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Objectives. We examined the association between attributes of primary care providers
and care for depression, from a patients’ perspective, among a sample of predominantly
low-income African American women.

Methods. Computer-assisted telephone interviews were conducted among a population-
based sample of 1202 women residing in Washington, DC.

Results. Respondents whose primary care physicians provided more comprehensive
medical services were more likely to be asked about and treated for depressive symp-
toms than women whose providers were less medically comprehensive. Women who
rated their providers as having more respect for them also were more likely to be asked
about and treated for depression.

Conclusions. More comprehensive primary care delivery and a physician–patient rela-
tionship focused on mutual respect are associated with greater rates of physician inquiry
about and treatment for depression among vulnerable women. (Am J Public Health. 2003;
93:1328–1334)
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In addition, we hypothesized that women
whose primary care providers were more ac-
cessible, in terms of availability of appoint-
ments, hours of operation, and women’s abil-
ity to reach them by telephone, would be
more likely to be asked about depressive
symptoms. Previous studies have shown that
better access enhances the likelihood of re-
ceipt of needed health care, first-contact care
with a primary care provider, and provider
continuity.16,17 We examined, among a com-
munity sample of predominantly low-income,
African American women, associations be-
tween primary care attributes and care for
depression, both assessed from the patient’s
perspective.

METHODS

We identified a population-based sample of
women residing in Washington, DC, census
tracts where at least 30% of households had
incomes below 200% of the 1999 poverty
threshold.18 A professional sampling system
(Genesys; Georgetown University Medical
Center, Washington, DC, and Johns Hopkins
School of Public Health, Baltimore, MD) gen-
erated a list of telephone numbers designed
to provide a sample of 25% random-digit-
dialing and 75% targeted households. The

random-digit-dialing sample was generated
from the set of telephone exchanges that serv-
iced lower-income census tracts in Washing-
ton, DC. A listed household sample was
merged with demographic information, de-
rived from census and marketing data, that
targeted our inclusion criteria.

In addition to questions regarding mental
health services, the telephone survey used in
this study gathered information on respon-
dents’ use of cancer screening services; as a
result, only women older than 40 years were
eligible for participation. We developed the
survey with focus groups, results of previous
research,19–24 and pilot testing. It contained
items gathering information on women’s pri-
mary care experiences, demographic and so-
cioeconomic characteristics, insurance, health
status, and depressive symptoms. Interviews
were conducted during January through
March 2000 by experienced, trained female
interviewers. Further details regarding the de-
sign of the survey are available elsewhere.25

The response rate was 85%.

Dependent Variables
Three dichotomous items assessed whether

respondents had been asked about depressive
symptoms (“Has your regular doctor ever
asked if you were feeling down, depressed, or

Depression, a common and often chronic dis-
order, is expected to become the second great-
est cause of disability worldwide over the next
decade.1,2 Depressive symptoms, with or with-
out major depressive disorder, can impair
functioning to levels comparable to or worse
than those seen with chronic medical condi-
tions such as congestive heart failure, diabetes,
angina, and arthritis.3,4 Despite the chronic
and debilitating course of this disorder and
the existence of efficacious interventions,5

most people with depression fail to seek men-
tal health care; those who do seek care are
most frequently seen in primary health care
settings rather than psychiatric settings.6–8

Unfortunately, depression is underrecog-
nized and undertreated in these general med-
ical care settings,9–11 and there are inconsis-
tencies in the process and quality of care for
depression in primary care practices.12 There-
fore, an understanding of factors that influ-
ence identification and care for depression in
this setting is important. Lower-income and
non-White women are particularly unlikely to
seek care in mental health settings13; they are
more likely to seek help from primary health
care providers than are wealthier women and
White women.14 Yet, primary care providers
are less likely to diagnose depression among
African American women than among White
women.10,15

Although research has examined primary
care providers’ knowledge and communica-
tion style as factors in identifying depression,
little is known about the attributes of primary
care delivery systems as they relate to recog-
nition and treatment of this condition. Be-
cause lower-income African American women
are less likely to use mental health specialty
providers than primary care providers for
their psychosocial needs,13,14 we hypothesized
that, among these women, those whose pri-
mary care providers offered more medically
comprehensive services would be more likely
to have their psychosocial needs met.
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nervous?”), had been treated with medication
for depression (“Has your regular doctor ever
treated you with medication for being de-
pressed or for helping you with your mood?”),
or had undergone counseling for depression
suggested to them by their primary care
provider (“Has your regular doctor ever sug-
gested that you talk with a counselor to help
you with your mood?”). The 2 items assessing
treatment were not mutually exclusive, and
they were combined in the analyses; women
with a positive response to either item were
categorized as having had “treatment” recom-
mended. Together, the 3 outcomes just de-
scribed are termed “care for depression.”

Independent Variables
Primary care. The main independent vari-

ables of interest were the primary care vari-
ables. We defined primary care with the Insti-
tute of Medicine’s definition: “provision of
integrated, accessible health care services by
physicians that are accountable for addressing
a large majority of personal health care
needs, developing a sustained partnership
with patients, and practicing in the context of
family and community.”26 The key attributes
of primary care thus include organizational,
financial, and geographic accessibility; com-
prehensive service delivery; a strong pa-
tient–provider relationship; continuity with a
provider; and coordination of specialty
care.26–27

On the basis of our pilot testing, we
adapted items from the Primary Care Assess-
ment Survey in developing our primary care
variables.19 Because our survey was adminis-
tered by telephone to a sample that involved
a relatively low literacy rate, it was necessary,
in the case of certain items, to decrease the
number of response options from 6 to 4.
Scales were not created; rather, each primary
care item was assessed as a separate “predic-
tor” of the dependent variables (inquiry about
and treatment for depressive symptoms). We
retained the individual variables so that we
would be able to ascertain the particular as-
pects of each primary care domain that were
associated with each outcome. Hence, use of
individual primary care items allowed us
more insight than use of general scales would
have provided. Responses to each item were
dichotomized, at the median, into “lower” and

“higher” amounts of the primary care charac-
teristic in question. Women’s perceptions of
their practice’s primary care features were as-
sessed as follows.

Accessibility was operationalized according
to the techniques of previous studies.17 Fi-
nancial accessibility was assessed with a
single item asking about the amount of
money women paid for office visits. Geo-
graphic accessibility was assessed with a
single item focusing on women’s ratings of
the convenience of their regular doctor’s of-
fice location. Organizational accessibility (fac-
tors involved in arranging and promoting en-
counters between patients and providers25)
was assessed with 4 items: appointment
availability, appointment delays, ease of tele-
phone communication, and amount of physi-
cian time with the patient.

The first aspect of comprehensive service de-
livery, overall comprehensiveness, was as-
sessed with the following questions: “Think-
ing about how well your doctor knows you,
how would you rate your regular doctor’s
ability to take care of all of your health care
needs? Would you say it is poor, fair, good, or
excellent?” The second aspect of comprehen-
sive delivery was comprehensiveness of med-
ical counseling (i.e., regarding smoking, alco-
hol use, and diet). The third aspect was
comprehensiveness of evidence-based med-
ical screening services (cholesterol, blood
pressure, height and weight, clinical breast ex-
amination and mammogram). The fourth as-
pect was thoroughness of problem-focused
physical examinations.

Using recognized conceptualizations of the
patient–provider relationship,26,28–31 we in-
cluded 5 items that assessed 3 aspects of this
relationship: communication, trust, and com-
passion. Communication was assessed with a
question asking the respondent how she
would rate her regular doctor’s explanations
of her health problems or treatment. Re-
sponses were made on a 4-point scale in
which response options ranged from poor to
excellent. Trust was assessed with a single
item: “All things considered, how much do
you trust your doctor, on a scale from 0 to
10, where 0 is not at all and 10 is com-
pletely.” Compassion was assessed with items
asking women to rate their regular provider’s
(1) patience with their questions or worries,

(2) care and concern for them, and (3) respect
for them. Each item involved the same 4 re-
sponse options, ranging from poor to excel-
lent. Item responses were dichotomized at the
median. All of the concepts just described
were measured in the context of the global
patient–provider relationship; items were not
visit specific.

Coordination of specialty care was assessed
with women’s ratings of their regular physi-
cian’s help in obtaining appointments with
specialists, involvement in their care when
they were hospitalized or under a specialist’s
care, and help in understanding specialists’
recommendations or directions. This variable
was assessed only among the 748 women
who had been referred to a specialist or hos-
pitalized by their regular physician.

Continuity of care included the degree to
which women’s office visits involved the same
clinician (visit continuity) and the duration of
that relationship with the clinician (longitudi-
nal continuity). Visit continuity was assessed
through determination of whether the woman
had a usual site of primary care, and if so,
whether she had a regular clinician at that
site whom she saw for most of her visits. As a
means of assessing relationship duration,
women were asked, “How long has this per-
son/place been your doctor/source of care?”

Depression status. Survey respondents com-
pleted the depression module of the Patient
Health Questionnaire from the Primary Care
Evaluation of Mental Disorders (PRIME-MD),
a reliable and validated screening instru-
ment24 that assesses specific disorders accord-
ing to criteria from the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edition.
The PRIME-MD23,24 has been widely used in
clinical research, and items can be read to the
patient if necessary.21 The interview format
has been used in previous studies involving
lower-income women and members of ethnic
minority groups.7,32 Results from the PRIME-
MD were used to classify individuals into 1 of
3 groups: no depression, minor depression, or
major depression.

Control Variables
Control variables included demographic

and socioeconomic characteristics such as
age, household income, race/ethnicity, educa-
tion, and health, employment, and insurance
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TABLE 1—Characteristics of the Study Population: Washington, DC, 2000.

Overall Nondepressed Minor or Major
Characteristic (n = 1205), % (n = 908), % Depression (n = 294), %

Age, y

41–64 44.7 43.1 46.0

≥ 65 55.3 56.9 54.0

Education, y

< 12 26.3 23.5 32.6a

12 33.5 33.0 35.9

≥ 12 40.2 43.5 31.2a

Income, $

Don’t know/refused 26.9 27.1 27.4

≤ 30 000 42.5 39.3 48.9a

> 30 000 30.6 33.6 23.6a

Race/ethnicity

Black/African American 82.7 82.0 84.8

White 6.6 7.4 4.6

Hispanic/other 3.7 3.6 4.2

Refused 7.0 6.9 6.3

Owns home 66.2 69.8 58.8a

Work status

Retired/disabled 62.6 62.3 66.1

Working full–time 24.3 25.1 19.5

Other 13.6 12.6 14.4

Married/living as married 26.5 27.0 22.5

Poor/fair health status (self-assessed) 26.2 20.6 39.4a

Has a regular medical practitioner 84.8 85.1 86.4

Health insurance for any period during past 12 mo

Public only 22.8 19.6 28.8a

Private (may include Medicare/Medicaid) 67.9 71.6 60.2a

Uninsured for entire past 12 mo 9.3 8.8 11.0

Note. Three women were missing information on the Primary Care Evaluation of Mental Disorders, so the sample size was
1202 for this variable.
aχ2 P = .001 for comparison of percentages between depressed and nondepressed women.

status. Insurance categories were uninsured,
public insurance only, and private. To be con-
sidered “uninsured,” a woman had to have
lacked coverage for the entire 12 months be-
fore the interview.

Four hundred fifty-five women in the sam-
ple (37.8%) had Medicare coverage. Of these
women, those with no additional supplemen-
tary health insurance plan (i.e., Medi-Gap)
(includes those with Medicare part B cover-
age) were categorized as having public insur-
ance coverage only. Women who had Medic-
aid and no additional private insurance
coverage were classified as “public only.”
Women who had a Medi-Gap policy in addi-
tion to Medicare coverage were categorized
as having private insurance coverage and
public coverage as well. These categories al-
lowed us to distinguish between women with
and without additional private insurance cov-
erage above and beyond that provided by
Medicaid or Medicare.

We also measured the number of visits
women had had with their regular provider in
the previous year. This “visit frequency” vari-
able was included as a covariate in the mod-
els, the reason being that an increased num-
ber of visits implies more opportunities for
contact and inquiry regarding depressive
symptoms.

Data Analysis
We used χ2 tests to assess significance in

cross tabulations. We conducted stratified
analyses to detect possible interaction effects,
focusing special attention on potential interac-
tions between insurance and the 2 indepen-
dent variables of primary interest, organiza-
tional access and comprehensiveness of
medical services. All demographic, socioeco-
nomic, health status, primary care, visit fre-
quency, insurance, and plan type characteris-
tics that were conceptually important and
contributed to the fit of the model were used
as covariates in the logistic regression analy-
ses.33 We conducted bivariate logistic regres-
sion analyses to assess the effect of each indi-
vidual primary care domain on care for
depression, adjusting for age, education, in-
come, health status, depression status, insur-
ance coverage, and frequency of primary care
visits. We then computed full models (1 with
the outcome of inquiry regarding care for de-

pression and 1 with the outcome of treatment
for depression) that adjusted for the same co-
variates but also included all of the primary
care domains so that we could obtain ad-
justed “full model” odds ratios.

RESULTS

Sample Characteristics and Prevalence
of Depressive Symptoms

Table 1 describes the study population,
82.7% of which was African American. The
percentage of women in the 41- to 64-year
age group (13.2%) who were uninsured was
slightly higher than the national rate (7%) for

this group.34 The majority of respondents
(62%) used a private doctor or a health main-
tenance organization; 27% visited community
health centers or other nonprofit community
health clinics. According to the PRIME-MD,
4.7% of the sample screened positive for
major depression, and 19.7% screened posi-
tive for minor depression. Higher percentages
of younger and poorer women were de-
pressed (Table 1).

Consistent with previous studies,9–11 rates
of inquiry about and treatment for depression
were low (Figure 1), even though 98% of de-
pressed women reported at least 1 visit to
their primary care provider in the previous
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Total sample
N=1202 Women

Not currently depressed Minor depression         Major depression
on PRIME-MD on PRIME-MD        on PRIME-MD
        n=908          n=237                   n=57

         (75.5%)                 (4.7%)

Physician            Treatment        Physician         Treatment Physician      Treatment
inquiry       inquiry  inquiry

n=326       n=105       n=121           n=61 n=34 n=33
(36%)      (11%)      (51%)         (26%) (60%) (57%)

   (19.7%)

FIGURE 1—Study women’s prevalence of depression on the PRIME-MD and their primary
care physicians’ inquiries about and recommendations of treatment for depression.

12 months and 70.4% reported more than 2
such visits. Presence of depressive symptoms
was the factor most consistently associated
with recognition and treatment of depression
on the part of primary care practitioners
(P=.001).

Association of Primary Care Attributes
With Care for Depression

Table 2 presents adjusted odds of one’s
regular provider inquiring about depressive
symptoms according to primary care charac-
teristics. Accessibility, comprehensiveness of
medical care, patient–provider communica-
tion, coordination of specialty care, and dura-
tion of relationship with one’s primary care
provider were each individually associated
with such inquiries in the bivariate models
adjusting for age, socioeconomic status, de-
pression status, health status, frequency of pri-
mary care visits, and insurance status. In the
models that included all of the primary care
characteristics, certain variables stood out as
being significantly associated with physician
inquiries: comprehensiveness of care, having
a more respectful provider, and having a sus-
tained relationship with one’s provider.

Table 3 presents the adjusted odds of re-
ceiving treatment for depression. Comprehen-
siveness of medical services, provider com-
passion, and coordination of specialty care
were positively associated with treatment rec-
ommendation in the bivariate models. In the
full model, which also included all primary
care characteristics, comprehensiveness of
care and having a more respectful provider

were significantly associated with treatment
for depression.

In all of the analyses, depression status was
the variable most strongly associated with
likelihood of receiving care for depression
from a primary care provider. Women with
better self-assessed physical health status had
lower odds of being asked about and treated
for depression. Consistent with earlier re-
search,35 having public insurance coverage
was positively associated with one’s regular
provider inquiring about and recommending
treatment for depression. Privately insured
women were about half as likely as publicly
insured women to have treatment for depres-
sion recommended by their primary care
provider (P<.01) after adjustment for depres-
sion status (data not shown).

Neither financial nor geographic accessibil-
ity of primary care was associated with
provider inquiry about or treatment for de-
pression. Whereas insured women exhibited
no significant differences in rates of provider
inquiry according to accessibility, there were
differences among women who were unin-
sured. Uninsured women were more likely to
be asked about depressive symptoms if their
providers were more accessible (specifically, if
the women encountered shorter waits for ap-
pointments, were better able to contact their
provider by telephone, and reported more
satisfaction with the length of their clinical en-
counters). When this “interaction” between
organizational access and insurance was in-
cluded in the logistic regression analyses, it
did not alter the results.

DISCUSSION

In this study, we examined whether spe-
cific attributes of primary care settings were
associated with care for depression. Among
the urban, low-income, predominantly Afri-
can American women who took part in our
study, those whose primary care providers
provided more comprehensive medical ser-
vices were significantly more likely to be
asked about and treated for depression. In ad-
dition, women who perceived their primary
care providers as being more respectful and
women who had a sustained relationship with
a provider had higher odds of being asked
about and treated for depression.

Women whose primary care providers met
more of their medical (physical) needs were
more likely to obtain care for their psychoso-
cial needs in regard to depression. To our
knowledge, there is little literature exploring
this relationship. One study assessed the men-
tal health needs of young women and the ex-
tent to which their public-sector gynecological
clinics provided comprehensive medical care.7

However, that study did not examine the ex-
tent to which comprehensiveness of medical
services was associated with being asked
about or treated for those mental health
needs.

In our study, not only the counseling as-
pects of comprehensiveness (e.g., counseling
regarding tobacco and alcohol use and diet)
but also the noncounseling aspects (e.g.,
height, weight, cholesterol, blood pressure
screening) were associated with care for de-
pressive symptoms. These findings suggest
that care for depression is 1 element of the
overall comprehensiveness of primary care
practices. There is a need for further research
investigating why some primary care practices
offer a broader range of services than others.

Provider accessibility, although important
in encouraging first-contact care,17 was not as-
sociated with care for depression except in
the case of uninsured women. Among these
women, having more accessible providers was
associated with higher rates of provider in-
quiries about depression. Many women may
not seek primary care services because of de-
pressive symptoms but may raise mental
health concerns during the course of visits
made for other reasons.
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TABLE 2—Women’s Odds of Being Asked About Depression by Their Primary Care Physicians,
by Primary Care Characteristics (n=1202)

Primary Care Characteristic Bivariate Odds Ratio Full Model Odds Ratio

Organizational accessibility

Office hours/appointment availability 1.04 0.73

Waiting time for appointments 1.52** 1.20

Ability to reach the office by telephone 1.48** 0.94

Amount of time spent with physician 1.64** 1.10

Comprehensiveness of medical services

Ability of physician to address health care needs 1.66** 1.00

Thoroughness of physical examination 1.79** 1.44*

Screening in past year 1.50* 1.33*

Counseling comprehensiveness in past year 3.12** 3.05**

Patient–physician relationship: communication

Explanations of health problems or treatments 1.56** 0.91

How often questions were left unanswered 1.12 0.93

Patient–physician relationship: trust

Extent to which physician trusted 1.48** 1.12

Belief that physician’s primary concern is holding down costs 0.89 1.18

(reference group: women responding affirmatively)

Patient–physician relationship: compassion

Physician is patient with questions or worries 1.79** 1.25

Physician is caring 1.96** 1.19

Physician is respectful 2.00** 1.78**

Coordination of carea

Help from physician in obtaining appointment with specialist 1.43** 0.89

Involvement of physician in treatment by specialist or hospitalization 1.64** 1.14

Physician helped provide an understanding of specialist’s or other 1.59** 1.12

doctor’s recommendations or directions

Continuity of care

Has usual site of primary care (reference group: no site) 2.09 1.43

Presence of regular practitioner at site of care 1.41 1.50

Visit continuity (more vs fewer visits with same practitioner) 1.22 1.60

Duration of relationship more than 2 years (reference group: fewer 1.39** 1.30*

than 2 years)

Note. Unless otherwise noted, reference groups were those possessing fewer of the primary care characteristics. “Bivariate”
odds ratios were obtained from bivariate logistic regression analyses that included 1 primary care variable along with all of
the following covariates: age, depression status, income, education, health status, insurance status, and frequency of primary
care visits. “Full model” odds ratios adjusted for age, depression status, income, education, health status, insurance
coverage, frequency of primary care visits, and all of the primary care features included in the first column.
aCoordination of care items were completed only by the 748 women whose regular physicians had recommended that they
see a specialist or who were hospitalized.
*P < .05; **P ≤ .01.

Continuity has been well documented as a
feature important to patients36 and has been
associated with better health outcomes, in-
cluding enhanced recognition of a patient’s
health needs.26,27 Patients who have a contin-
uous relationship with a regular provider have
better access to care.37 Accordingly, in our
study, women who had sustained relation-

ships with their primary care providers were
more likely to be asked about depression.

Respect appears to be an important attrib-
ute of patient-centered care among low-
income, minority women. As was the case
with earlier investigations,38,39 our study re-
vealed associations between interpersonal as-
pects of the patient–provider relationship

and care for depression. Women who per-
ceived their providers as being more respect-
ful were more likely to receive care for de-
pression. The fact that women who were
more often asked about depression also rated
their providers as more respectful implies
that providers should not be concerned that
asking women about depressive symptoms
will insult them.

Limitations of this study include the re-
liance on self-reported data without medical
record validation, the possibility of recall
bias, the cross-sectional study design, and the
absence of information on primary care pro-
viders’ knowledge about and attitudes to-
ward depression. Because we did not collect
data from primary care providers, we lacked
specific information on whether women’s
health plans offered mental health “carve-
out” benefits—that is, contracts with other
organizations to provide mental health ser-
vices in settings other than primary care.
Women with previously recognized depres-
sion whose plans include carve-out benefits
would not be expected to receive depression
treatment from their primary care provid-
ers.40 Nonetheless, women who fail to recog-
nize their own depressive symptoms often
present to the primary care setting with
physical complaints, and the primary care
provider is often their only contact with the
health care system.

In addition, we did not assess race concor-
dance between patients and providers. Previ-
ous research has shown that African Ameri-
cans rate quality of interpersonal care higher
in race-concordant patient–provider relation-
ships.41 If such race concordance, or its ab-
sence, had any effects on care for depression,
we were unable to control for them. Finally,
given the multiple individual comparisons
made in our analyses, some of the associa-
tions noted may have been due to chance.
However, the consistency of the findings
across items within domains and across out-
comes decreases the likelihood that these
findings are spurious.

Because our study was community based,
the respondents exhibited varying levels of
access to and use of primary care; this strat-
egy ensured that the voices of women with
less access to primary care were heard. It also
allowed us to include nondepressed women.
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TABLE 3—Women’s Odds of Being Treated for Depression by Their Primary Care Physicians,
by Primary Care Characteristics (n=1202)

Primary Care Characteristic Bivariate Odds Ratio Full Model Odds Ratio

Organizational accessibility

Office hours/appointment availability 1.15 1.21

Waiting time for appointments 1.06 0.95

Ability to reach the office by telephone 0.82 0.64

Amount of time spent with physician 1.15 1.08

Comprehensiveness of medical services

Ability of physician to address health care needs 1.47** 1.34

Thoroughness of physical examination 1.42* 1.42

Screening in past year 0.79 1.47*

Counseling comprehensiveness in past year 2.03** 1.64**

Patient–physician relationship: communication

Explanations of health problems or treatments 0.87 0.41

Frequency at which questions left unanswered 0.69 0.58

Patient–physician relationship: trust

Extent to which physician trusted 1.23 1.44

Belief that physician’s primary concern is holding down costs (reference 1.00 1.18

group: those responding affirmatively)

Physician is patient with questions or worries 1.33 1.32

Physician is caring 1.42* 0.99

Physician is respectful 1.47* 2.04**

Coordination of carea

Help from physician in obtaining appointment with specialist 1.42* 1.30

Involvement of physician in treatment by specialist or hospitalization 1.59** 1.16

Physician helped provide an understanding of specialist’s or other 1.51** 1.07

doctor’s recommendations or directions

Continuity of care

Has usual site of primary care (reference group: no site) 1.97 0.75

Presence of regular practitioner at site of care 1.05 0.82

Visit continuity (more vs fewer visits with the same practitioner) 0.91 0.83

Duration of relationship more than 2 years (reference group: fewer 1.05 1.14

than 2 years)

Note. Unless otherwise noted, the reference group (odds ratio of 1) for all primary care variables was the lower category. For
example, women’s ratings of comprehensiveness of screening services were dichotomized into lower vs higher, with lower as
the reference group. “Bivariate” odds ratios were obtained from bivariate logistic regression analyses that included 1 primary
care variable along with all of the following covariates: age, depression status, income, education, health status, insurance
status, and frequency of primary care visits. “Full model” odds ratios adjusted for age, depression status, income, education,
health status, insurance coverage, frequency of primary care visits, and all of the primary care features included in the first
column.
aCoordination of care items were answered only by the 748 women whose regular physicians had recommended that they see
a specialist or who were hospitalized.
*P < .05; **P ≤ .01.

Inclusion of our nondepressed comparison
group allowed us, in turn, to adjust for poten-
tial negative bias among depressed patients,
whose ratings of care might reflect their own
affect rather than the actual quality of care
received. Inclusion of items assessing specific
features of primary care is important in a

study of depressive symptoms among women
with varying levels of access. Whereas there
is a sizable literature on specific features of
primary care as they relate to physical health
status, preventable medical hospitalizations,
and use of clinical preventive services,42–45

fewer investigations have focused on specific

features of primary care as they relate to
treatment for depression.

The results of this study have additional
implications for care for depression among
lower-income women. The association be-
tween duration of patient–physician relation-
ship and physician inquiries about depressive
symptoms highlights the importance of this
basic tenet of primary care. When patients
are forced to change their regular primary
care providers—a frequent occurrence, espe-
cially among members of lower-income
groups with transient insurance coverage or
changes in employment—their relationships
with their providers, and the coordination of
their care, suffer.46 Such disruptions in care
may have negative implications for recogni-
tion and treatment of depression among these
groups.

In summary, rates of primary care provider
inquiries about and treatment for depression
were low in this sample of urban, low-income,
predominantly African American women.
Women with primary care providers who of-
fered more comprehensive services, in terms
of meeting all of these women’s medical
needs, were significantly more likely to be
asked about and treated for depression. As-
pects of the patient–provider relationship,
such as whether women were treated with re-
spect, were also associated with inquiry about
and treatment for depression. In addition,
women with sustained relationships with their
primary care providers were more likely to be
asked about depression.

Research on improving care for depression
needs to further explore the mechanisms and
temporal aspects of the relationships between
primary care attributes and treatment for de-
pression. Should such relationships be con-
firmed, health care plans might consider
structuring themselves to promote compre-
hensive service delivery and to foster continu-
ity of care and strong patient–provider rela-
tionships. In terms of quality improvement
efforts, current interventions directed at pri-
mary care providers focus on improving pro-
viders’ knowledge of depression treatment
guidelines. Our findings suggest the possibility
that future interventions targeting providers
should incorporate patient-centered commu-
nication skills training, especially in the area
of relationship building.
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