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OBJECTIVE:

 

 To investigate how important treatment for
emotional distress is to primary care patients in general and
to primary care patients with depression, and to evaluate the
types of mental health interventions they desire.

 

DESIGN:

 

Patient surveys.

 

SETTING:

 

Five private primary care practices.

 

MEASUREMENTS AND MAIN RESULTS:

 

 Patients’ desire for
treatment of emotional distress and for specific types of
mental health interventions were measured, as well as pa-
tients’ ratings of the impact of emotional distress, the fre-
quency of depressive symptoms, and mental health function-
ing. Of the 403 patients, 33% felt that it was “somewhat
important” and 30% thought it was “extremely important”
that their physician tries to help them with their emotional
distress. Patient desire for this help was significantly related
to a diagnosis of depression (

 

p

 

 

 

,

 

 .001), perceptions about the
impact of emotional distress (

 

p

 

 

 

,

 

 .001), and mental health
functioning (

 

p

 

 

 

,

 

 .001). Among patients with presumptive di-
agnoses of major and minor depression, 84% and 79%, re-
spectively, felt that it was at least somewhat important that
they receive this help from their physician. Sixty-one per-
cent of all primary care patients surveyed and 89% of de-
pressed patients desired counseling; 23% of all patients and
33% of depressed patients wanted a medication; and 11% of
all patients and 5% of depressed patients desired a referral to
a mental health specialist.

 

CONCLUSIONS:

 

 A majority of these primary care patients and
almost all of the depressed patients felt that it was at least
somewhat important to receive help from their physician for
emotional distress. The desire for this help seems to be re-
lated to the severity of the mental health problem. Most of
the patients wanted counseling, but relatively few desired a
referral to a mental health specialist.
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D

 

epression is one of the most common and important
conditions found in the primary care setting.

 

1–4

 

 Un-
fortunately, primary care physicians fail to recognize de-
pression in at least half of their patients, and the treat-
ment they provide is frequently less than optimal.

 

5–9

 

 A
majority of primary care physicians cite patient resistance
to diagnosis and treatment of mental health disorders as
an important obstacle to providing this care.

 

10,11

 

 The pur-
pose of this study was to evaluate this common physician
perception by investigating how important treatment for
mental health problems is perceived to be by primary care
patients in general and by primary care patients with pre-
sumptive diagnoses of major or minor depression in par-
ticular. We also evaluated the types of mental health
treatments these patients desired. Finally, we sought to
learn more about the characteristics of patients who de-
sire mental health treatment by evaluating the factors
(e.g., severity of depressive symptoms, severity of medical
problems, functional status, age, gender, and race) that
might contribute to patients’ perceptions about the im-
portance of treatment for their emotional distress.

 

METHODS

 

The study, conducted in 1995 in five adult primary
care practices in the Philadelphia area, included 403 pa-
tients. All patients seen in those practices during enroll-
ment days who were between the ages of 15 and 75 were
consecutively considered for inclusion. Exclusion criteria
included dementia and other factors (e.g., language, inca-
pacitating illness, and poor vision) that would make it dif-
ficult for a patient to read and understand the self-admin-
istered questionnaires. Only 9.4% of patients who were
eligible refused to participate. All questionnaires were
completed in the primary care physician’s waiting room
before the patient’s visit.

We evaluated the patient’s desire for treatment of
emotional distress by asking, “How important is it to you
that your doctor tries to help you with your emotional dis-
tress?” Possible responses included (1) “not at all impor-
tant,” (2) “somewhat important,” and (3) “extremely im-
portant.” Patients were also asked, “During the past week,
how much effect has emotional distress had on the way
you have been feeling and functioning?” Responses
ranged from 1 

 

5

 

 “no effect at all” to 3 

 

5

 

 “a great deal of ef-
fect.” The nine core symptoms of depression were evalu-
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ated by a self-administered version of the Primary Care
Evaluation of Medical Disorders Procedure (PRIME-MD),

 

1

 

with a 5-point Likert response scale for each symptom
ranging from 1 

 

5

 

 “never” to 5 

 

5

 

 “constantly” (all day, ev-
ery day). Patients met criteria for a presumptive diagnosis
of major depression if they indicated they had five depres-
sive symptoms “frequently” (nearly every day) or “con-
stantly” during the past 2 weeks and at least one of these
symptoms was depressed mood (“feeling down, depressed
or hopeless”) or anhedonia (“little interest or pleasure in
doing things”). The criteria for a presumptive diagnosis of
minor depression were that the patient acknowledge from
two to four depressive symptoms occurring “frequently” or
“constantly,” at least one of which was depressed mood or
anhedonia.

In a subset of 273 consecutively enrolled patients we
included the Medical Outcome Study Short Form General
Health Survey (MOS SF-20).

 

12

 

 The MOS SF-20 measures
functional status across six dimensions—bodily pain,
physical functioning, role functioning, social functioning,
mental health functioning, and health perception (all
scored from 0 to 100, with higher scores indicating better
functioning). In this subset we also asked physicians to
rate their patients’ overall physical health from 1 

 

5

 

 poor
to 5 

 

5

 

 excellent.
A second subset of 130 consecutive patients were

also asked to indicate the ways they felt their doctor
might help them with their emotional distress during the
visit. Possible responses included (1) Listen to me de-
scribe the emotional distress in my life; (2) Help me un-
derstand the nature of this distress better; (3) Offer me
advice on how to deal with this distress; (4) Reassure me
that this distress will improve; (5) Discuss what effects, if
any, this distress might have on my physical health; (6)

Prescribe a medication to help me relax or feel happier;
and (7) Refer me to a mental health specialist. For the
purpose of this analysis, we considered the first five inter-
ventions under the general heading of counseling.

 

RESULTS

 

Of the 403 study patients, 65% were female and 51%
were white. The mean age of the sample was 45.7 years
(SD 

 

6

 

 16.2 years). Mental health symptoms were common
in this population, with 42% indicating that emotional
distress was having “some effect” on the way they had
been feeling and functioning, and another 18% indicating
that it had “a great deal of effect.” Thirty-two patients (8%)
met the criteria for a presumptive diagnosis of major de-
pression, while another 36 (9%) met the criteria for a pre-
sumptive diagnosis of minor depression. When patients
were asked how important it was that their primary care
physician try to help them with their emotional distress,
37% considered it to be “not at all important,” while 33%
felt it was “somewhat important,” and 30% thought it was
“extremely important.”

There was a significant main effect (

 

x

 

2

 

 

 

5

 

 23.91, 

 

df

 

 

 

5

 

 2,

 

p

 

 

 

,

 

 .001 by Kruskall-Wallis one-way analysis of variance)
of depression diagnosis on patients’ desire for help with
their emotional distress (see Table 1). Almost all patients
with a presumptive diagnosis of major depression (84%)
and minor depression (79%) were at least somewhat inter-
ested in receiving help for their emotional distress. Post
hoc paired comparisons among the three groups revealed
that patients with major depression and minor depression
were significantly more likely to desire treatment for emo-
tional distress than patients with no depression (

 

p

 

 

 

,

 

 .02

 

Table 1. Importance of Physician’s Help

 

Variable
Not at All Important,

 

n

 

 (%)
Somewhat Important,

 

n

 

 (%)
Extremely Important,

 

n

 

 (%)
Total,

 

n

 

 (%)

 

Presumptive diagnosis*
A. No depression 135 (40) 122 (35) 82 (24) 339 (84)
B. Minor depression 7 (21) 7 (21) 19 (58) 33 (8)
C. Major depression 5 (16) 8 (26) 18 (58) 31 (8)

Impact of emotional distress

 

†

 

A. None 98 (60) 36 (22) 28 (17) 162 (40)
B. Some 40 (24) 80 (48) 47 (28) 167 (42)
C. A great deal 9 (12) 20 (27) 44 (60) 73 (18)

Mental health functioning

 

‡

 

A. Best 53 (64) 16 (19) 14 (17) 83 (31)
B. Middle 37 (38) 39 (40) 22 (22) 98 (36)
C. Worst 13 (14) 37 (41) 41 (45) 91 (33)

*

 

x

 

2

 

 

 

5

 

 23.91, 

 

df

 

 

 

5

 

 2, 

 

p

 

 

 

,

 

 .001. Post hoc tests corrected for multiple comparisons. A is significantly different from B and C (

 

p

 

 

 

,

 

 .02). B is not
significantly different from C.

 

†

 

x

 

2

 

 

 

5

 

 69.69, 

 

df

 

 

 

5

 

 2, 

 

p

 

 ,

 

 .001. Post hoc tests corrected for muliple comparisons. A is significantly different from B and C (

 

p

 

 

 

,

 

 .001). B is signif-
icantly different from C (

 

p

 

 

 

,

 

 .001).

 

‡

 

x

 

2

 

 

 

5

 

 41.95, 

 

df

 

 

 

5

 

 2, 

 

p

 

 

 

,

 

 .001. Post hoc tests corrected for multiple comparisons. A is significantly different from B and C (

 

p

 

 

 

,

 

 .001). B is sig-
nificantly different from C (

 

p

 

 

 

,

 

 .01).
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using the Mann-Whitney 

 

U

 

 Test with Bonferroni’s correction
for type 1 errors). Patients with major depression were not
different in this regard from patients with minor depression.

Two other global measures of mental health function-
ing were used to evaluate the relation between the sever-
ity of mental health problems and how important patients
felt it was for their physicians to help them with their emo-
tional distress (Table 1). One measure of mental health
functioning was based on patients’ responses to the ques-
tion on the effect of emotional distress on how well they were
feeling and functioning. The other measure came from the
mental health subscale on the MOS SF-20 with patient
scores divided into tertiles. In both cases, as mental health
functioning got progressively worse, the importance patients
attached to treatment of emotional distress increased (main
effects were significant at 

 

p

 

 

 

,

 

 .001, and all paired compari-
sons were significant at 

 

p

 

 

 

,

 

 .01 using the Mann-Whitney

 

U

 

 Test with Bonferroni’s correction for type 1 errors).
To evaluate the influence of other variables (age, gen-

der, race, functional status, and severity of medical ill-
ness) on patients’ desires for treatment of emotional dis-
tress, we ran a multiple regression analysis in which we
controlled for severity of mental illness by forcing in the
three measures of severity of mental illness (depressive
symptoms, impact of emotional distress on how well the
patient was feeling and functioning, and the score on the
MOS SF-20 mental functioning subscale) in step 1. These
three variables collectively explained 25% of the variance
in the patients’ rating of the importance of obtaining
treatment for their emotional distress. In step 2, the re-
maining independent variables included patient’s age,
gender, race, the six subscales of the MOS SF-20, and the
physician’s rating of the severity of medical illness. Of
these variables only social functioning entered the equa-
tion, explaining only another 1% of the variance in pa-
tients’ desires for treatment of emotional distress. It thus
appears that after severity of mental health illness is ac-
counted for, the patient’s demographic characteristics,
functional status, and severity of medical illness contrib-
uted very little to their desire for mental health treatment.

A subset of the sample of primary care patients (

 

n

 

 

 

5

 

130) was given a list of potential mental health interven-
tions that could be provided by their primary care physi-
cian. For the purpose of this analysis, the interventions
that involved listening, increasing patient understanding,
offering advice, providing reassurance, and discussing the
impact of distress were placed together under the general
heading of counseling. Overall, 62% of these patients de-
sired some form of counseling from their primary care phy-
sician for their emotional distress; 23% wanted their physi-
cian to prescribe a medication to help them relax or feel
happier, and 11% desired a referral to a mental health spe-
cialist. Patients who felt it was “extremely important” for
their doctor to help them with their emotional distress were
more likely to request counseling than those who felt it was
“somewhat important” or “not at all important” (97% vs
78% vs 15%, 

 

p

 

 

 

,

 

 .001). The same types of differences also

existed when comparing the “extremely important,” “some-
what important,” and “not at all important” groups in
terms of their desire for medications (47%, 22%, and 2%,

 

p

 

 

 

,

 

 .001) and referral (22%, 13%, and 0%, 

 

p

 

 

 

,

 

 .001).
In the subset of the sample asked to indicate a prefer-

ence for potential interventions, 9 patients (7%) had a
presumptive diagnosis of major depression and 12 pa-
tients (9%) had a presumptive diagnosis of minor depres-
sion. Taken together 71% of patients with these mood dis-
orders desired counseling, 33% wanted a medication, and
5% wanted a referral.

 

DISCUSSION

 

Our data suggest that depressed patients are not re-
luctant to express a desire for help with their emotional
distress when they are specifically asked about it. Ap-
proximately 84% of patients with a presumptive diagnosis
of major depression and 79% of patients with a presump-
tive diagnosis of minor depression were at least somewhat
interested in help from their primary care physicians for
these emotional problems. In fact, a majority of all pri-
mary care patients felt that it was either “extremely im-
portant” (30%) or “somewhat important” (33%) for their
physician to help them with their emotional distress.

Patients’ desire for help for their emotional distress
was related to the severity of their depressive symptoms
and their mental health functioning. Yet the percentage of
primary care patients who were at least somewhat inter-
ested in help for their emotional distress (63%) appears to
be greater than the known prevalence of diagnosable
mental health disorders in primary care.

 

1

 

 This phenome-
non has been recognized by other investigators, such as
David Goldberg, MD,

 

13

 

 who argues that many emotionally
distressed patients who do not meet the formal criteria for
a mental health disorder will still benefit from their pri-
mary care physician’s attention to their distress.

Our data indicate that most, but certainly not all, of
those patients who were likely to benefit from treatment of
emotional distress felt that it was at least somewhat im-
portant to receive help from their physician for their dis-
tress. Sixteen percent of the patients with a presumptive
diagnosis of major depression, 12% of patients who indi-
cated that emotional distress was having a great deal of
effect on the way they were feeling and functioning, and
14% of patients in the worst tertile of mental health func-
tioning did not feel it was important for their physician to
try to help them with their emotional distress. Some of
these patients may have already been receiving help from a
mental health specialist. Others may have been concerned
about the stigma associated with mental health disorders.
Some patients may have believed that their emotional
problems would get better on their own or that they were
capable of coping with them without their physician’s help.

Nonetheless, our data suggest that it may be useful
for primary care physicians to ask routinely about the im-
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pact of emotional distress on how their patients have
been feeling and functioning and to inquire about their
interest in receiving help for emotional distress. More
than half of the patients in our sample responded posi-
tively to these questions, including almost all of the pa-
tients with major or minor depression. These questions,
therefore, may be useful in screening for depression. They
might also be used to identify the patients with subthresh-
old levels of mental health disorders who warrant treatment,
as patients who recognize that their emotional distress is
affecting how they are feeling and functioning, and who
desire help for it, may be the ones who are most likely to
benefit from some form of treatment. Other studies have
also demonstrated the importance of eliciting patient ex-
pectations for care. In the primary care setting, unmet pa-
tient expectations have been shown to be related to de-
creased patient satisfaction.

 

14,15

 

 In the psychiatric setting
physicians’ efforts to elicit patients’ requests and negoti-
ate treatment plans led to improved health outcomes, ad-
herence, and satisfaction.

 

16

 

Patients who desire help for their emotional distress
almost always want an opportunity to discuss their emo-
tional problems with their primary care physicians. They
are much less likely to desire medication or a referral. We
noted the same distribution of intervention desires among
patients with major and minor depression. Most of these
patients wanted counseling, about one third desired a
medication, and 5% wanted a referral. These data are con-
sistent with those of other investigators who found that a
large proportion of patients suffering from psychiatric
symptoms would actually prefer to be treated in the pri-
mary care setting.

 

10,17

 

 It should be recognized, however,
that firm conclusions about the specific intervention de-
sires of patients with a depressive disorder should not be
drawn until these findings are corroborated in a larger
sample and at multiple sites.

Our study supports the belief that primary care phy-
sicians should become actively involved in the identifica-
tion and management of mental health disorders, which
have been shown clearly to occur commonly in primary
care settings.

 

1,6,7,18

 

 We found that even more primary care
patients will indicate, if asked, that they have emotional
distress that affects the way they are feeling and function-
ing, and for which they appear to desire treatment from
their physician. The vast majority of these emotionally
distressed patients do not want to be referred to a mental
health specialist. Rather, most patients prefer to discuss
their emotional distress and related problems with their
primary care physician, and some may also want a pre-
scription for a psychotropic medication.

It is admittedly challenging for primary care physi-
cians to provide efficient and effective counseling. This
may be an impossible task. However, strategies for brief
counseling interventions in primary care have been devel-
oped,

 

19–21

 

 and several studies have suggested that these
kinds of strategies can be effectively employed in the pri-
mary care setting.
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