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Objective: To evaluate the process and quality of care
for primary care patients with depression under man-
aged care organizations.

Method: Surveys of 1204 outpatients with depression
at the time of and after a visit to 1 of 181 primary care
clinicians from 46 primary care clinics in 7 managed care
organizations. Patients had depressive symptoms in the
previous 30 days, with or without a 12-month depres-
sive disorder by diagnostic interview. Process indica-
tors were depression counseling, mental health referral,
or psychotropic medication management at index visit
and the use of appropriate antidepressant medication dur-
ing the last 6 months.

Resuvlts: Of patients with depressive disorder and re-
cent symptoms, 29% to 43% reported a depression-
specific process of care in the index visit, and 35% to 42%
used antidepressant medication in appropriate dosages
in the prior 6 months. Patients with depressive disor-
ders rather than symptoms only and those with comor-
bid anxiety had higher rates of depression-specific pro-

cesses and quality of care (P<<.005). Recurrent depression,
suicidal ideation, and alcohol abuse were not uniquely
associated with such rates. Patients visiting for old prob-
lems or checkups received more depression-specific care
than those with new problems or unscheduled visits. The
7 managed care organizations varied by a factor of 2-fold
in rates of depression counseling and appropriate anti-
depressant use.

Conclusions: Rates of process and quality of care for de-
pression as reported by patients are moderate to low in
managed primary care practices. Such rates are higher
for patients with more severe forms of depression or with
comorbid anxiety, but not for those with severe but “si-
lent” symptoms like suicide ideation. Visit context fac-
tors, such as whether the visit is scheduled, affect rates
of depression-specific care. Rates of care for depression
are highly variable among managed care organizations,
emphasizing the need for process monitoring and qual-
ity improvement for depression at the organizational level.
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ETWEEN 40% and 60% of

persons with depressive dis-

order in the United States re-

ceive their only health care

from general medical pro-
viders."* For example, based on data from
managed care and fee-for-service prac-
tices in the late 1980s, only 40% to 55%
of patients with recent depressive disor-
ders were known by their primary care
providers to be depressed at the time of a
visit. In addition, only 25% to 30% of those
with major depression received antide-
pressant medication at any time during a
6-month period, while a higher percent-
age received inappropriate long-term mi-
nor tranquilizer medication.’ Similar rates
have been reported for a variety of pri-
mary care practices.”® Recent research in
a staff-model health maintenance organi-
zation has found that fewer than 50% of
depressed primary care patients receive a

course of antidepressants that meets guide-
line standards for dose and duration.”™ As
a result of low treatment rates, the cost-
effectiveness of care for depression may be
low in primary care.!®!!

In 1993, the Agency for Health Care
Policy and Research (AHCPR) released prac-
tice guidelines for the treatment of depres-
sion in primary care'?; these guidelines have
been disseminated through disease man-
agement protocols and innovative treat-
ment programs.”" In addition, the advent
of selective serotonin reuptake inhibitors,
which are easier to administer and have
fewer troublesome adverse effects than pre-
vious antidepressants, may have made it
easier for primary care providers to treat de-
pression.’ Yet patients and families remain
concerned that cost-containment pres-
sures under managed care could result in
low rates of treatment for serious psychiat-
ric disorders such as depression.'*
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SUBJECTS AND METHODS

DESIGN

Data are from the baseline phase of the Partners in Care
study, a longitudinal, experimental trial of quality improve-
ment for depression in managed primary care.'® The sites
were selected to be geographically diverse, to overrepre-
sent Hispanics, and to include a range of organizational
structures. All primary care clinics with at least 2 clini-
cians and all clinicians within clinics were asked to par-
ticipate in the study. Organizational characteristics are de-
scribed in Table 1. The sites included staff-model health
maintenance organizations, primary care networks con-
tracting with a single prepaid insurer, multiple prepaid in-
surers, prepaid and managed fee-for-service insurers, and
1 rural public health system. Two clinics declined partici-
pation, while 46 clinics accepted. All but 2 of the 183 eli-
gible primary care providers agreed to participate (n=181).
The providers were physicians (internists, family practice
physicians, and general practitioners) (87%) and nurse prac-
titioners (13%).

The Partners in Care study screened and enrolled pa-
tients between June 1996 and March 1997. In a 5- to 7-month
period for each clinic, a consecutive sample of English- and
Spanish-speaking patients of participating providers were
asked to complete a self-assessed survey containing the “stem”
items for major depressive and dysthymic disorders from the
Composite International Diagnostic Interview (CIDI)."'8 This
instrument assesses whether a 2-week period of sadness or
loss of interest occurred in the last 12 months (2 items), and
whether a 2-year period of daily depression occurred that ex-
tended into the past 12 months (3 items). We added 2 par-
allel items based on the CIDI format assessing whether there
was at least 1 week of daily sadness or loss of interest in the
last 30 days. Individuals with positive response scores to both
a 12-month and 30-day item were scored as having prob-
able depressive disorder. Based on a sample (n=1485) that
completed the full affective disorders section of the CIDI, 55%
of those with probable depressive disorder had 12-month ma-
jor depressive or dysthymic disorder as defined by the Diag-
nostic and Statistical Manual of Mental Disorders, Fourth Edi-
tion." Because 30-day symptoms were required, all patients
were currently symptomatic. Because the 12-month CIDI de-
pressive disorder classification requires a positive stem item,
sensitivity by definition is 100%.

Adults were eligible for the longitudinal study if they
screened positive for probable depressive disorder, in-
tended to use the clinic as their main source of primary care
for the following year, and had insurance that covered care
from the behavioral health care providers for the Partners
in Care quality improvement interventions. Of 33 880 pa-
tients eligible for the survey, 27334 (81%) agreed to

complete it; of these, 3918 (14%) screened positive and in-
tended to use the clinic. During the multistage enrollment
process, some patients had to leave the clinic or receive care
and thus could not be approached about the study, and oth-
ers were found to be ineligible. Of 2417 eligible (62%) who
were still available and were asked to hear about the study,
241 (10%) had ineligible insurance, 322 (13%) had left the
clinic, and 1854 (77%) had actually heard about the study,
of whom 35 (2%) had ineligible insurance, 74 (4%) disen-
rolled later, and 1376 (74%) remained enrolled through
baseline. Of these, 21 had partial or inconsistent data on
their dimensional screening items; we included them in the
analysis in this article. The data are weighted for probabil-
ity of enrollment to the full eligible sample.

Patients and providers signed written consent forms
to participate in the longitudinal Partners in Care study,
with human subjects protection review by RAND and the
managed care organizations. After enrollment, patients com-
pleted the full affective disorders section of the CIDI, in per-
son or by telephone (88% completed within 2 weeks of
screening, with an eventual 100% response); a telephone
instrument that included the anxiety disorders section of
the CIDI as well as questions assessing wealth and income
(88% completed within 2 weeks of screening, eventual 100%
response); and a self-administered Patient Assessment Ques-
tionnaire (PAQ) (72% completed within 4 weeks of screen-
ing, with an eventual 88% response).

The analytic sample includes the 1204 patients (88%
of the enrolled sample) who completed the PAQ. Respon-
dents on the PAQ did not differ significantly from en-
rolled nonrespondents in physical or mental health sta-
tus, but were somewhat older, better educated, and more
likely to be women; response rates also differed somewhat
by study site. We weighted the data for PAQ response, but
conclusions were unaffected by weighting. We also con-
trolled for patient demographics and site in these analy-
ses. To explore effects of delayed PAQ return for some sub-
jects, we controlled for the interval between the screening
visit and returning the PAQ. This variable did not affect
our substantive conclusions.

DATA AND MEASURES
Process and Quality of Care

The PAQ asked respondents about the care they received
during the index screening visit. Items assessed (1) whether
the clinician had discussed or treated depression; (2)
whether the clinician had counseled the patient for at least
several minutes about depression, anxiety, alcohol use, or
other personal or emotional problems; (3) whether the cli-
nician had referred the patient to a mental health specialist
for counseling; and (4) whether the clinician had initiated
medication for personal or emotional problems or had

— T

Table 2 presents descriptive information on the patients
in our sample and on the measures of visit context. Of the
sample, 71% are women, 28% are Hispanic, and 47% have
a high school education or less. About 79% of patients re-
port having at least 1 chronic medical condition. The age
range is 18 to 90 years, and mean (SD) age is 44 (15) years.

The top panel of Table 3 presents adjusted rates
of depression care by depression status. Patients with more
severe types of depressive disorder have significantly
higher rates of mental health care. The depression dis-
order set is significant in each analysis; the lowest x%; is
12.6, P=.006. The highest treatment rates are for pa-
tients with double depression. The adjusted rates of care
are about 20% to 30% lower for patients with either ma-
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adjusted the dosage of existing prescriptions (ie, medica-
tion management activity).

From these measures, we derived indicators of hav-
ing any depression care (ie, any treatment or counseling
about depression) and any mental health care (ie, any of
the 4 types of care). We retained separate indicators of de-
pression counseling by the primary care provider, mental
health referral, and psychotropic medication manage-
ment (ie, starting or adjusting a psychotropic medica-
tion). We consider these to be process measures, not qual-
ity of care indicators, because they have not been linked
consistently to improved outcomes. However, they repre-
sent evidence from the patient perspective that detection
or treatment for depression has occurred, and we inter-
pret them in this broader context. We previously ob-
served a significant association between a higher rate of us-
ing either counseling for depression (including primary care
counseling) or appropriate antidepressant medication and
improvement in 2-year functioning outcomes.'* Thus, pri-
mary care counseling for depression could also be a qual-
ity indicator. Using patient reports of the name and daily
dosage of each prescribed medication they used, we de-
rived an indicator of use of any antidepressant in an ap-
propriate daily dosage, either any day in the prior 30 days
or daily for at least 1 month in the prior 6 months. Criteria
for appropriate dosages were defined by the Agency for
Health Care Policy and Research guidelines, which we up-
dated for newer antidepressants.”**' We considered this a
quality of care indicator.

Studying a particular visit could underestimate care
provided over a longer period. We thus also examined
whether respondents reported any depression care either
at the index visit or at the most recent prior visit to the same
clinic among patients with a visit within the last 30 days
prior to the screening visit.

Explanatory Variables

Independent variables include depression and physical
health status, measures of visit context, patient demograph-
ics, and study site. We combined measures from the survey,
the full CIDI, and supplemental survey items to construct a
4-category classification for depressive disorder: (1) “double
depression,” defined as 12-month major depressive plus 12-
month dysthymic disorder, a very high risk category for re-
current and/or chronic depression;* (2) “single depres-
sion,” defined as 12-month major depressive disorder or
dysthymic disorder only (grouped because only 39 patients
had dysthymic disorder only); (3) “lifetime disorder only,”
defined as having 30-day symptoms, no 12-month disorder,
and probable lifetime history of depressive disorder; and (4)
“symptoms only,” defined as having 30-day symptoms but
no 12-month disorder or probable lifetime history. Probable
lifetime history of depressive disorder was based on patient

self-reports of having depression for at least 2 weeks prior to
the past year, as well as having other associated symptoms
at the same time.

In addition, we used the CIDI items to construct in-
dicators for recurrent major depression (ie, more than 2
prior lifetime episodes); suicidal ideation in the past year;
and 12-month comorbid anxiety disorder (ie, panic disor-
der, generalized anxiety disorder, agoraphobia, or social pho-
bia). Recent alcoholism was assessed through a 4-item bat-
tery included in the survey.” Using survey questions on
the prevalence of chronic medical conditions (asthma, ar-
thritis lung disease, diabetes, hypertension, advanced coro-
nary artery disease, heart failure, other heart disease, neu-
rologic conditions, gastrointestinal problems, eye problems,
or migraines), we constructed a count of having 0, 1, 2, 3,
or more conditions. For some analyses, we included the
Short Form-12** measures of global physical and mental
health from the survey.

We also controlled for whether the index visit was
scheduled and whether it was for the purpose of a checkup
or for an old or new problem (as reported in the PAQ). We
also separately controlled for whether it was the first visit
to that clinic and for the recency of the patient’s last visit
to this clinic as reported on the survey. In addition, we con-
trolled for age (18-39 years, 40-62 years, and =063 years),
sex, education (<12 years of education, 12 years, 13-15
years, or =16 years), race/ethnicity (any Hispanic origin;
African American, Asian, and Native American, grouped;
and white), and socioeconomic status (wealth) measured
by the value of owned housing and all nonhousing assets.
Finally, we included indicator variables for the 7 managed
care organizations.

Analysis

In addition to examining overall levels of care, we used mul-
tiple logistic regressions to estimate patterns of associa-
tion between particular aspects of care on one hand and
respondent attributes, visit-context characteristics, and study
site on the other. To determine if the association between
depression severity and treatment patterns varied by study
site, we also tested interactions between depression status
and study organization in our regressions.

We used x? tests to assess the statistical significance
of sets of variables (eg, the depression status indicators) in
our models. Because study patients were clustered within
clinics, we adjusted SE estimates using the intraclass cor-
relation model or the Huber method.”>** We do not use a
formal Bonferroni correction?” to adjust for the multiple
statistical comparisons; instead, we generally consider re-
sults to be significant if they are at the P =.005 level or bet-
ter and interpret findings in the context of multiple com-
parisons. Finally, to show effect sizes, we use predictions
adjusted for all covariates through a direct method.

jor depression or dysthymia than for those with double
depression. For example, 29% of persons with single de-
pression report receiving any depression care during the
index visit, compared with 43% with double depres-
sion. Patients with only lifetime depression or only cur-
rent symptoms have adjusted levels of depression care
that are 30% to 60% lower compared with patients with
double depression.

There were 981 patients whose index visit occurred
within 30 days of a prior visit to the same clinic. Rates of
depression care are 15% to 20% higher within each disor-
der category when counting both visits rather than only
the index visit. All data are given as percentage (SE) un-
less otherwise indicated. For example, of patients with
double depression who visited twice in the last 30 days,
only 42% (4.4) received any depression care in the index
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Table 1. Characteristics of Managed Care Organizations in Study

Study Site, Payer/Plan
(Single/Multiple)

Plan Mix (% Prepaid)

Provider Groups (Single/Multiple)

Carving

A, multiple (1 owner) 85 Single
B, single 100 Multiple
C, multiple 50 (prepaid or point of service) Single
D, multiple 80-90 (100 for study)* Single
E, multiple 50 managed care, Medicare, Single
30 private mixed, 20 uninsured
F, single 100 Multiple
G, multiple 80-90 (100 for study)* Single

Both

Out

Both (only carve-in for study patients)*
Both (only carve-in for study)*

Out

(single for study)*

Out
Both (only carve-in for study patients)*

Table 2. Characteristics of Primary Care Patients With
Depression Analytic Sample (n = 1204)
No. of Weighted
Characteristic Patients Mean, %*
Female sex 881 711
Education completed (67 missing)
Less than high school 162 17.6
High school 309 29.7
Some college 399 321
College 267 20.6
Ethnicity (78 missing)
Hispanic 285 27.6
Any other minority 147 13.0
White (Euro American) 432 59.3
Recurrent major depression 776 61.3
(>2 lifetime episodes)
Suicidal ideation in last 12 mo 592 54.3
(124 missing)
Depressive disorder statust
12-mo double 151 11.4
12-mo single 570 44.8
Lifetime 255 21.5
Symptoms only 228 22.3
12-mo comorbid anxiety disorder 521 42.0
(30 missing)
Probable recent alcohol abuse disorder 71 6.2
(19 missing)
Chronic disease count (71 missing)
0 236 22.1
1 269 23.7
=2 628 54.2
First visit to clinic (33 missing) 57 4.9
Visit context (20 missing)
Walk-in 148 13.0
Scheduled checkup 266 2318
Scheduled new problem 363 30.3
Scheduled old problem 407 8818

*Based on nonmissing responses, number with missing data are listed in
parentheses for each variable. Means are weighted for probability of
enrollment and nonresponse on the Patient Assessment Questionnaire.

tAll patients have 1-month depressive symptoms. 12-month double

indicates major depressive and dysthymic

disorder in last 12 months;

12-month single, either major depressive or dysthymic disorder in last 12
months; lifetime, probable depressive disorder more than 12 months ago;

symptoms only, no 12-month or probable

lifetime depressive disorder.

visit, while only 48% (5.1) received any depression care
in either visit. Otherwise, the same conclusions apply about
factors associated with care for depression as in analyses
limited to the index visit.

*Organizational characteristics differed by design for study patients, relative to all organizational patients.

The presence of an anxiety disorder is associated with
20% to 30% higher adjusted rates of any mental health
care, any depression care, depression counseling, medi-
cation management, and appropriate antidepressant use
in the prior 6 months, and these differences are statisti-
cally significant (lowest rate, t = 2.87, P=.004, for any de-
pression care) (Table 3). Further, the anxiety effect on
specialty referral is of “borderline” significance (¢t =2.05,
P=.04), but we were unable to identify a significant ef-
fect of either recurrent major depression or 12-month sui-
cidal ideation on mental health or psychosocial care in
the index visit, and the effect sizes are small to moder-
ate. For example, the largest effect size is for the unique
contribution of 12-month suicide ideation to use of ap-
propriate antidepressant medication (t=1.85, P<.10),
where 27% (1.6) of those without suicide ideation and
32% (2.1) of those with such ideation had appropriate
medication use. The number of comorbid chronic medi-
cal conditions was not uniquely significantly associated
with our measures of processes of care. A comorbid al-
cohol abuse problem was not significantly associated with
any of the 6 aspects of care in Table 3, and was excluded
from the models presented here.

Table 4 presents associations between visit con-
text and levels of care. Depressed patients having sched-
uled visits for new problems or walk-in visits have sig-
nificantly lower adjusted levels of mental health care
relative to those with scheduled visits for old problems
or checkups. The type-of-visit indicators are significant
asaset for counseling for depression (x*=11.85, P=.008)
and medication management (x*=18.52, P=.001), and
are of borderline significance for any mental health care
(x%=7.16, P=.08) and any depression care (x*=9.59,
P=.03). Treatment rates are about 20% to 35% higher
for scheduled visits for old problems compared with vis-
its for new problems or walk-in visits, other factors be-
ing equal. In addition, new patient visitors report sig-
nificantly lower rates of any appropriate antidepressant
use in 6 months (t=-3.24, P<.001), other factors being
equal.

Patients with higher socioeconomic status tend to
have higher rates of care. The set of wealth and educa-
tion variables is significantly and independently associ-
ated with any depression care (x%=16.21, P=.04), spe-
cialty referral (x%s=21.32, P=.007), and use of
antidepressants in the prior 6 months (x%=35.15,
P<.001).
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Table 3. Adjusted Process of Care for Depressed Patients (N = 1204) by Clinical Status*

Care in the Index Visit, SE (%)

Any Any 6-mo
Any Mental Depression Depression Counseling Psychotropic Use of Appropriate
Health Care Care Counseling Referral Medication Adjustment Antidepressant
Depressive Disorder
12-mo double 60.3 (4.3) 426 (4.1) 33.9(3.9) 24.4 (3.5) 30.0 (4.6) 42.3 (4.4)
12-mo single 47.8 (1.6) 29.2 (1.8) 23.5(1.7) 16.2 (1.4) 311 (1.8) 34.7 (1.9)
Lifetime only 40.7 (2.9) 20.6 (2.8) 15.9 (2.7) 11.5 (2.6) 216 (2.7) 19.9 (1.9)
Symptoms only 38.8 (3.5) 18.8 (2.2) 14.7 (2.4) 13.2 (2.9) 19.6 (2.8) 14.0 (2.7)
Comparisons
Double vs single 12.4 (5.1)F 13.4 (4.5)% 10.4 (4.4)1 8.1(3.7)t 1.1 (5.4) 7.6 (5.5)
Double vs lifetime 19.6 (6.1)F 22.0 (5.9)8 18.0 (5.4)§ 12.9 (4.7)|| 8.4 (5.9) 22.4 (4.8)§
Double vs symptoms only 214 (5.1)8 23.8 (4.6)§ 19.3 (4.8)§ 11.1 (4.2)|| 10.5 (5.7) 28.3 (5.7)§
Single vs lifetime 7.2 (3.1)t 8.6 (3.1)t 7.6 (2.9)t 4.8(2.9) 9.5 (2.8)t 14.8 (2.7)§
Single vs symptoms only 9.0 (4.0t 10.4 (2.9)§ 8.9 (3.2)t 3.0(3.1) 11.6 (3.6)F 20.7 (2.9)§
Lifetime vs symptoms only 1.8 (4.3) 1.8 (3.3) 1.3(3.1) 1.8 (4.6) 2.0(3.7) 5.9(3.2)
12-mo comorbid anxiety disorder
Yes 52.4 (2.4) 32.0 (2.4) 26.8 (2.3) 18.0 (2.0) 325(2.2) 34.7 (1.6)
No 40.8 (1.8) 22.4 (1.8) 17.0 (1.8) 13.6 (1.2) 21.6 (1.5) 23.6 (1.5)
Comparison
Yes vs no 11.5 (3.3)§ 9.5 (3.4)t 9.8 (3.0)t 45 (2.3)t 10.9 (2.6)§ 11.2 (2.0)§

*Rates of care are adjusted for patient sociodemographics, site, comorbid anxiety disorder, chronic condition count, and type of visit. All patients have 1-month

depressive symptoms.
tP<.05.
1P<.005.
§P<.001.
[|IP<.01.

Table 4. Adjusted Process of Care for Depressed Patients (N = 1204) by Type of Visit*

Care in the Index Visit, SE (%)

Any Any 6-mo
Any Mental Depression Depression Counseling Psychotropic Use of Appropriate
Health Care Care Counseling Referral Medication Adjustment Antidepressant
Visit context
Scheduled old problem 49.7 (2.6) 32.0 (2.4) 26.5 (2.4) 16.9 (1.8) 33.4 (2.4) 27.3 (1.8)
Scheduled checkup 47.8 (2.9) 26.7 (2.6) 21.3 (2.3) 14.2 (1.9) 24.4 (2.5) 26.5 (2.0)
Scheduled new problem 42.0 (2.6) 22.3(2.2) 17.3 (2.0)F 14.7 (1.8) 233 (2.2)t 30.0 (2.0)
Walk-in 42.0(3.2) 22.9 (3.4) 17.3(3.2) 15.8 (3.1) 19.3 (3.2) 29.6 (3.8)
Comparisons
0ld problem vs checkup 1.9(3.7) 5.3(3.5) 52(3.2) 2.7 (2.3) 9.0(3.1)§ 0.1 (2.4)
0ld problem vs new problem 7.7 (3.8)] 9.7 (3.3)§ 9.1 (3.08 2.3(2.3) 10.1 (3.2)§ -2.7 (3.0)
0ld problem vs walk-in 9.5 (4.4)| 9.1 (4.4) 9.2 (4.0)| 1.1(3.5) 14.2 (4.3)§ 2.3(3.8)
Checkup vs new problem 5.8 (4.3) 4.4 (3.8) 3.9(3.5) -0.5(2.6) 1.1(3.9) -3.5(3.1)
Checkup vs walk-in 7.6 (4.4) 3.8(4.2) 4.0 (4.0) 1.6 (3.3) 5.2 (4.1) 3.1 (4.5)
New problem vs walk-in 1.8 (4.6) -0.6 (4.0) 0.1(3.9) -1.1(4.3) 4.0 (4.1) 0.4 (4.6)
First visit to clinic
Yes 45.0 (8.7) 23.1 (7.0) 13.3 (4.9) 22.2 (6.0) 33.3(8.0) 15.4 (3.3)
No 45.3 (1.3) 26.3 (1.1) 21.1(1.2) 15.0 (1.1) 25.9 (1.3) 28.71 (1.3)
Comparison
Yes vs no -0.2 (8.8) -3.2(6.8) -7.8(4.7) 7.2 (6.0) 7.4(8.1) -13.3(3.3)1

*Rates of care are adjusted for patient sociodemographics, depressive disorders states, site, comorbid anxiety disorder, and chronic conditions count. All
patients have 1-month depressive symptoms.

+P<.0001.
P<.01.
§P<.005.
[P<.05.
qP.001.

The set of organization indicators is significantly
associated with counseling for depression in the visit
(x%=15.19, P=.002). The specific rates vary 2-fold
across sites; ie, 23.3% (3.6), 18.6% (2.5), 21.2% (3.7),

27.5% (2.3), 20.0% (3.3), 21.6% (4.1), and 13.1% (2.6).
Similarly, use of any appropriate antidepressant in 6
months varies by more than 2-fold across organizations
(x%=29.12, P<.001). These specific rates are 18.5%
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(2.8), 31.9% (1.5), 23.3% (4.1), 30.5% (3.5), 24.1%
(2.5), 42.3% (4.1), and 26.9% (4.7). These rates are
listed in a different order from the site descriptions in
Table 1 to protect site confidentiality, but sites are in the
same order for the counseling and medication indica-
tors. Only one organization ranks high (in the top third)
on rates of both processes of care.

A comorbid alcohol abuse problem is significantly
associated with higher rates of alcohol abuse counseling
in the index visit (t=3.55, P<<.001). Controlling for
other factors, only 12.8% (SE=3.9) of patients with a
recent alcohol abuse problem are counseled about alco-
hol use, compared with 3.9% (0.8) of persons without
an alcohol abuse problem. The association between
depressive disorder status and counseling about alcohol
use borderline significant (x*;=7.18, P=.07). For
example, 7.2% (2.4) of patients with double depression
but only 1.0% (0.7) of those with symptoms only are
counseled about alcohol abuse. Finally, women are less
likely to receive counseling about alcohol use, other
factors being equal (t=4.41, P<<.001). Rates of alcohol
abuse counseling differ by site, but significance is bor-
derline (x%=14.05, P=.03). Site-specific rates are 4.1%
(1.7), 5.3% (2.2), 2.2% (0.8), 5.9% (1.4), 2.6% (0.5),
3.4% (0.9), and 6.6% (3.3). Other patient and visit con-
text variables are not significantly associated with alco-
hol abuse counseling rates in the index visit.

In this article, we describe 1997 rates of depression-
specific care, including quality indicators based on
Agency for Health Care Policy and Research guidelines,
for primary care practices under managed care. By man-
aged care we mean practices relying at least 50% on
capitation or operating under a fixed budget, or relying
on utilization review or provider financial incentives to
contain costs. We evaluate how clinical features of the
presentation of depression affect treatment rates. We
hypothesize that more severe forms of depression are
associated with higher care rates and that “silent” or
historical factors that require more interview time, such
as the presence of recurrent depression, suicidal ide-
ation, and alcohol use, will not uniquely affect treat-
ment rates. In addition, we evaluate whether the visit
context (eg, whether the visit is scheduled or not)
affects treatment patterns. We hypothesize that factors
such as urgent care problems, which compete with
depression for the patient’s and clinician’s attention,
will lower depression-specific treatment rates. Finally,
we examine whether care of similar patients varies
among managed care organizations. Based on our prior
work,'> we expect to observe significant variations by
organization.

B COMMENT

There has been considerable interest in documenting qual-
ity of care in community-based managed care practices,
especially for patients with treatable health conditions
of societal consequence. In a diverse sample of such prac-
tices, we found evidence for low to moderate levels of
depression-specific care, which in itself is not surpris-
ing. Specifically using very broad indicators of mental
health and psychosocial care, 40% to 60% of patients

across disorder groups reported some sort of psychoso-
cial care at the index visit, although all had depressive
symptoms that month and most met criteria for disor-
der in the prior 12 months. Among those with a disor-
der, having symptoms in the last month would indicate
a high risk for a continuing or recurrent disorder. For
these patients, monitoring of depression status would be
recommended, at minimum. We use our indicator of de-
pression counseling to track this process, rather than to
represent specific psychotherapy for depression. In this
context, only 24% to 34% in the 12-month disorder cat-
egories had some discussion of depression in the visit,
while about 48% to 60% had some type of mental health
care, consistent with much of the prior literature. We
found only somewhat higher rates of any depression care
when including data from the prior visit that month. Simi-
larly, Rost et al* found only modest increases in rates of
detection of depression in primary care when including
follow-up a year after an initial assessment. Our best
marker of quality of care is any use of antidepressant medi-
cation in the prior 6 months, and we find rates of 35%
to 42% for those with a 12-month disorder plus 1-month
symptoms.®

A clinically rational model of care would suggest
higher rates of treatment for those with depressive dis-
order than those with symptoms only.'* We observed this
pattern, with the highest rate of care for patients with con-
current major depressive and dysthymic disorder. Simi-
larly, we found higher rates of depression care for pa-
tients with recent comorbid anxiety disorder, a factor
associated with poor depression outcomes.'*?® In con-
trast, some clinically important characteristics that are
historical or otherwise hard to detect—recurrent depres-
sion and suicidal ideation—were not associated with sig-
nificantly higher rates of care, other factors being equal.
Yet history of recurrent major depression is an indica-
tion for both acute and maintenance treatment with an-
tidepressant medication. Further, 12-month suicidal ide-
ation is a risk factor for current suicide ideation and may
increase the need for at least ongoing assessment. Evi-
dence indicates that almost half of the people who com-
mit suicide have seen a physician within the month
before their death,”? suggesting that primary care cli-
nicians could have an important opportunity for identi-
tying suicidal ideation in some patients. The risk of sui-
cide may be low overall, however, among primary care
visitors in managed care (0-43 per 100 000),** so clini-
cians may find it difficult to know which patients to tar-
get for assessment of suicidal ideation. Our findings
suggest that depressed patients in general should be
screened for suicidal ideation, as more than half had
such ideation in the last year. We found that a comor-
bid recent alcohol abuse problem, which indicates a
poor prognosis for course of depression and may alter
the treatment approach,'? was associated with signifi-
cantly higher rates of counseling for alcohol abuse, but
not with any other type of psychosocial care, including
specialty referral. Although detecting substance abuse
could result in deferring use of antidepressant medica-
tions, we would expect it to increase specialty referrals.
The absolute rate of alcohol abuse counseling was
extremely low—4% to 13%—even among patients with
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a recent alcohol abuse problem, and depressed women
were especially unlikely to be so counseled. Such coun-
seling also tended to vary by site, although no site had a
higher rate than 6%. Thus, providing appropriate coun-
seling and referral for substance abuse among depressed
patients is an important area for quality improvement
efforts, especially because even brief primary care coun-
seling may reduce drinking levels.?*

We observed lower levels of mental health care
among depressed patients having walk-in visits or sched-
uled visits for a new problem, compared with scheduled
visits for either checkups or old problems. During walk-in
or new-problem visits, patients and clinicians may at-
tend exclusively to a particular presenting problem and
defer more systematic evaluations. Alternatively, there
may be unobserved differences in patient characteris-
tics across visit types; for instance, providers may be more
familiar with the patients having checkups or present-
ing with old problems. We also found that first-time visi-
tors to a given primary care clinic had lower rates of an-
tidepressant use in the prior 6 months and lower rates
of depression counseling at the index visit. These re-
sults may be due to clinicians having less time available
for psychosocial care in first visits, to clinicians being less
familiar with the patient, or to lower levels of recent ser-
vice use for first visitors.

Finally, we found significant differences among man-
aged care organizations in counseling for depression in the
visit, a process measure, and in use of appropriate anti-
depressant medication in the prior 6 months, a quality in-
dicator. The variation across organizations was 2-fold for
each process indicator, a rather large variation given that
demographics and severity were controlled. For use of an-
tidepressant medication, the highest-ranking site had a rate
comparable to a well-established health maintenance or-
ganization that has participated in multiple depression qual-
ity improvement programs (5-9), while the lowest-
ranking site had a rate comparable to reports for primary
care in the late 1980s, prior to widespread dissemination
of selective serotonin reuptake inhibitors (3). Organiza-
tional rankings were not consistent across domains of care,
suggesting that each domain should be monitored sepa-
rately in a study of organizational variations. Also, abso-
lute rates of depression care were moderate even at the sites
with relatively high rates; for this reason, we mainly em-
phasize the need for quality improvement across all man-
aged care, primary care practices.

While we must remain cautious about causal infer-
ence, the overall pattern of results suggests that factors
that draw clinicians’ and patients’ attention to psycho-
logical distress or that permit time for such attention
affect the depression care rate in visits. Such factors
seem to have larger effects on care than do patients’
sociodemographic characteristics other than socioeco-
nomic status. Given the consistent concern in the litera-
ture about moderate rates of depression care, this con-
clusion suggests that practices may benefit from
procedures that permit depression care to be less subject
to clinician and patient attention. Such procedures
might include assistance with screening for symptoms
and other staff substitutes when practices are busy or in
urgent care settings.

This study has important limitations. Participating
managed care organizations were not selected ran-
domly, but included diverse managed care practices. We
cannot distinguish locations and organizational effects
with a limited sample of only 7 organizations. Patient re-
sponse rates are moderate and there was considerable
sample loss during the complex enrollment process in
busy practices. Because our sample is a consecutive pa-
tient sample, respondents may be sicker and have higher
rates of care than less frequent visitors. The process mea-
sures are patient-reported. Other studies found moder-
ate agreement between clinician and patient reports of
visit-specific psychosocial care such as counseling for de-
pression or health habits.?>3°

While current practice guidelines imply that all
patients with major depressive disorder should be
treated, socially efficient practice patterns would bal-
ance the cost-utility of care for depression with care for
other conditions, and distributive justice would empha-
size adequate levels of care for sicker or more vulner-
able populations. In other work using these data, we
found that primary care patients with depresssion have
a lower utility for their current health for depression
than do patients with most chronic medical conditions,
suggesting that they have a very strong preference for
treating depression and avoiding recurrences.’” The
rates of care reported here could thus be too low from
the perspectives of both clinical quality and patient
preferences, especially given that these are levels of care
perceived by patients. Overall, our findings raise con-
cerns about organizational variations in process and
quality of care for depression in primary care practices
and suggest that quality monitoring efforts should be
multidimensional. Patients with “silent” but serious
symptoms are at particular risk for not having
depression-specific care even when recently symptom-
atic, especially during acute-care or unscheduled visits.
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