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Abstract
Objective—To explore the relationship between treatment setting characteristics and diagnostic
attributions of depression among community-dwelling African Americans.

Methods—Data come from the National Survey of American Life, a nationally representative
sample of African Americans and Caribbean Blacks. Major Depression (MD) was assessed using
the Composite International Diagnostic Inventory. Participants were categorized into four
diagnostic groups: Never MD, MD never attributed to physical health problems (i.e., affective
depression), MD sometimes attributed to physical health problems (i.e., complicated depression),
and MD always attributed to physical health problems (i.e., physical depression). Multinomial
regression was used for assessment.

Results—Among 441 participants, 66.4% were classified as affective depression, 17.8% as
complicated depression, and 15.8% as physical depression. Seeking treatment from a mental
health professional was associated with increased likelihood of being in the complicated
depression group (Adjusted odds ratio (AOR): 5.52; 95% Confidence Interval (CI): 2.28 – 13.36).
Seeking treatment from a family doctor was associated with physical depression (AOR: 2.93; 95%
CI: 1.18 – 7.26). Seeking care from three or more different healthcare providers was associated
with complicated depression (AOR: 1.99; 95% CI: 1.17 – 3.40).

Conclusion—Results suggest that encounters with healthcare providers influence the diagnostic
attribution of depression in a systematic manner.
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OBJECTIVES
According to the Global Burden of Disease projections, major depression (MD) will be the
second leading cause of disability adjusted life years world-wide, and the leading cause
among developing regions by 2020 [1]. In the United States, approximately 16% of adults

Corresponding author: Briana Mezuk, PhD, Department of Epidemiology, Virginia Commonwealth University, PO Box 980212,
Richmond, VA 23298, bmezuk@vcu.edu, Ph: 804-628-2511, Fax: 804-828-9773.
Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Gen Hosp Psychiatry. Author manuscript; available in PMC 2012 January 20.

Published in final edited form as:
Gen Hosp Psychiatry. 2011 ; 33(1): 66–74. doi:10.1016/j.genhosppsych.2010.12.002.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



will experience MD at some point in their lifetime [2]. Despite the high prevalence and
functional burden associated with depression, the majority of persons with MD do not
receive treatment. The Centers for Disease Control and Prevention estimates that only
15.6%, 24.3% and 39.0% of people with mild, moderate, and severe MD, respectively, ever
contact a mental health professional [3]. Persons with MD who do seek treatment generally
do so from general healthcare providers [4]. The National Mental Health Association
estimates that over 40% those with clinically diagnosed MD were first diagnosed by their
primary care provider [5]. This has implications for quality of care, as several reports
suggest that MD treatment in typical primary care settings is sub-optimal [6–7]. Within this
treatment context, MD often co-occurs with physical symptoms or illness [8–9] and can
complicate the diagnosis of physical health conditions [10–11]. Conversely, many the
symptoms of MD are non-specific and common to other physiological illnesses (e.g.,
fatigue, appetite disturbances, sleeping difficulties, concentration problems) [12], making
MD difficult to diagnosis and treat in the context of other physical health problems.

Depression, treatment, and race
Relative to non-Hispanic whites, MD among African Americans is more likely to be severe
and disabling – and more likely to be untreated [13]. In this context it is necessary to
understand how African Americans with depressive symptoms seek care, and how MD is
diagnosed by healthcare practitioners. African Americans have substantially greater risk of
developing type 2 diabetes, heart disease, some forms of cancer, and many other chronic
health conditions relative to non-Hispanic whites [14]. Given the propensity for depression
to co-occur with chronic physical illness [15], the disproportionate confluence of depressive
symptoms and physical health problems among African Americans may be an important
source of diagnostic confusion regarding MD in this group [16–17]. There is suggestive
evidence that African Americans report experiencing more somatic depressive symptoms
(e.g., fatigue, appetite changes, sleeping problems) than their white counterparts [18], which
increases the likelihood of attributing the syndrome to a medical cause. It is within this
context that the present study examined the treatment setting factors that influence
diagnostic attributions of MD. Specifically, we sought to explore if particular healthcare
provider settings are related to diagnostic attribution of depression syndrome among African
Americans.

METHODS
Sample

Data come from the National Survey of American Life (NSAL), which is one of three
surveys within the National Institute of Mental health Collaborative Psychiatric
Epidemiology Surveys (CPES). The goal of the CPES initiative was to describe the
occurrence of mental illness and related impaired functioning and treatment in a culturally-
relevant manner. The CPES was the first dataset of its kind to assess this topic in selected
racial/ethnic groups that had a large enough sample for statistically relevant results [19].

The NSAL is a nationally-representative survey of African Americans and Caribbean
Blacks, as well as non-Hispanic whites who live in predominantly African American Census
tracts. Details of the sampling design and interviewing strategy have been discussed
elsewhere [20]. The total NSAL sample included 3,570 African Americans, 1,621 blacks of
Caribbean descent, and 891 non-Hispanic whites. Analysis for the present study was limited
to African American participants who had complete data on MD (N = 3,432). Those
participants excluded due to missing data on MD were younger but otherwise did not differ
from those included in the analysis (data not shown).
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Measures
Major depression—MD was assessed using a modified version of the World Mental
Health Composite International Diagnostic Inventory (CIDI) [21]. The reliability and
validity of the CIDI have been extensively evaluated, including in the NSAL sample
specifically [13]. The CIDI has moderate concordance with clinical psychiatric interviews (κ
= 0.43, sensitivity: 44%, specificity: 96%), consistent with other fully-structured diagnostic
interviews of depression [22]. The diagnostic attribution of MD (e.g., always due to physical
illness or injury, sometimes due to physical illness/injury, and never due to physical illness/
injury) was assigned using items from the CIDI questionnaire as illustrated by Figure 1.
Using these items, participants were categorized by investigators into one of four mutually-
exclusive diagnostic attribution groups: No depression: Never met criteria for MD; Affective
depression: met criteria for MD and depressive symptoms were never due to physical illness
or injury; Complicated depression: met criteria for MD and depressive symptoms were
sometimes, but not always, due to physical illness or injury; and Physical depression: met
criteria for MD and depressive symptoms were always due to physical illness or injury.

Treatment settings—The main predictors concerned treatment setting characteristics,
including having a usual place for care and type of care sought for MD. Usual place of care
was assessed by asking participants if they had one place or person that they seek for
medical advice. For those who did, usual place of care was categorized as either a clinic,
doctor’s office, health center, or hospital.

Healthcare setting for treatment of depressive symptoms was ascertained by asking
participants who met CIDI criteria for MD, “Did you (ever) talk to a medical doctor or other
professional about your (sadness/or/discouragement/or/lack of interest) (in the past 12
months)?” depending on the recency of the depressive episode. For those who had received
treatment for MD at least once, the specific type of provider was identified from a list of
four types: mental health professional, family doctor, other type of medical professional
(e.g., a specialist other than a mental health professional, such as a cardiologist,
rheumatologist, etc.), and religious/spiritual counselor or healer. These options were not
mutually-exclusive, and thus we created an additional variable indicating whether
participants had seen multiple types of providers for MD, categorized as one or two versus
three or more types of providers.

Other covariates—Demographic variables included age, gender, marital status
(categorized as married/living with someone, divorced/separated/widowed, and never
married), and two indicators of socioeconomic status: income (categorized as <$20,000,
$20,000 to <$40,000 and $40,000 or greater) and education (categorized as 0 – 11 years, 12
years, and >12 years). Health insurance status was assessed asking participants what type of
insurance, if any, the respondent had, and if that insurance covered mental health expenses.
This was then categorized into a three-level variable indicating no insurance, medical
insurance with no mental health coverage, and medical insurance with mental health
coverage. Health status was assessed by summing the number of common medical
conditions reported, including arthritis, ulcer, cancer, high blood pressure, diabetes, liver
problems, kidney problems, stroke, asthma, chronic liver disease, blood circulation
problems, sickle cell disease, heart problems, glaucoma, fertility problems, osteoporosis,
fibroid tumors, and anemia. This count was then collapsed into three categories representing
zero, one or two, and three or more health conditions for analysis.

Analysis
Rao-Scott chi-square statistics were used to determine initial associations between the
outcome and predictor variables in order to select variables for the multiple regression
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models. Because the dependent variable, diagnostic attribution of MD, had more than two
levels and is purely categorical, multinomial logistic regression using the generalized logit
model was performed to estimate the adjusted relative odds (AOR) between the dependent
and predictor variables [23]. The reference group for the dependent variable was affective
depression for all models, and thus the odds ratio for each predictor is interpreted as the
likelihood of being categorized as physical or complicated depression as compared to being
classified as affective depression. A series of nested models were fit to determine the
association between treatment setting characteristics and diagnostic attribution of depression
adjusting for potential confounders. These models were adjusted for demographic and
socioeconomic characteristics, insurance status, and health status. Survey weighting
procedures were used to adjust estimates for the complex sampling design. All analyses
were performed using SAS 9.2 Software.

The NSAL was approved by the Institutional Review Board at the University of Michigan
and all participants provided informed consent.

RESULTS
As shown by Table 1, the majority of the sample (87.2%) did not meet DSM-IV criteria for
MD. Of those who did meet criteria (N=441), 66.4% were classified as affective depression,
17.8% were categorized as complicated depression, and the remaining 15.8% were
categorized as physical depression. Overall, 253 (57.3%) of those who met criteria for MD,
regardless of diagnostic attribution, had seen a healthcare professional at least once for this
condition. Those in the affective depression group were younger (χ2 = 12.30, p=0.06) and
more likely to be women (χ2 = 9.65, p<0.01) relative to the other MD diagnostic attribution
groups. Those in the complicated depression group had fewer years of education (χ2 = 8.06,
p=0.09), were more likely to have a hospital as their usual place of care (χ2 = 13.71,
p<0.03), and had a higher burden of health conditions (χ2 = 23.34, p<0.01) as compared to
the other depression groups. Those in the physical depression group were more likely to
have seen a healthcare professional for their depressive symptoms (χ2 = 8.11, p<0.02).
Marital status, income, insurance status, and having a usual place of care did not
significantly differ across categorizes of diagnostic attribution of MD.

Association between treatment setting and diagnostic attribution of MD
As shown by Table 2, compared to those who saw any other type of provider, those who saw
a mental health professional were significantly more likely to be classified as complicated
depression. This relationship remained even after adjusting for demographic and health
characteristics (AOR: 5.52; 95% CI: 2.28 – 13.36). As shown by Table 3, receiving care
from a family doctor was significantly associated with likelihood of being categorized as
physical depression (AOR: 2.93; 95% CI: 1.18 – 7.26), but was not significantly associated
with complicated depression. Seeing a medical professional other than a mental health
provider or family doctor was also associated with diagnostic attribution of depression.
Participants who saw other types of healthcare providers were more likely to report
complicated depression (AOR: 2.44; 95% CI: 1.26 – 4.72) or physical depression (AOR:
2.52; 95% CI: 1.14 – 5.60) as opposed to affective depression (data not shown). There was
no significant association between seeing religious/spiritual healer and diagnostic attribution
of MD (AOR: 1.15; 95% CI: 0.57 – 2.36 for complicated depression and AOR: 0.54; 95%
CI: 0.23 – 1.30 for physical depression) (data not shown).

Approximately 40% of those who met criteria for MD and sought care for this syndrome did
so from three or more different types of healthcare providers (i.e., family doctor, mental
health professional, and religious healer). As shown by Table 4, those who sought care from
three or more types of providers were significantly more likely to be categorized as
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complicated depression relative to those who only saw one or two professionals (AOR: 1.99;
95% CI: 1.17 – 3.40). Seeing multiple professionals was not significantly associated with
likelihood of being categorized as physical depression in the fully-adjusted model.

A consistent finding across the models presented in Tables 2 and 3 was that women were
less likely to be categorized as complicated or physical depression relative to men (i.e.,
women were more likely to be classified in the affective depression group, even after
adjustment for demographic, socioeconomic, and health-related factors). Also, those aged 30
to 39 and 40 to 49 years old were more likely to be categorized as physical depression, but
not complicated depression, relative to the youngest age group (aged 18 to 29) in all models.
Insurance status was only significantly predictive of MD diagnostic attribution in the
analysis examining seeking care from multiple types of providers (Table 4). In this analysis,
those who had insurance that did not include mental health coverage were significantly more
likely to be categorized as physical depression (AOR: 3.72; 95% CI: 1.39 – 10.03) relative
to those with insurance that included mental health coverage.

Exploring the influence of self-selection
Although the results discussed above are consistent with the hypothesis that different types
of healthcare providers vary as to whether they attribute the cause of depressive symptoms
to affective or physical sources, it is also possible that individuals experiencing depressive
symptoms select particular health providers based on their own particular notions of the
source of these symptoms (i.e., persons self-identify that their depressive symptoms are due
to a physical cause and therefore seek care from their family physician). In order to explore
this self-selection hypothesis, we re-ran the analyses with depression diagnostic category as
the main predictor and type of healthcare provider as the outcome. These models were
adjusted for the same set of demographic, socioeconomic, and health characteristics as the
analyses described above. Those in the complicated depression group were more likely to
have sought care from a mental health professional as compared to those with affective
depression (AOR: 5.88; 95% CI: 2.52 – 13.76). Those in the physical depression group were
more likely to have sought care from a family physician relative to those with affective
depression (AOR: 3.13; 95% CI: 1.22 – 8.03). Both those in the complicated (AOR: 2.73;
95% CI: 1.27 – 5.86) and physical depression (AOR: 2.39; 95% CI: 1.26 – 4.54) groups
were more likely to have sought care from other types of healthcare providers. Finally, those
in the complicated depression group were more likely to have sought care from three or
more different types of providers (AOR: 1.96; 95% CI: 1.21 – 3.18) as compared to those in
the affective depression group.

DISCUSSION
The major finding of this study is that treatment setting characteristics are related to the
diagnostic attribution of MD among community-living African American adults. Persons
who received care from a family doctor were more likely to attribute their depressive
symptoms to a physical illness or injury rather than psychopathology. Those who sought
care from three or more types of professionals were more likely to be categorized as
complicated rather than affective depression, consistent with the notion that seeing multiple
professionals would produce differing clinical opinions about the nature and source of the
depressive symptoms. These findings complement work by Ueblacker and colleagues (2006)
which reported that persons who received care for any psychiatric condition in general
medical settings, or in multiple settings, were more likely to have comorbid medical
problems than those who received care in specialty psychiatric settings only [24]. In sum,
the clinical characteristics of MD, particularly concerning the role of physical health
problems as a confounding factor, varies in the population and by treatment setting. These
findings are consistent with they hypothesis that the diagnostic attribution of depression
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syndrome (that is, whether it is identified as a purely psychological state, a consequence of a
physical health problem, or a bit of both) is substantially related to the type of health
professional seen for care, as all the participants examined in this analysis met diagnostic
criteria for MD.

Previous studies have demonstrated heterogeneity among African Americans with regards to
treatment-seeking for mental health problems [25–27,4]. The findings of the present study
emphasize the heterogeneity of MD presentation within the African American population; of
the 441 cases that met DSM-IV criteria for MD, approximately one-third were categorized
as either complicated or physical depression. These findings are important because the
differential diagnosis of depressive symptomology may result in differing treatment
strategies or treatment priorities. Such tailoring is likely beneficial when based on
characteristics of the clinical presentation, but if provider characteristics are driving these
differences such tailoring may be unwarranted [28]. For example, if a provider determines
that a patient’s depressive symptoms are simply a consequence of a physical illness or injury
rather than an independent clinical condition, the patient’s depression may not be effectively
treated with psychotherapy or medication even if these treatments would be warranted [29].

Part of the association between treatment settings and diagnostic attribution of MD may be
due to patient self-selection into particular treatment settings (e.g., persons who feel their
depressive symptoms are due to a physical health problem such as comorbid diabetes may
preferentially seek out their family doctor for care). However, the association between
treatment settings and diagnostic attribution of MD persisted even after accounting for
physical health comorbidities, suggesting that influences other than self-selection play a role
in this observed relationship. This self-selection hypothesis also presupposes that individuals
can accurately identify the source of their symptoms, despite these symptoms being non-
specific and common to many health conditions.

In addition to patient-level factors, the association between treatment settings and depression
diagnosis may also be explained by provider-level factors, including provider comfort or
perceived competence in treating psychiatric conditions. Family doctors and other general
providers may not feel competent in either identifying or treating depression [30], and this
may influence how they interpret depression syndrome when individuals do present in their
clinics [31]. However, recent research efforts such as the Prevention of Suicide in Primary
Care Elderly: Collaborative Trial (PROSPECT) have demonstrated that depression care
management can be effectively integrated into primary care settings [32]. Even if MD is
identified by the healthcare provider, provider-level characteristics can also influence if and
how depression treatment guidelines are followed [33], as well as how patients express
symptoms and interact with their physician regarding development of a treatment plan [34].

Regardless of treatment setting, women were consistently more likely to be classified as the
affective depression group as opposed to either the complicated or physical depression
attribution groups. There is limited evidence that healthcare providers may be more likely to
label women with depressive symptoms as having psychologically-based depression
whereas men’s depressive symptoms may be linked to physical health [35]. Alternatively,
women and men may present to treatment with different symptomology of depression [36].
Future research should explore both provider and patient-level characteristics that contribute
to this consistent gender difference.

A substantial portion of those who met criteria for MD and sought care for these symptoms
reported seeing three or more different types of providers. Seeking care from multiple
providers may be an indicator of dissatisfaction with treatment progress or plan at the initial
provider. Alternatively, this could simply reflect the current limits of access to specialty care
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which require referrals from primary care providers [37]. Insurance status was only related
to depression diagnostic attribution in this analysis of multiple providers, in that those with
health insurance without mental health coverage were more likely to be categorized in the
physical rather than affective depression group. This finding was independent of
demographic, socioeconomic, and health factors, suggesting that in this sample if an
individual only had coverage to see a medical professional and not a mental health
professional, their depressive symptoms were more likely to be identified as related to
physical illness.

Strengths and Limitations
The primary strengths of this study are the use of a nationally-representative sample of
African Americans (one of the few datasets of its kind) and use of a diagnostic measure of
MD. The study also explored multiple aspects of treatment seeking, including type of
healthcare professional seen for depressive symptoms specifically. However, these results
should be interpreted in light of study limitations. This analysis is cross-sectional, and as
such cannot exclude the influence of patient self-selection into particular providers as a
determinant of the associations reported here. Data were collected using an interview
questionnaire and therefore all the variables, including reports of treatment-seeking
behaviors and health conditions, were determined by self-report which may be subject to
recall or information bias. We also did not have detailed information about the types of
providers respondent’s sought for care (e.g., years in practice, advanced degrees, practice
size) or mental health treatment preferences of the respondents (e.g., medication,
psychotherapy) that may have that influenced self-selection or contributed to the
associations between treatment setting and diagnostic attributions.

Significance
These findings suggest the need for increased awareness of the multifactorial presentation of
depression among African Americans. Improved diagnostic tools for primary care
physicians and other types of medical professionals may help these practitioners to
distinguish between symptoms of MD and symptoms related to physical illnesses, as well as
increase provider confidence in depression screening and providing referrals to appropriate
care [38]. Implementation of regular depression screening in all care settings could raise
awareness among both providers and patients about mental health promotion and treatment.
Several studies have demonstrated the effectiveness of co-localizing depression care
management within primary care settings, [39–40]. Future research should examine whether
such efforts influence the diagnosis of MD by healthcare providers, particularly for African
Americans.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Flowchart of the diagnostic attributions of major depression
This flowchart illustrates how the four categories of depressive symptomology (not
depression, affective, complicated, and physical depression) were determined from the CIDI
questionnaire.
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