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BACKGROUND. Depression is a frequently occurring condition in family practice patients, but time limitations
may hamper the physician’s ability to it treat effectively. Referrals to mental health professionals are frequently
resisted by patients. The need for more effective treatment strategies led to the development and evaluation of a

telephone-based, problem-solving intervention.

METHODS. Patients in a family practice residency practice were evaluated through the Medical Outcomes
Study Depression Screening Scale and the Diagnostic interview Schedule to identify those with subthreshold or
minor depression. Twenty-nine subjects were randomly assigned to either a treatment or comparison group,
initial scores on the Hamilton Depression Rating Scale were equivalent for the groups and were in the mildly
depressed range. Six problem-solving therapy sessions were conducted over the telephone by graduate student

therapists supervised by a psychiatrist.

RESULTS. Treatment group subjects had significantly lower post-intervention scores on the Hamilton
Depression Rating Scale compared with their pre-intervention scores (P <.05). Scores did not differ significantly
over time in the comparison group. Post-intervention, treatment group subjects also had lower Beck Depression
Inventory scores than did the comparison group (Pc.02), as well as more positive scores for social health
(Pc.002), mental health (Pc.05), and self-esteem (Pc.05) on the Duke Health Profile.

CONCLUSIONS. The findings indicate that brief, telephone-based treatment for minor depression in family prac-
tice settings may be an efficient and effective method to decrease symptoms of depression and improve func-
tioning. Nurses in these settings with appropriate training and supervision may also be able to provide this treat-

ment.
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otional problems, especially depres-

sion, are common in family practice

atients.4 While direct treatment by the

family physician is desirable, this

pproach is not always realistic. Time

constraints make it difficult to provide the amount

of time needed for patient counseling. Specialized

techniques of treatment may be needed, and the

family physician may not have acquired these skills,
nor have the time to learn them.
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Referrals to psychiatrists or other mental health
professionals may be made, but the majority of such
referrals are not carried out.5 France et al6in a
study of referral patterns from primary care physi-
cians to a community mental health center, found
that only about 10% of the patients followed
through with the referral. A variety of explanations
may be offered for this situation. For many patients,
there is a stigma attached to seeing a mental health
professional, and a concern that other people will
believe them to be “crazy.”7 Fear of the new situa-
tion and of meeting a new doctor may contribute to
the poor adherence noted. For some patients, trans-
portation may be a problem.

As a result, many troubled family practice
patients are not receiving effective treatment for
emotional problems. Not only does their disturbed
emotional condition continue, but it is likely that if
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left untreated, they will continue to be high and inap-
propriate utilizers of other medical services.39 The
welfare of patients, as well as the increasing empha-
sis on efficient, effective treatment of depression in
primary care,Dprovided the motivation to consider
alternative forms of service delivery for emotionally
troubled family practice patients.

Telephone-based counseling has had a relatively
long history for treating persons in emotional crises,
such as those contemplating or threatening suicide.1l
More recently, telephone counseling has become
available for counseling the aged, the infirm, and
other housebound patients.224 Its use, however, in
general primary care has not been reported. Many of
the difficulties in office-based treatment by the fam-
ily physician, as well as referral to a mental health
professional, could be eliminated by telephone-
based counseling provided by trained personnel
from the family physician’s office.

The goals of this study were to develop and apply
a telephone-treatment protocol for family practice
patients with minor depression and to assess the
impact of this treatment on patient functioning and
well-being.

METHODS

Subjects
A total of 239 patients, aged 18 and older, waiting to
see their family physicians were administered the
Medical Outcomes Study (MOS) Depression
Screening Inventory.5 An effort was made to
approach all eligible patients, but approximately 77
were not contacted during the enrollment period
because of logistic considerations (eg, not interrupt-
ing the flow of patients in the office). In addition,
approximately 36 were approached but declined to
complete the MOS Depression Screening Inventory.
Those scoring above the recommended cutoff score
were also given the Diagnostic Interview Schedule
(DIS)B by telephone; this test identifies patients
meeting criteria for major depression and dys-
thymia, according to the Diagnostic and Statistical
Manual of Mental Disorders, Third edition revised
(DSMIII-R).I7Sixty-three patients were administered
the DIS. This process allowed classification of indi-
viduals reporting depressive symptoms but not
meeting criteria for psychiatric diagnosis (ie,
patients with subthreshold or minor depression).

In our approach, we followed the procedure used
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by Sherboume and her associatesBfrom the Medical
Outcomes Study Group in identifying subjects with
minor depression. They used a two-stage approach
in which subjects initially responded to an 8item
scale that measured intensity of depressive symp-
toms over the past week and periods of depression
over the previous year. Those who exceeded the
established cutoff score, but did not receive a diag-
nosis of depression on the DIS were classified &
having minor depression.

Potential subjects from our study pool came from
the 63 patients who were administered the DS
These patients were contacted, informed of the
requirements of the study, and invited to enter the
study. Three patients were already receiving coun-
seling services and so were excluded. Those agree-
ing to participate were randomly assigned to either
the treatment or comparison group, after first strati-
fying for sex. Only one subject was receiving ati-
depressant medication and was randomly assigned
to the comparison group. Fifteen subjects were
assigned to the treatment group while 14 were
placed in the comparison group. Prior to the inter-
vention, both the treatment and comparison groups
were administered the Hamilton Depression Rating
Scale Dby telephone.2

Treatment

The experimental treatment was based on the prob-
lem-solving therapy developed by Nezu and his col-
leagues2 for the treatment of depression. This
approach took subjects through 5 steps with the goal
of developing more useful methods for dealing with
life problems. Briefly, the steps involved demonstrat-
ing for subjects the connection between depressed
mood and problems, helping them to express their
problems in a fonn that facilitates finding solutions,
brain-storming to generate possible solutions, evalu-
ating these solutions for their practicality ad
acceptability, and finally, trying out these solutions in
their lives while noting their effectiveness and mak-
ing appropriate modifications. This model wes
adapted for the telephone format used in the current
study. Nezu and his associates2describe the applica-
tion of their approach over 10 face-to-face sessions,
and have used it in both individual and group for-
mats. They note that the individual format is pre-
ferred because it allows for tailoring to meet tre
patient’s needs. In our adaptation, the program wes
presented over six sessions by combining content



presented in the sessions and was administered by
the telephone.

Two student therapists, one a second-year med-
ical student and the other a graduate nursing stu-
dent, conducted the telephone therapy in this study.
The therapists received 40 hours of training in the
model, which included reading about the therapy,
discussing its application, and role-playing simulated
patient situations. In addition, they met 1 hour week-
ly with one of the authors who is a psychiatrist
(M.B.T.) for supervision during the course of the
treatment.

Subjects were randomly assigned to the two ther-
apists, who were instructed to present and discuss
the appropriate steps of the problem-solving model
by telephone with the subjects once a week for 20
minutes. Relevant homework assignments, the focus
for each session, were mailed to the subjects each
week and were discussed during sessions. These
assignments were based on the steps of the problem-
solving method used and adapted from the session
components described by Nezu et al.2Subjects were
requested to describe their problems in ways that
facilitated finding solutions, to generate a number of
possible solutions, and then to evaluate them on a
number of dimensions, such as practicality, cost,
morality (consistency with subject’s values and
morals), and reaction of family and friends.

Atthe end of the intervention, both treatment and
comparison subjects were again contacted by tele-
phone and re-administered the Hamilton Depression
Rating Scale by a research assistant who was blind-
ed to group assignment. In addition, all subjects
were mailed the Beck Depression Inventory,3 the
Duke Health Profile,2 and the Problem Solving
Inventory (PS1)5at the end of the intervention; sub-
jects were instructed to return these questionnaires
inthe envelope provided. Included with the invento-
ries was a letter to the subjects that indicated they
would receive a $10 compensation once they
returned the forms, in recognition of their time in fill-
ing out these questionnaires. Both treatment and
comparison groups received the money after the
guestionnaires were returned.

Measures

The Beck Depression InventoryZis a widely used
self-report instrument to assess depressive symp-
toms. Internal consistency reliability hs been report-
ed as .93 and correlation with clinician ratings was
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.66.5 Later studies with a variety of samples have
yielded stability correlations from .48 to .86 in
patient populations.Z® Higher scores would indicate
more serious depressive symptomatology.

The Duke Health ProfileZicontains six health mea-
sures of functioning and well-being (physical, men-
tal, social, general, perceived health, and self-
esteem), and was included to assess possible
improvement in these areas following the interven-
tion. Internal consistency correlations range from
.55 for social health, to .78 for general health, with
most scores being around .65.2LStability correlations
range from .30 to .7S.2Convergent and discriminant
validity was substantiated with a number of other
assessment instruments.

The Confidence Subscale of the PSI5 has been
recommended by Nezu and associates as a measure
of subjects’ confidence in their problem-solving abil-
ities, and thus would be expected to be higher for
therapy subjects. A higher score would be consid-
ered more desirable and would indicate that the sub-
ject has greater confidence in his or her problem-
solving abilities. Internal consistency for the
Confidence Subscale is reported as .93 and
test-retest, ,85.51n our study, items with a loading of
less than .50 on the problem-solving confidence fac-
tor were dropped, resulting in the retention of 7 of
the 11 original items. A goal of this approach was to
maximize the validity of the scale while minimizing
the number of items.

RESULTS

Demographic characteristics of study subjects
and their initial scores on the Hamilton
Depression Rating Scale can be found in Table 1
Differences between the groups were not signifi-
cant, and the mean scores were in the mildly
depressed range, confirming that these subjects
had minor depression.

In the first few weeks of treatment, four of the
members of the treatment group withdrew from the
study. One indicated a traveling conflict for the
inability to continue. It is unclear why the others
withdrew. An examination of initial Hamilton scores
revealed no significant differences between those
who withdrew and those who continued with thera-
py. At week 7, when the therapy was finished, com-
plete follow-up data were obtained from 7 in the
treatment group and 9 in the comparison group,
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TABLE 1

Characteristics of Treatment and Comparison Groups Before Treatment Initiated

Treatment
Characteristic (n=15)
Sex (% male) 12.5
Age, mean years 46.8
Years of education, mean 12.3
Hamilton scores, mean 14.4
Medication 1

"Patient is already taking anxiolytic agent.

groups, and that the signifi-
cantly different scores &
the end were due to the

Comparison intervention. This assump-

(n=14) tion of similar scores prior

to the intervention is sup

14.3 ported by the lack of signifi-

49.9 cant differences between

10.9 the treatment and compari-

12.4 son group scores on the ini-
2w tial Hamilton scale.

Three of the measures

from the Duke Health

""One patient is taking an anxiolytic agent,the other is taking an anti-depressant.

Note: No significant differences were revealed between the groups on these variables.

while 4 in the treatment group and 4 in the compari-
son group completed only the Hamilton scale.

Matched t tests were applied to the pre- and post-
intervention Hamilton scores for the treatment
group and also for the comparison group. Subjects in
the treatment group showed a significant reduction
in Hamilton scores (t = 1.90, degree of freedom [df]
= 10, P<.05), while those in the comparison group
did not (t =-0.53, df = 12, P >.60). The difference
between the treatment and comparison groups fol-
lowing treatment was not significant. Mean scores
for the two groups on the outcome measures can be
found in Table 2.

Beck Depression Inventory scores were signifi-
cantly lower in the treated group than the compari-
son group (/, = 2.27df = 13, P <.02). Although the
Beck scores were not obtained prior to the interven-
tion, random assignment of subjects led us to
assume initial scores would not have been signifi-
cantly different in the treatment and comparison

TABLE 2

Profile were also signifi-
cantly better in the treat-
ment group: social health
(t =3.48, df = 14, P ¢.002), mental health (t = 181,
df= 14, P <.05) and self-esteem (t = 1.89, df= 14, P
<.05). There was no significant difference between
the groups on physical health. The difference
between the groups in their confidence in problem
solving ability as measured by the PSI also was not
statistically significant. Means of the treatment ad
comparison groups can be found in Table 3.

DISCUSSION

The results of this study indicate that using a brief,
telephone-based, problem-solving therapy as a
treatment for patients with minor depression can
reduce their level of depression and increase some
aspects of their functioning. Confidence in problem
solving was not apparently affected by the treat-
ment, although the work of Nezu suggests that it
should have been. One explanation may be that
providing the treatment over the telephone resulted

in subjects having less con-

Mean Scores on Hamilton Depression Rating Scale of Treatment and Comparison Groups

Before and After Treatment

Before After
Treatment Treatment
Treatment group 15.6 10.9
(n=11)
Comparison group 12.4 13.3

(n=13)

Note: Higher scores indicate more severe depressive symptoms on the Hamilton Depression Rating Scale.
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fidence in what they hed
achieved, even though their
mood and functioning hed
improved. Dropping 4 of
the 11 items of the PSI may
have had an adverse effect
.05 on its measurement char-
acteristics and interfered
with its ability to detect dif-
ferences. Another possibili-
ty may be the specific ther-
apeutic aspects of the prob-
lem-solving training were

Value

.60



. TABLE 3
not the cause of improve-

ment, but rather the atten-
tion or other “nonspecific”
factors in the treatment
package.ZFurther research,
controlling for the attention
provided, would be needed
to clarify this issue.

That the treatment in Duke Health Profile
this study was adminis- Physical
tered by trained and super- Mental
vised graduate students Social
indicates that this method Self-esteem
may also be used success-
fully by nurses or nursing
assistants within the fami-
lyphysician’s office, if they
receive the appropriate
training and supervision. Wilkinson and his col-
leaguesBhave pointed out the valuable role nurses
may play in the treatment of depression in prima-
ry medical care patients. Although the therapists
inour study received 40 hours of training, further
research could determine whether nurses or ther-
apists could be adequately trained in less time.
Reduction in training time would make the inter-
vention more cost efficient.

While time from the mental health specialist
was required in our study to supervise the thera-
pists, this supervision might come from the fami-
ly physician, or possibly an experienced nurse in
the office who has received additional training in
the intervention. Providing supervision would
require some time from the family physician, but
the impact and benefit of the physician’s time
would be maximized and thus be used more effi-
ciently. The ready availability of a psychiatric con-
sultant is desirable, just as it would be in the usual
operation of a family practice office. At its current
stage in development, this intervention model
would probably require too much time to be effi-
cient in the office of a practicing family physician.
Further research could address ways to stream-
line the model. For example, it may be that fewer
hours of training may be adequate preparation,
and with a nurse experienced in the intervention,
regular supervision could be replaced with con-
sultation as needed. Any analysis of the cost or
efficiency of this model, however, should consid-
er the high utilization of medical services by

Psychiatric
Scale

Beck Depression Inventory

Problem Solving Inventory

PATIENTS WITH MINOR DEPRESSION

Mean Scores of Treatment and Comparison Groups on Outcome Measures as Tested by
Psychiatric Self-rating Scales

Treatment Comparison P
(n=7) (n=9) Value
12.9 22.4 .02
43.3 48.6 .66
71.1 52.9 .05
75.6 55.6 .002
80 62.9 .05
29.5 28.4 .64

Note: Higher scores on the Beck Depression Inventory indicate poorer functioning, while higher scores on the
Duke Health Profile and the Problem Solving Inventory indicate better functioning.

untreated depressed patients, as well as their low-
ered productivity.® While issues of billing and
finances are relevant in considering any applica-
tion of such an approach, they would be prema-
ture, given these very preliminary research find-
ings. It is clear, however, that family medicine
needs to explore new ways of delivering treat-
ment to depressed patients.

After comparing the quality of care for depres-
sion in primary care with that provided by mental
health specialists, Sturm and WellsD concluded
that “substantial quality improvement of care for
depression in general medical practice is neces-
sary.” At the same time, there has clearly been a
shifting of responsibility for such care from men-
tal health specialists to the primary care
provider. It is understandable that the family
physician may feel overwhelmed by this
increased responsibility, while at the same time
annoyed by the criticisms of the quality of care
provided. For this reason, it is imperative that
alternative forms of service delivery for the
depressed patients be researched within the fam-
ily medicine framework. We believe that our
work may provide an introduction to and limited
testing of such an approach. Because of the small
sample size, replication of our work is needed. In
addition, the number of subjects who withdrew
from the study needs to be addressed in future
research. Understanding the motivation behind
dropping out may help us to make the interven-
tion more useful and effective.

The Journal of Family Practice, Vol. 44, No. 3 (Mar), 1997 297



PATIENTS WITH MINOR DEPRESSION

ACKNOWLEDGMENTS

The authors would like to gratefully acknowledge financial sup-
port received through a grant from the Ohio Academy of Family
Physicians Foundation.

We would also like to thank Amy Kieswetter, Janice Chu, and
Anthony Onuigbo for their help in conducting the research.

REFERENCES

1. Katon W. The epidemiology of depression in medical care. Int
J Psychiatry Med 1987; 17:93-111.

2. Schulberg H, Saul M, McClelland M et al. Assessing depres-
sion in primary medical and psychiatric practices. Arch Gen
Psychiatry 1985; 42:1164-70.

3. Leon AC, Olfson M, Broadhead WE, et al. Prevalence of men-
tal disorders in primary care. Implications for screening. Arch
Fam Med 1995; 4:857-61.

4. Williams J, Kerber C, Mulrow C, Medina A, Aguilar C.
Depressive disorders in primary care: prevalence, functional
disability, and identification. J Gen Intern Med 1995; 10:7-12.

5. Olfson M. Primary care patients who refuse specialized men-
tal health services. Arch Intern Med 1991; 151:129-32.

6. France R, Weddington W, Houpt J. Referral of patients from
primary care physicians to acommunity mental health center.
J Nerv Ment Dis 1978; 166:594-8.

7. Jencks S. Recognition of mental distress and diagnosis of
mental disorders in primary care. JAMA 1985; 253:1903-7.

8. Johnson J, Weissman M, Herman G. Service utilization and
social morbidity associated with depressive symptoms in the
community. JAMA 1992; 267:1478-83.

9. Manning W, Wells K The effects of psychological distress and
psychological well-being on use of medical services. Med
Care 1992; 30:541-53.

10. Sturm R, Wells K. How can care for depression become more
cost-effective? JAMA 1995; 273:51-8.

11. McGowan R, King G. Expectations about effectiveness of tele-
phone crisis intervention. Psychol Rep 1980; 46:640-2. 1

12. Mermelstein H, Holland J. Psychotherapy by telephone: a
therapeutic tool for cancer patients. Psychosomatics 1991;
32:407-12.

13 Evans R, Smith K, Werkhoven W, Fox H, Pritzl D. Cognitive
telephone group therapy with physically disabled elderly per-
sons. Gerontologist 1986; 26:8-11.

14. Swinson R, Fergus K, Cox B, Wickwire K. Efficacy of tele-
phone-administered behavioral therapy for panic disorder
with agoraphobia Behav Res Ther 1995; 33:465-9.

298 The Journal of Family Practice, Vol. 44, No. 3 (Mar), 1997

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Bumam M, Wells K, Leake B, Landsverk J. Development ofa
briefscreening instrument for detecting depressive disorders.
Med Care 1988; 26:775-89.

Robins L, Helzer J, Croughan J, Ratcliff K. National Institute
of Mental Health Diagnostic Interview Schedule: its history,
characteristics, and validity. Arch Gen Psychiatry 1981
38:381-9.

American Psychiatric Association. Diagnostic and statistical
manual of mental disorders. Third edition revised
Washington, DC: American Psychiatric Association, 1987.

Sherboume C, Wells K, Hays R, Rogers W, Bumam M, Judd L
Subthreshold depression and depressive disorder: clinical
characteristics of general medical and mental health special-
ty outpatients. Am J Psychiatry 1994; 151:1777-84.

Hamilton M. A rating scale for depression. J Neurol Neurosurg
Psychiatry 1960; 23:56-62.

Hamilton M. Development of a rating scale for primary
depressive illness. BrJ Soc Clin Psychol 1967; 6:278-96.

Potts M, Daniels M, Bumam M, Wells K. A structured inter-
view version of the Hamilton Depression Rating Scale:
Evidence of reliability and versatility of administration. J
Psychiatry Res 1990; 24:335-50.

Nezu A, Nezu C, Perri M. Problem-solving therapy for depres-
sion. New York, NY: John Wiley & Sons, 1989.

Beck A, Ward C, Mendelson M, Mock J, Erbaugh J. An inven-
tory for measuring depression. Arch Gen Psychiatry 191,
4:561-71.

Parkerson G, Broadhead W, Chiu-Kit J. The Duke Health
Profile: a 17-item measure of health and dysfunction. Med
Care 1990; 28:1056-69.

Heppner P, Petersen C. The development and implications of
apersonal problem solving inventory. J Counsel Psychol 1982
29:66-75.

Beck A, Steer R. Beck Depression Inventory manual. San
Antonio, Tex: The Psychological Corporation, Harcourt Brace
Jovanovich, 1987.

Garfield S. Psychotherapy: An eclectic-integrative approach.
New York, NY: John Wiley & Sons, 1995.

Wilkinson G, Allen P, Marshall E, Walker J, Browne W, Mann
A.The role of the practice nurse in the management of depres-
sion in general practice; treatment adherence to antidepres-
sant medication. Psychol Med 1993; 23:229-37.

Wells K, Stewart A, Hays D,et al. The functioning and well-
being of depressed patients: results from the Medical
Outcomes Study. JAMA 1989; 262:914-19.



