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ABSTRACT 
PURPOSE The purpose of this study was to explore the responses of primary care 
clinicians to patients who complain of symptoms that might indicate depression, 
to examine the clinical strategies used by clinicians to recognize depression, and 
to identify the conditions that infl uence their ability to do so. 

METHODS The grounded theory method was used for data collection and analy-
sis. In-depth, in-person interviews were conducted with a purposeful sample of 8 
clinicians. All interviews were audiotaped and transcribed. 

RESULTS This study identifi ed 3 processes clinicians engage in to recognize 
depression—ruling out, opening the door, and recognizing the person—and 3 
conditions—familiarity with the patient, general clinical experience, and time 
availability—that infl uence how each of the processes is used. 

CONCLUSIONS The likelihood of accurately diagnosing depression and the 
timeliness of the diagnosis are highly infl uenced by the conditions within which 
clinicians practice. Productivity expectations in primary care will continue to 
undermine the identifi cation and treatment of depression if they fail to take into 
consideration the factors that infl uence such care. 

Ann Fam Med 2005;3:31-37. DOI: 10.1370/afm.239.

INTRODUCTION 

Underrecognition of depression in primary care is a critical public 
health problem1-7 that has high societal costs related to disabil-
ity,8,9 morbidity,10,11 mortality,1 and excessive health care utiliza-

tion.12-15 During the past decade, published fi ndings of studies concerning 
the recognition of depression in primary care settings identifi ed several 
potentially important infl uences: clinician characteristics, such as gender, 
years of practice, training background,16-21 and setting22; patient character-
istics and symptom presentation23-26; and health care system variables, such 
as salary or capitation reimbursement.27

Although these studies have broadened our understanding about factors 
that can infl uence clinicians’ recognition and treatment of depression, they 
do not identify how those factors come into play in everyday practice of 
depression care. In rigorous pursuit of the US goal to promote high-quality 
mental health care, a number of research studies have indicated that target-
ing clinician knowledge alone does not increase the likelihood of recogniz-
ing depression.28-38 A new line of research suggests that clinician-patient 
interactions in the context of everyday practice may be an important com-
ponent in recognizing depression.39-47 

No study has thus far examined how the conditions of everyday prac-
tice operate in clinical decision making related to depression care. This 
study was designed to explore the relationships among the conditions of 
clinical practice, patient-clinician interactions, and the likelihood that cli-
nicians will recognize depression in their patients complaining of ambigu-
ous symptoms. 
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METHODS
The grounded theory method was used to guide sam-
pling, data collection, and data analyses.48 Based on 
symbolic interactionism,49 grounded theory is most 
useful in research that seeks to explicate the relation-
ship between actions and understandings to illuminate 
the perspectives of subjects and how these perspec-
tives infl uence action. The method is designed for 
in-depth exploration of how conditions infl uence the 
phenomenon of interest (in this study, recognizing 
depression).50,51 

Sampling and the Sample
Grounded theory relies on a purposive sampling tech-
nique (eg, theoretical sampling) that is driven by ongo-
ing analysis. Sampling decisions are made to facilitate 
the constant comparison of cases and to identify 
sources of variation. In this study, sources of infl uence 
and variation in clinicians’ decision making regarding 
depression recognition were identifi ed from interviews 
with clinicians and from published research. Sampling 
was determined to enhance analysis of whether and 
how these factors infl uenced the recognition of depres-
sion by the clinicians interviewed for the study. In 
response to published literature, theoretical sampling 
was initially done to explore the impact of time avail-
able for patient encounters. As the analysis proceeded, 
it became clear that other factors—familiarity with 
patients, extent of clinical experience in general, and 
the patients’ recognition that depression might be 
the source of the symptoms, for example—were also 
infl uential in both the likelihood that clinicians would 
recognize depression and speed with which they 
might do so. Theoretical sampling was therefore done 
to examine the impact of these factors, leading to a 
fi nal sample that included variation in time pressures, 
general clinical experience of the clinician, and the 
patients’ identifi cation of depression as a possibility. 

The fi nal study sample included 8 clinicians from 

the 3 groups: family physicians, 
general internists, and nurse prac-
titioners. We reached theoretical 
saturation on the conditions that 
infl uence the sorting processes in 
which clinicians engage; that is, 
time available, years of experience, 
and familiarity with the patient con-
tinued to explain variations in the 
symptom-sorting process and in the 
likelihood of recognizing depression. 
This fi nding was consistent across 
the clinicians, regardless of training 
or specialty. 

Data Collection
Using a letter approved by the University of Wis-
consin Institutional Review Board as an invitation, 
in-depth, face-to-face interviews were conducted with 
8 primary care clinicians in 3 primary care settings. 
Early interviews were deliberately broad and open, 
using unstructured questions, such as, “Tell me about 
your work here,” and “Tell me about seeing patients 
here.” The data from these 2 interviews were then used 
to develop conceptual categories and guide ongoing 
data collection. Several questions were asked in every 
interview (Table 1), whereas other questions evolved 
to fi ll in theoretical gaps as the analysis progressed. 
Drafts of ongoing interview questions were developed 
and discussed in 2 grounded theory research groups. 
Interview probes were used as needed throughout 
the interviews to clarify, expand, and compare what 
was being talked about. For example, when familiarity 
with a patient emerged as a condition for recognizing 
depression, clinicians in subsequent interviews were 
asked to compare how their approach to familiar and 
unfamiliar patients differed. 

Data Organization and Analysis
All interviews were audiotaped and transcribed. 
Grounded theory coding schemes—open, axial, and 
selective—were used to analyze the data. To promote 
reliable interpretation of the data, we used 2 experi-
enced grounded theory research groups. Group analy-
sis increased sensitivity to and awareness of assump-
tions that the researchers might have brought into 
the analysis and opened the analysis for interpretation 
across a broad range of perspectives. In the same vein, 
we also talked openly about our preconceptions and 
expectations related to primary care clinicians’ care 
of depression. For example, one preconception was 
that the conditions under which a clinician works (eg, 
time) would infl uence his or her care for patients with 
depression. After an analysis of each interview, data 

Table 1. Initial Interview Questions

I understand you have worked in primary care for some time. When I to try put myself in the 
position of a primary care clinician, it is not easy to sort out the wide range of issues that 
patients have, and I was just wondering how you sort these out?

When do you start to think you may be encountering mental health issues?

What does it take to say to yourself, not necessarily to the patient, “this may be depression”?

What does it take to say to your patient, “I think you are depressed.” Or how do you say it?

Have you ever told your patient you believed he or she was depressed, but the patient said, 
“You are wrong,” or “Well, Doc, I am just dealing with a tough life”?

Is the time you spend with one patient different from the time spent with another? Or is there 
any difference in the time you spend now when you compare yourself with the past?

What do you do when you have, say, 10 patients waiting and you are behind schedule?

If this case were about a physical illness, would you have a different response to a patient 
who does not agree with your impression?
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matrixes were developed to organize categories with 
indexes to supporting quotes and succinct descrip-
tions of relationships among the emerging theoretical 
categories. 

RESULTS 
Patients seen in primary care settings often report 
symptoms that are unclear and could indicate any of 
several diagnoses, including depression. Even when 
clinicians suspect depression, they engage in a sorting 
process, ruling out physical causes fi rst. Under such 
situations, clinicians engage in some combination of 
3 processes to assist in sorting through the symptoms 
and arriving at a diagnosis: ruling out, opening the 
door, and recognizing the person. How these pro-
cesses are used and the speed with which clinicians 
sort through the symptoms are infl uenced by 3 condi-
tions: familiarity with the patient, clinical experience, 
and time availability (Figure 1). 

Ruling Out
When patients complained of symptoms that might 
indicate depression but did not identify themselves as 
depressed, clinicians responded by thoroughly sorting 
through the patient’s symptoms. Even when clinicians 
suspected depression, they considered a broad range 
of possibilities in the initial sorting of symptoms. This 
sorting began with a ruling out of organic causes. Rul-
ing out generally began with fi tting symptoms into a 
medical-physical (vs mental health) diagnosis. This 
medical explanation gave clinicians a framework for 
understanding symptoms—they could fi t the symptoms 
into a medical diagnosis. 

A lot of times people who come in with fatigue … I’m tired, 
I’m just tired all the time. Well, immediately you start thinking this 
could be cardiac, it could be heart failure, it could be lung failure, 
it could be a metabolic problem.… So it just becomes part of a dif-
ferential diagnosis. [Nurse practitioner (NP)1] 

Two characteristics of depression—the subjective 
nature of the symptoms combined with an absence of 

Figure 1. Preliminary model of clinicians’ recognition of depression: conditions under which patients report 
multiple issues without interpretation, and 3 possible processes by which clinicians recognize depression.
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corroborating physical evidence and the stigma associ-
ated with the diagnosis—often prolonged the ruling 
out process, delaying the diagnosis of depression. The 
societal stigma of mental illness and current and more 
subjective methods to diagnose depression that rely on 
what the patient says (rather than on a biological or 
objective marker) led clinicians to rule out other pos-
sible medical causes before shifting their thinking to 
the possibility of a mental illness, such as depression. 

I think it’s a bit threatening to the patient to suggest that they 
may have a mental illness.… So you don’t want to jump to that 
conclusion quickly. You may want to … give it some thought. 
[General internist (GI)1] 

I won’t force them [patients] into accepting it [depression], I 
mean you CAN’T! The patient has to agree, because depression 
is a little different in that there’s so much subjectivity to it. You 
know, like diabetes, if I say … and I’ve had patients say, “I don’t 
think I have diabetes.” And I’ll say, “YES! YOU DO, because 
your blood sugar would not be like that unless you had diabetes. 
You might not feel like it, but you do.” But depression, it’s not like 
that. Because if I say, “You are depressed,” and you say, “No I’m 
not,” the only thing I can say is, “Well, here’s how you feel, and 
you’re the one who knows how you feel.” There is no real objective 
measure for that. It’s a subjective feeling of your emotional state. 
So it’s not like I can prove to somebody that they’re depressed. 
I can tell them that it’s my OPINION that they have a lot of 
symptoms of depression and that they may be depressed, but they 
have to accept it. [Family physician (FP)2] 

Familiarity with the patient was found to be an 
important condition. When clinicians were not familiar 
with the patient, the subjective nature of the symp-
toms and the social stigma associated with depression 
increased the reluctance of the clinician to diagnose 
depression. In addition, when clinicians were not 
familiar with the patient, they acknowledged that the 
patient was less likely to share personal information, 
making diagnosis even more diffi cult. The general 
experience of clinicians also infl uenced the process. 
Clinicians’ reluctance to suggest depression early in the 
visit increased when clinicians had less general experi-
ence. Lack of familiarity and less general experience led 
clinicians to exhaust medical diagnoses before consid-
ering or suggesting a mental health diagnosis. 

Extensive ruling out was used to avoid missing a 
medical condition or upsetting the patient. As a conse-
quence, recognizing depression was often delayed. In 
contrast, when clinicians were familiar with the patient, 
the ruling out process was considerably shortened. 
The clinician often explicitly compared the familiar 
person she or he knows with the person in the room, 
highlighting differences that might suggest depres-
sion. While this process is effective and results in much 
quicker identifi cation of depression, it can be used only 
when the clinician is familiar with the patient. 

When somebody comes in new, I really don’t have any infor-
mation on them at all from previous appointments, and it’s kind of 
like starting from scratch. Because sometimes things don’t come out 
in their history.… “Do you have any history of health problems?” 
and they’ll say, “No.” Whereas they might have a lot of things 
that just aren’t at the point where they want to divulge it. I spend 
more time kind of getting to the bottom of it. [NP2] 

Opening the Door
Opening the door was defi ned as allowing the patient 
to talk about whatever was bothersome, which most 
experienced clinicians saw as inviting patients to share 
the real reasons for the visit. Diagnosing a mental health 
condition such as depression requires the patient to 
share highly personal information, and gathering this 
personal information is crucial to diagnosing depression. 
When patients do not share information, the diagnosis 
is delayed. Such sharing is less likely with unfamiliar 
patients. By opening the door, these clinicians often 
could delve into personal information relatively early in 
patient encounters. Clinician experience also infl uences 
this process. Less experienced clinicians were more likely 
to express discomfort with opening the door and talking 
to patients about mental health issues. Clinicians with 
more experience (14 to 28 years), however, described 
how they gradually became more comfortable with 
opening the door to a conversation about depression and 
listening to clues about the real reason for the visit.

Experienced clinicians were more willing to use this 
strategy, especially with unfamiliar patients. Experi-
enced clinicians believed that unfamiliar patients were 
much less likely to divulge personal information, so 
they deliberately open the door to patients early in the 
encounter to gather personal information. Experienced 
clinicians also described how they learned to recognize 
a patient’s verbal as well as nonverbal cues, whether 
the real issues have surfaced, and whether the patient is 
prepared to discuss them. 

I do a lot of early work with patients now that I didn’t do 20 
years ago … to say, “What are you worried it might be?” “Why 
did you come here today?” So I start to get at some of the things I 
think are real reasons why they came. [FP1] 

They give you some nonverbal cues or they give you verbal 
cues, such as they’ll say, “BY THE WAY, there’s something else 
bothering me.” Or when they’re all fi nished, they’ll look like there’s 
still something else going on. They won’t say, “Thank you,” and 
get up and leave.… They will often switch the discussion if they 
don’t want to discuss it. [FP3]

Time availability also infl uenced a clinician’s willing-
ness to open the door. If clinicians felt rushed and were 
catching up when they encountered such a patient, 
they were unlikely to open the door. Even when these 
clinicians were comfortable discussing emotions and 
considered depression a likely diagnosis, they antici-
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pated that such discussions would be time consuming 
and avoided opening the door. 

Recognizing the Person
Clinicians described recognizing the person as comparing 
the person in front of them with the person they know. 
Recognizing the person appeared to be an alternative 
(and often much quicker) process to ruling out or open-
ing the door for expediting the depression-recognition 
process with familiar patients. When clinicians were 
familiar with patients, their perception of who the patient 
is compared with who the patient appears to be offered 
a clue to diagnosing depression. Although the clinicians 
could not fully elaborate what “knowing the patient” 
meant, it allowed them to read the patient’s behavioral 
language better, such as facial affect and body posture, 
when they were familiar with the patient. Clinicians also 
stated that, when they know the patient, they could rec-
ognize change early in the encounter, often within a few 
seconds to a minute. Once a level of suspicion has been 
established with familiar patients, clinicians could raise 
the possibility of a mental health diagnosis by asking 
the few screening questions they have found to be useful 
rather than going through the DSM list of symptoms. 
The 2 symptoms most often used to screen for depression 
were sleep problems and low energy level. 

I had an experience almost 20 years ago with a very experi-
enced general practitioner in Wales, in Britain. I watched him for a 
little while. One time he says to me, “Do you watch how I work? 
What I do is I pay complete attention for the fi rst 15 seconds the 
patient is in the room. I use all of my senses, and I pay attention.” 
And he says, “I can get a feeling of what’s going on in the fi rst 15 
seconds.” You know, I thought this guy’s crazy. But actually—
especially for people you know—he knew all of those patients, those 
were old patients of his. And he’d walk in and he’d say, “What’s 
the trouble?” And they’d say, “Why do you think there’s something 
that’s trouble?” And he says, “I know you, you look different, you 
seem different, you act different.” And it is true with people you 
know. Now think of people you work with regularly, and you walk 
in and you see them, and they look different or they seem different. 
Then you know something’s different. And whether they say, “No, I 
feel fi ne,” or not, reality is something different. Now whether it’s good 
or bad is not the issue, it’s different. So with my patients, it’s the same 
way. I actually … I see it in their faces, I see it in their bodies, I see 
it in how they make eye contact with me when I come in, I hear it in 
their voices. I mean, this old man, Dr. Williams, was right. It’s in 
the fi rst 15 seconds, you KNOW something is different. [FP1]

Recognizing depression through recognizing the 
person seems to occur simultaneously with knowing the 
patient and being comfortable dealing with emotions. 
First, to recognize change in the patient, the clinician 
must know the patient and be willing to refl ect this 
possibility verbally. More importantly, however, time 
availability overrides these 2 conditions. Even if the cli-

nician recognizes change and feels comfortable dealing 
with emotions, time constraints often prevent clinicians 
from opening the door to patients. 

DISCUSSION 
Decades of effort to improve clinical decision mak-
ing have yielded countless symptom-based diagnostic 
criteria intended to facilitate diagnostic reasoning.52-54 
Although such criteria are valuable in differentiating 
symptoms and in diagnosing illness, selective attention 
to patients’ symptoms and subsequent interpretation 
are subject to the conditions under which interactions 
between the clinician and patient occur. 

The fi ndings from this study suggest that primary 
care clinicians’ detection of depression may involve 
more than the clinician’s ability to recognize symptoms. 
Contrary to the depression care quality improvement 
efforts during the past decade that focused primarily 
on education, our study fi ndings suggest that lack of 
knowledge may have little to do with recognition of 
depression in primary care. Rather, the likelihood of 
accurately diagnosing depression and the timeliness of 
the diagnosis may be highly infl uenced by the condi-
tions within which clinical decision making occurs. 
In primary care settings, where patients come in with 
multiple issues and symptoms and where the possibility 
of a mental health diagnosis is often not stated as such, 
clinicians begin the process by sorting through multiple 
symptoms and ruling out physical and organic causes. 

Knowing the patient allows clinicians to recognize 
depression quickly, bypassing much of the sorting and 
ruling out what is otherwise necessary. Experienced clini-
cians seemed more comfortable asking about the patient’s 
life and gathering personal information. They are also 
more likely to open the door early during the patient 
encounter, which may lead quickly to recognition of 
depression. Even an experienced clinician, however, may 
decide not to open the door when behind schedule or 
pressured to work quickly, raising serious questions about 
clinicians’ ability to respond appropriately to depressed 
patients in brief encounters. In contrast, clinicians agreed 
that short primary care visits could be suffi cient to rec-
ognize depression if the clinician knows the patient, sug-
gesting the importance of patient continuity, especially in 
time-constrained practices.

During the past 10 to 15 years, most studies of 
depression in primary care have conceptualized infl u-
encing factors as separate variables and have left gaps 
in understanding the process of how these factors may 
come into play in clinical encounters of the everyday 
practice environment. The strengths of this study 
lie with the treatment of the clinician-patient clinical 
encounter as a mediating variable. That is, the impact 
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of system factors, as well as any other factors, on the 
outcome of depression care is mediated through the 
clinician-patient encounters. 

This study has several major limitations. First, a 
sample of 8 clinicians was barely enough to illustrate that 
there is more than one process of recognizing depres-
sion, to identify the conditions and contexts under which 
clinicians encounter patients, and to map how they 
infl uence the process. In the same vein, had the sample 
size been larger, the possible differences among the clini-
cian groups could have been more confi rming. Second, 
given the time limits, several theoretical sampling pos-
sibilities were not pursued. Experience as a condition 
for primary care clinicians’ recognition of depression 
could be explored more in depth had this study used 
theoretical sampling of 2 distinct groups of clinicians, 
such as very new and very experienced clinicians. Third, 
the term experience in this study was used as a proxy to 
depict multiple dimensions of what clinicians phrased as 
“as you practice.” The term experience, however, connotes 
only years of practice; therefore, in future studies the 
investigators will continue to search for a better proxy to 
capture experience. Experience appeared to be closely 
related to being comfortable dealing with emotions. 

This study was designed to illuminate the range of 
processes that clinicians use to arrive at outcomes and 
the multiple factors and conditions that infl uence such 
processes. As such, it is a fi rst logical step to determine 
where limitations and inadequacies lie in those pro-
cesses so that quality improvement interventions can be 
designed. Identifying processes and infl uencing condi-
tions for the care of depression in primary care require 
a conceptual and methodological step back from 
assuming that there is only one right way. Identifying 
multiple processes and infl uencing conditions to arrive 
at a desirable performance level could be leveraged in 
future interventions. Because this study is a fi rst quali-
tative step toward building interventions, it would be 
premature to identify fully the processes and conditions 
for designing future interventions. Our fi ndings suggest 
several possibilities, however. For instance, clinicians 
who are comfortable with emotions tend to ask patients 
psychosocial (perceived as personal) questions that 
can lead to a more timely recognition of depression, 
suggesting that clinician education about symptoms of 
depression alone would not likely lead to recognition 
of depression. A better use of organizational resources 
might be to facilitate clinicians’ comfort in dealing with 
emotions through interventions aimed at increasing 
emotional competence in patient interaction, which 
could be tailored to the individual clinician, as well 
as groups of clinicians and clinicians-to-be. Another 
leverage point inferred from the fi ndings is to improve 
clinicians’ familiarity with their patients, which might 

be addressed by augmenting continuity of care within 
organizational delivery structures. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/3/1/31. 
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