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BACKGROUND. The relationship between physician communication patterns and the successful recognition of 
depression is poorly understood.

METHODS. We used unannounced visits by actors playing standardized patients to evaluate verbal communica­
tion between primary care physicians and a patient presenting with a minor depression scenario. Participants 
(n = 77) were assigned to receive 2 visits from a man or woman portraying a 26-year-old patient with chronic 
headaches who meets the criteria for minor depression. The standardized patients carried hidden audiotape 
recorders and high-fidelity microphones to document the encounters. The audiotapes were coded at 2-second 
intervals. These data were linked to information gathered from standardized patient checklists, medical records, 
and debriefing telephone calls with participants.

RESULTS. We obtained complete data on 59 (77%) of the physician-patient encounters; of those, 43 (73%) of 
the physicians recognized depression. Physicians who recognized depression asked twice as many questions 
about feelings and affect compared with those who did not (for feelings: 1.9% of total physician activity vs 0.9%, 
P = .017; for affect: composite score of 2.7% of total physician activity vs 1.3%, P = .003). We found no differ­
ences in the proportion or timing of broad to narrow questioning between those who did and did not recognize 
depression. Physicians who successfully recognized depression later in the interview showed an increase in 
questions about feelings in the quartile just before recognition occurred.

CONCLUSIONS. Physicians who recognized depression differed significantly in the percentage of questions 
about feeling and affect, and an increase in questions about feelings may precede a diagnosis of depression, 
though more research is needed to establish this as an important finding.
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Despite findings that the prevalence of 
depression symptomatology in general 
medical practice is comparable with hyper­
tension and arthritis,1 several studies have 
found that primary care clinicians identify 

only half of the patients who meet the criteria for a 
depressive disorder.2-8 The barriers contributing to 
underrecognition of depression have been well docu­
mented and include the knowledge and attitudes of 
patients,910 inadequate physician training,1113 physician 
attitudes,1415 reimbursement issues,1617 and insufficient 
time or other health care system factors that lead to 
inadequate diagnostic interviews.1622 One area that has 
received relatively little attention is how physician-
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patient communication influences recognition of 
depression in primary care practice.

Communication is a core component of the physi­
cian-patient relationship. Good communication is asso­
ciated with increased patient satisfaction,23 better diag­
nostic performance by physicians, greater patient com­
pliance, improved health status of patients,2426 and 
lower rates of malpractice litigation.27'28 Few studies 
have explored how physician-patient communication 
may influence the successful diagnosis of depression. 
One study29 found 2 communication behaviors that pre­
dicted successful recognition of depression, including 
the proportion of the interview devoted to affective 
interview behaviors (eg, accepting and eliciting feel­
ings) and the use of broad open-ended psychosocial 
questions by the physician. Another study30 found that 
success in diagnosing somatiform disorders was associ­
ated with effective interdependent communication 
between physicians and patients. More research is 
needed, however, to understand how the timing of spe­
cific communication behaviors contributes to the suc­
cess or failure of recognizing depression.

We conducted an exploratory study using actors por­
traying standardized patients to evaluate how physician 
communication contributes to a diagnosis of depres-
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sion in primary care. We specifically explored whether 
successfully recognizing depression was associated with 
the timing and respective proportion of broad (open- 
ended) to narrow (close-ended) and medical to psy­
chosocial questioning by the physicians or with the tim­
ing of questions about affect and mood. Primary care 
physicians are in a unique position to identify and treat 
the 1% to 25% of their patients with depression (of 
whom 5% to 9% have major depression).31-33 To identify 
how best to assist primary care physicians in overcom­
ing the complicated obstacles that hinder recognizing 
depression, the communication process must be better 
understood.

Study Participants
The 77 participants represented a sample of primary 
care physicians serving adults in the 3 study regions. 
Criteria for selection of this sample included sex and 
specialty mix (family physicians and internists), as well 
as geographic accessibility. Recruitment targeted both 
family physicians and internists. Physicians were 
excluded if they had practiced at their current location 
for less than 1 year, their patient panel composition was 
less than 50% adult, they devoted less than 50% of their 
clinical time to primary care, they were based in a resi­
dency training site, or their practice was closed to new 
patients.

METHODS
Study methods for participant recruitment, scenario 
development, standardized patient recruitment, training 
and testing are described in detail elsewhere.31 In 1997, 3 
study centers were selected to represent a range of pri­
mary care geographic settings. These included one cen­
ter in northern New England; one in the region around 
Seattle, Washington; and one in northwest Alabama. 
Physician recruitment involved peer-to-peer contact. All 
study procedures were approved by the institutional 
review boards at the 3 study centers. Participants were 
informed that they would be visited twice by a standard­
ized patient at some point during a 1-year period and that 
the encounters would be audiotaped to evaluate sce­
nario replication and the accuracy of the standardized 
patients’ assessments of physician performance. The 
tapes would also be used to analyze communication pat­
terns between the physicians and the standarized 
patients. Physicians were blinded to the specific study 
topic of depression, the dates of the visits, and the stan­
darized patient’s age, sex, and specific clinical presenta­
tions.

TABLE 1

Standardized Patient Case Scenario

Chief complaint 
Clinical presentation

DSM-lll-R criteria

Additional history

Appearance

• Headaches
• 26-year-old data entry clerk
• Headaches of >1 -year duration, 

worsening during past 2-3 months.
• Anhedonia
• 10-lb weight gain
• Hypersomnia -1 0  hrs
• Recent divorce
• No strong social ties
• Social isolation
• Becomes visibly saddened 

when divorce mentioned
• Affect neither animated nor flat

DSM-lll-R denotes Diagnostic and Statistical Manual o f Mental 
Disorders, Third Edition, Revised.

Case Scenarios
Four months before the first standardized patient visits, 
participants were assigned randomly to be visited by 
either a man or a woman enacting the same case sce­
nario. The standardized patient presented with symp­
toms compatible with minor depression with a chief 
complaint of chronic headaches of 2-years’ duration, 
worsening during the last 3 months. The standardized 
patients called the practices in the study and requested 
an initial visit to address their presenting complaint and 
to establish ongoing care. They also returned as recom­
mended for a second visit.

Medical and psychiatric faculty worked together to 
develop the initial case scenario. We chose this scenario 
because it represented a common presentation for 
depression in primary care: subtle mental health distress 
of a sufficient degree to be associated with dysfunction, 
as demonstrated in other studies.35 The scenario was 
evaluated for internal consistency and refined during 
guided focus groups of community physicians that were 
held in each study center.36

The core elements of the scenario are provided in 
Table 1. In the scenario, a recent move required initiation 
of contact with a new care provider. Insurance was 
described as being in transition because of a new job but 
was scripted not to be a barrier to care. The standarized 
patients paid for the encounters in cash and indicated 
they would submit their claims to their insurance com­
panies on their own. No depressive symptoms were vol­
unteered by these patients unless specifically queried. 
During the second visit, standardized patients reported 
that their symptoms were 50% better regardless of the 
treatment suggested at the first visit.

Instruments
An evaluation checklist (to be completed by the stan­
dardized patients) with dichotomous (yes/no) responses 
was developed to assess how participating physicians 
pursued the presenting complaints and the criteria for a 
depressive disorder as listed in the Diagnostic and 
Statistical Manual of Mental Disroders, Third Edition, 
Revised (DSM-III-R).37 We pilot-tested the checklist in 
each study center to ensure that each item was readily
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_ TABLE 2 ________________________________________________

Interaction Analysis System for Evaluation of Patient-Centered Interviewing Behaviors 

Category Definition

Medical Questions
Narrow Physician asks medically oriented questions that can be answered with yes,

no, or a short direct answer.

Broad Physician asks medically oriented questions that encourage the patient to 
respond with more than yes, no, or a short direct answer.

Psychosocial Questions
Narrow

Broad

Affective Focus
Accepts feelings

Elicits feelings 

Shows approval

Physician asks psychosocially oriented questions that can be answered with 
yes, no, or a short direct answer.

Physician asks psychosocially oriented questions that encourage more than 
yes, no, or a short direct answer.

Physician verbally acknowledges a feeling previously expressed by a patient.

Physician verbally calls attention to a feeling, emotion, or emotional state.

Physician gives verbal approval of patient’s behavior or agrees with patient’s 
ideas.

Reassures Physician makes statements that reassure or assure patient of physician’s
continued attention and help.

Discloses feelings Physician makes statement that discloses his or her feelings.

observable and accurately 
scored by the standardized 
patients. The actors also 
used audiotape recorders 
with high-fidelity micro­
phones to record the physi­
cian-patient interactions.
These machines were con­
cealed in briefcases or 
book bags specially adapt­
ed for this purpose. After 
each encounter, the stan­
dardized patient completed 
the checklist, reviewing the 
audiotape when necessary.

At the end of the study, 
audiotapes were sent to 
Allegheny Medical College 
for interview coding using 
the Interaction System for 
Interview Evaluation (ISIE- 
81) originally developed by 
the National Board of 
Medical Examiners to 
specifically evaluate physi­
cian-patient communica­
tion when medical or surgi­
cal and psychological prob­
lems were present.38 Using 
ISIE-81, specially trained 
persons coded the audio- 
tapes at 2-second intervals, classifying the segments into 
35 subgroups of 7 major categories. Each code indicated 
what was occurring at that time. Interrater reliability of 
the ISIE-81 averages 0.84.® The ISIE-81 categories 
include both physician and patient behaviors. Because 
ISIE-81 was developed to code videotapes rather than 
audiotapes, not all categories were codeable. The ISIE- 
81 categories we used in these analyses and their defini­
tions are outlined in Table 2. Narrow psychosocial ques­
tions could be answered with yes, no, or another short 
direct answer. Broad psychosocial questions encouraged 
more than a short direct answer.

Implementation
Twelve actors were recruited from medical education 
programs that use standardized patients for teaching and 
evaluation. All standardized patients were within 120% 
of their ideal body weight, and the clothing they wore to 
the visits was consistent with the cases being enacted. 
The specifics of standardized patient training and testing 
are described elsewhere.34 Three weeks after the final 
standardized patient visit, physicians were informed that 
the visits had taken place. They were asked to either 
describe or name the patient. If the standardized patient 
was detected, physicians were asked when during the 
encounter the detection occurred. Detection occurred in

22.8% of cases. The majority of the detections occurred 
at the end of the second visit or in retrospect after the 
second visit had occurred, which likely did not influence 
the physicians’ performance to a significant degree. 
Therefore all of the detected cases were included in the 
analysis. All physicians forwarded standardized patient 
medical records for abstraction and participated in a 
debriefing telephone call about their interactions with 
their assigned patient after both visits were completed.

Data E lements
The data elements we used in these analyses were derived 
from 4 sources. First, we used the demographics and prac­
tice survey completed by participants to characterize par­
ticipants. Second, we used a data file composed of vari­
ables derived from the standardized patient checklist (an 
instrument designed to evaluate pursuit of presenting 
symptoms, DSM-III-R criteria, patient education, and 
management recommendations or decisions, which was 
completed by the standardized patients immediately after 
each encounter), and variables abstracted from the med­
ical record to classify whether the physician was success­
ful in recognizing depression. Any of the following indica­
tors were used when classifying encounters as successful: 
discussion of depression with the standardized patient, 
diagnosis of depression in the medical record, prescription
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for an antidepressant, or a recommendation for ongoing 
counseling with a social worker, psychiatrist, or psycholo­
gist. The third data file contained information from the 
debriefing telephone calls with the physicians. The final 
data source was the ISIE-81 coded data from the 
encounter dialogue.38

Data A nalysis
To evaluate the use of broad questioning in either med­
ical or psychosocial categories, we compared the pro­
portion of the interview devoted to broad questions 
(ISIE-81 codes 11, 12, 31, and 32) between physicians 
who recognized depression and those who did not. To 
evaluate how the blend of broad and narrow questioning 
contributed to a successful diagnosis of depression, a 
dependent measure (DM1) was created in the analysis 
file that would allow comparisons of interview charac­
teristics between physicians who recognized depression 
and those who did not. The DM1 consisted of the per­
centage of broad medical and broad psychosocial ques­
tions divided by the sum of all broad and narrow ques­
tions (total percentage). A high percentage on this mea­
sure indicated that the majority of questions asked by 
the physician were broad questions. Finally, we exam­
ined whether physicians interrupted patients to redirect 
the encounter (ISIE-81 code 16).

To evaluate how the use of affective interview behav­
iors contributed to the diagnosis of depression, 2 differ­
ent measures were used. One was an individual ISIE-81 
code (code 18, elicits feelings), which indicates physi­
cians were asking about or commenting on patient feel­
ings. The second measure was a composite of 3 ISIE-81 
codes (DM2) including use of summary statements 
(code 14), asking about feelings (code 18), and showing 
approval (code 19). To address timing or sequencing 
effects in the use of broad to focused questioning, each 
visit was divided into quartiles and the distribution of 
open-ended to focused questioning was explored in each 
quartile. Comparisons were made by treating percentiles 
as means.

Descriptive statistics were used to characterize study 
participants and encounters. All tests comparing perfor­
mance on the basis of whether depression was success­
fully diagnosed were 2-tailed. An a  level of 0.05 was con­
sidered statistically significant, except when more than 1 
test was used on the same study variable. In those cases, 
the a  levels were set at 0.025. Independent t tests were 
used to compare continuous data between those who 
recognized depression and those who did not. Levene’s F  
test was used to evaluate the variance between 2 groups, 
and multivariate analysis of variance was used for multi­
variate comparisons.

RESULTS
A total of 77 internists and family physicians who met 
eligibility requirements were visited by an unannounced

standardized patient. Results on the use of diagnostic 
criteria in recognizing and managing depression are 
reported elsewhere.34 Depression was recognized in 79% 
(61 of 77) of the standardized patients. Complete ISIE-81 
data were only available for 59 physicians. Transcripts 
were not available for 21.3% of the first visits and 28% of 
the second visits because of either poor sound quality of 
recordings or mechanical failure. When depression was 
recognized, it usually occurred during the first visit. 
Recordings of encounters varied widely in length, from 4 
to 35 minutes with a mean of 14.9 minutes. Therefore in 
our analysis of questioning sequence, quartile length dif­
fers considerably across physicians. In some cases quar­
tile length is very short.

We found that physicians talked almost twice as 
much as patients (0.44 per visit vs 0.24, P  <.001). We also 
found that patients’ talking dominated the early portion 
of the encounter, while physicians’ talking dominated 
the latter portion. Of the 59 cases with sufficiently com­
plete data for transcript analysis, 43 were successfully 
recognized as depression, and 16 were not. Forty-nine 
percent of the participants were from northern New 
England, 34% from Washington, and 17% from Alabama. 
Physicians from northern New England were overrepre­
sented because of specialty and sex-specific recruitment 
difficulties at other sites. There were no statistical dif­
ferences in physician characteristics by site. The mean 
age of physician participants was 44.2 years; 66% were 
men; 64% were family physicians; and 85% were board 
certified. We found no differences in physician charac­
teristics between those who did and did not recognize 
depression. We also found no differences in physician 
versus patient verbal activity over time between those 
who successfully recognized depression and those who 
did not.

In evaluating the proportion of the encounter devoted 
to broad questions (ISIE-81 codes 11, 12, 31, 32), we 
found the composite medians to be identical at 10.2% 
between those that did and did not recognize depres­
sion. The mean for encounters where depression was 
recognized was 10.5% (standard deviation [SD] = 4.0%) 
and was 11.3% (SD = 5.1%) in those who did not recog­
nize depression (P = .552). The calculated measure on 
the ratio of broad to narrow medical and psychosocial 
questioning (DM1) was 79% in those who recognized 
depression and 82% in those who did not (P = .453). All 
physicians asked broad to narrow questions in a ratio of 
approximately 4 to 1.

On the basis of the single ISIE-81 code that indicates 
physicians were asking about or commenting on patient 
feelings (code 11), we found that physicians who recog­
nized depression asked twice as many questions about 
feelings on average as those who did not recognize 
depression (1.9% of total physician activity vs 0.9%, P  = 
.017). Using the composite measure of affective focus 
(DM2), we found physicians who recognized depression 
spent 2.7% of their time on the composite affective focus
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- FIGURE 1 _________________________________ __

The relationship of medical to psychosocial questions 
over time (n=59).

-Medical questions -Psychosocial questions

compared with 1.3% for physicians who did not recog­
nize depression, a ratio of about 2 to 1 (P = .003). No 
instances of physicians interrupting patients to redirect 
the encounters occurred (ISIE-81 code 16).

On the basis of the physician debriefing telephone 
calls, we learned that in 60% of encounters depression 
was recognized immediately; in 26% depression was 
recognized in the middle of the first interview; and in 4% 
depression was recognized at the end of the first inter­
view. Ten percent of physicians could not specifically 
remember when depression was recognized. In evaluat­
ing the timing or sequencing of questioning as they relate 
to a diagnosis of depression, we had initially hypothe­
sized that successful recognizers would show a different 
pattern. However, no sequence differences related to 
broad to narrow questions were found between doctors 
who did and did not recognize depression. All physicians 
asked many more broad medical questions than psy­
chosocial questions, as illustrated in Figure 1, but that 
difference was very marked in the first quartile and 
decreased as the visit went on. The interaction between 
quartile and medical versus psychosocial questioning 
was highly significant using multivariate analysis of vari­
ance (P [3,55] = 67.54; P  <.001). No statistical differences 
existed between recognizing depression and interview 
quartile.

Figure 2 shows the timing of questions about patients’ 
feelings (ISIE code 11) as a function of whether depres­
sion was recognized and the point in the visit when 
depression was recognized. Physicians who successfully 
recognized depression later in the interview showed an 
increase in questions about feelings in the quartile just 
before recognition occurred. It appears that some physi­

cians initiated a series of questions about affect and feel­
ings once they suspected a patient might have minor 
depression. Physicians who did not recognize depres­
sion spent the least amount of time asking affective 
questions.

DISCUSSION

We found a high proportion (73%) of primary care physi­
cians recognized minor depression, and when this 
occurred, physician self-reports indicated that it typically 
happened at the beginning of the encounter (60%), 
However, we cannot validate the physicians’ self-reports. 
(Though the standardized patients reported whether 
depression was recognized, they could not determine 
when in the encounter it occurred.) We found no differ­
ences in the use of broad to narrow questioning between 
those who successfully recognized depression and those 
who did not. We did find that the use of affective ques­
tioning was associated with successful recognition.

We found differences in the use of affective question­
ing and the timing of that questioning between those 
who successfully recognized depression and those who 
did not. Physicians who reported recognizing depression 
early in the encounter increased their use of affective 
questions as the interview progressed. This is likely 
because they need affective information as they consid­
er treatment options. The curve for physicians who rec­
ognized depression in the middle of the encounter shows 
a marked increase of questions about feelings in the sec­
ond quartile. Physicians who recognized depression late

FIGURE 2

The relationship between questions about feelings when 
or whether depression was diagnosed (n=59—both visits 
combined).

-Diagnosed early 
-Diagnosed late

-Diagnosed middle 
-Not diagnosed
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show an increase in questions about feelings in the third 
quartile. We did not have the appropriate design or the 
appropriate data to firmly attribute causality, but if ques­
tions about affect were an important contributor to a 
diagnosis of depression, they would be expected to 
closely precede the successful diagnosis. Our data are 
consistent with questions about affect playing an impor­
tant role in the diagnosis.

Our results agree in some ways and not in others with 
those of Badger and colleagues,29 who found that 3 com­
munication behaviors predicted with 60% accuracy 
when physicians would recognize depression and 74% 
accuracy when physicians would not. These included 
the proportion of the interview devoted to affective 
interview behaviors (accepts and elicits feelings, shows 
approval, reassures, and discloses own feelings), use of 
broad open-ended psychosocial questions by the physi­
cian, and when the physician did the majority of the talk­
ing. Though we found use of affective questions was 
associated with a diagnosis of depression, we did not 
find support for their finding of the use of broad to 
focused psychosocial questioning. We found that the 
majority of questions asked by physicians were broad 
medical questions, which likely indicates their pursuit of 
the patient’s presenting complaints of headache.

Results of a focus group study36 we conducted during 
the development phase suggested that physicians use 3 
different approaches for recognizing depression, 
depending on patient cues. Physicians may take a bio­
medical approach first, where they consider depression 
only after possible medical conditions are ruled out. 
Another approach involved considering depression first, 
where antidepressants were used to help rule depression 
in. The last approach involved simultaneously address­
ing possible depression and pursuing any suspected 
medical problems. In this study, all 3 approaches were 
familiar to the focus group physicians. The various pat­
terns of questioning we found associated with recogni­
tion of depression may be related to the approach physi­
cians took in considering how to pursue the possibility 
of depression as part of their differential diagnoses in 
responding to the standardized patient scenario.

In our study, we found no instances of physicians 
interrupting the patient to redirect the encounter. This 
finding differs from those of Marvel and colleagues,® 
who found in a linguistic analysis of 264 physician- 
patient encounters that 75.4% of physicians interrupted 
patients and redirected the dialogue. In that study, physi­
cians began interrupting patients approximately 23 sec­
onds into the encounter. Our study was restricted to 
encounters with a new patient, where interrupting may 
be less common than for established patients, where cer­
tain problems or diagnoses have already been defined.

Limitations
Our study has some limitations. Obtaining complete 
interview data for ISIE coding was challenging. Sound

quality diminished when audiotapes were copied, which 
affected the amount of data we could include in our final 
analysis. When mechanical failures occurred during the 
encounters, we dropped those encounters from the 
analysis, since we could not determine what occurred 
during the missing interview segment. In addition, while 
unannounced standardized patients allow control for 
patient factors, interactions with actual patients who 
have depressive symptoms and established relationships 
with their providers may have yielded different findings.

A final issue concerns interview timing and the inter­
pretation of findings. If the interest is in determining the 
type of behavior that occurs during an office visit that 
assists the physician in recognizing depression, it is 
important to distinguish the behaviors that occurred 
before diagnosis from the behaviors that occurred after­
ward. We had only physician self-report data to indicate 
when depression was recognized, which may have ques­
tionable validity. In any case, although it is difficult to 
argue that differences in communication occurring after 
recognition are responsible for successful recognition, it 
is possible that physicians’ thoughts and feelings are also 
responsible for successful recognition. Unfortunately, 
evaluating this possibility was beyond the scope of this 
investigation, but this is an important area for future 
research on this topic.

CONCLUSIONS
We found that physicians who recognized depression 
differed significantly in the percentage of questions they 
asked about feeling and affect and that an increase in 
questions about feelings may precede a diagnosis of 
depression. We found that physicians who recognized 
depression did not differ in their use of open-ended or 
close-ended questions compared with physicians who 
did not; the groups also did not differ in the use of med­
ical versus psychosocial questions. Overall, these physi­
cians spent the majority of their time asking about broad 
medical issues. More research is needed to verify these 
important findings.
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