary visits for symptoms of
depressed mood (sadness, crying, grief, etc.) was greater to psychiatrists than to
primary care physicians (F = 1108, p = .000).

Table 1. Proportion of Patient Visits Types with Depressive Symptoms
to Primary Care Specialties
General Practice/
Family Physician

Internal
Medicine

Pediatrics

Obstetrics/
Gynecology

Any Depression
Visit

47.4

35.1

12.1

5.4

Depression
Principal Visit

50.2

39.6

8.7

1.5

