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ABSTRACT

PURPOSE Depression symptoms are underreported by patients. We thus assessed
individuals’ reasons for not disclosing depression to their primary care physician.

METHODS We conducted a follow-up telephone survey of 1,054 adults who had
participated in the California Behavioral Risk Factor Survey System. Respondents
were asked about reasons for nondisclosure of depressive symptoms to their pri-
mary care physician, depression-related beliefs, and demographic characteristics.
Descriptive and inferential statistical procedures were used to characterize per-
ceived obstacles to disclosure.

RESULTS Of the respondents, 43% reported 1 or more reasons for nondisclosure.
The most frequent reason was the concern that the physician would recommend
antidepressants (22.9%; 95% confidence interval, 18.8%-27.5%). Reported rea-
sons for nondisclosure of depression varied based on whether the respondent
had a history of depression. For example, respondents with no depression history
were more likely to believe that depression falls outside the purview of primary
care (P =.040) and more likely to fret about being referred to a psychiatrist

(P = .036). Respondents with clinically significant depressive symptoms rated 10
of 11 barriers to disclosure as more personally applicable than did those without
symptoms (all P values <.014). Number of reported disclosure barriers was pre-
dicted by demographic characteristics (being female, Hispanic, of low socioeco-
nomic status), depression beliefs (depression is stigmatizing and should be under
one’s control), symptom severity, and absence of a family history of depression.

CONCLUSIONS Many adults subscribe to beliefs likely to inhibit explicit requests
for help from their primary care physician during a depressive episode. Interven-
tions should be developed to encourage patients to disclose their depression
symptoms and physicians to ask about depression.

Ann Fam Med 2011;9:439-446. doi:10.1370/afm.1277.

INTRODUCTION

ifetime and 12-month prevalence of major depressive disorder

(MDD) in the United States has been estimated to be 16.2% and

6.6%, respectively.' In one-fourth of primary care patients with
MDD, the condition is not diagnosed,' and a majority who seek help from
a primary care physician do not receive appropriate treatment.”? Because
patients are often treated in primary care,’ efforts have been made to
improve recognition, treatment, and follow-up for patients with depression
in general practice.* Suboptimal levels of recognition and treatment are
due to a variety of physician, health system, and patient factors.*”

The present study is part of the formative research of a larger project
that will develop and evaluate office-based interventions to encourage
seeking care for depression. This research is grounded in a model that
assumes self-disclosure of depression is a key step on the road to appropri-
ate diagnosis and therapy. Physicians are more likely to initiate treatment
when the patient provides recognizable clues to depression,® discloses
symptoms of depression, or directly requests help.”'° Encouraging disclo-
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sure requires that patients’ barriers to the initiation of
conversations about depression be understood. Our
initial studies have identified potential barriers to dis-
closure and potential intervention strategies.'"'* The
present research builds upon prior studies by examin-
ing the prevalence of perceived barriers in a general
population survey.

Reasons why adults might not talk with their pri-
mary care physicians about their depression symptoms
are numerous'" and include the belief that a primary

care physician is an inappropriate source of care for

12,14
i

emotional problems'?'*; uncertainty about how to raise
the topic of depression'?; concerns about distracting
the doctor from other, more medically salient health
issues'®; aversion to antidepressant medications'” and
psychotherapy'®; stigma stemming from either a diag-
nosis of depression or psychiatric treatment'?'*1%; loss
of emotional control'; and reluctance to discuss per-
sonal issues."”

Perceived barriers to disclosure might differ by
personal experience with depression treatment and
symptom severity. Individuals who have undergone
treatment should have concerns about available depres-
sion treatments different from those of individuals who
have not. Furthermore, those who have received medi-
cal treatment for depression would presumably have
more positive outcome expectations than those who
have not. We also anticipated that severity of current
depressive symptoms would be associated with more
perceived barriers to talking with one's doctor about
depression symptoms. Such an expectation is suggested
by social cognitive theory (SCT), which posits that
a depressed mood lowers self-efficacy for performing
challenging behaviors.?® Initiating a conversation about
depression could be challenging for many patients.'?!
Finally, one might anticipate several other correlates
of perceived barriers to disclosure, including standard
demographic variables, health history and perceptions,
beliefs about the nature and causes of depression, and
insurance status. Prior studies have examined these and
other predictors in relation to treatment preferences®
but not in relation to disclosure barriers.

We addressed 4 research questions: (1) What is
the prevalence of perceived barriers to disclosure of
depression to primary care physicians in the general
population? (2) Do perceptions of barriers to disclosure
differ between individuals with and without a history
of depression? (3) Does severity of depression symp-
toms affect perceptions of these barriers> (4) What
are the demographic and attitudinal predictors of
perceived barriers to disclosure? The unique contribu-
tion of this study is that its results are based on a large,
population-based survey sample that included adults
with and without a history of depression.

METHODS

Sampling Procedure

The Institutional Review Board at the University of
California, Davis, approved all procedures. A total of
1,054 respondents were interviewed by telephone from
July through December 2008 in a follow-up survey.
Specifically, respondents were randomly sampled from
the group of individuals who had earlier participated

in the 2008 California Behavioral Risk Factor Survey
System (BRFSS), a cross-sectional random digit dial
telephone survey. BRFSS respondents had been selected
at random, were initially interviewed from January
through June 2008, and had given permission to be
contacted again. Because an equal probability sampling
of BRFSS participants would have resulted in too few
respondents with a history of depression treatment,
respondents who reported a history of depression in the
BRFSS survey were oversampled by a factor of 3. This
strategy allowed us to detect with 90% power a small
difference (0.2 standard deviations) between those with
(n=475) and without (n=579) a history of depression
on any of our measures. When making population esti-
mates, this overrepresentation of individuals with a his-
tory of depression was corrected via weighting.

Survey Administration

This survey was administered by a survey research
organization based in Sacramento, California. Up

to 15 attempts were made to contact each sampled
respondent. Interviews took approximately 20 minutes.
English- and Spanish-speaking interviewers were avail-
able; 52 interviews (4.9%) were completed in Spanish.
A response rate of 49% was obtained after excluding
households of unknown eligibility.

Measures

We examined 5 sets of measures included in either

the original BRFSS survey or the depression follow-up
survey: demographic variables, perceived barriers to
care seeking for depressive symptoms, health status
measures, beliefs about depression, and anticipated
reaction to a future diagnosis of depression. To mea-
sure perceived barriers to care seeking, respondents
were presented with 11 reasons (described below) why
one might not talk to their primary care physician
about depression and asked to rate the personal appli-
cability of each (applies a lot to you, applies a little to
you, or does not apply at all to you). In most analyses,
the individual items were analyzed. For one analysis
we constructed a Perceived Barriers Index by count-
ing across the 11 reasons (theoretical range: 0-11) the
number of applies-a-lot responses (Cronbach’s a = .83);
an exploratory factor analysis showed these items to
be unifactorial.
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With regard to health status, respondents com-
pleted single-item measures in which they were asked
whether they were being treated for depression,
had ever been treated for depression by a health
care professional, or had a family member who was
ever treated for depression (coded 1 for affirmative
responses and 0 otherwise). They also rated their
general health perception on a 5-point scale (1 = excel-
lent to 5 = poor)? and reported whether they had a
regular source of care and health insurance (1 if yes,
0 otherwise). Current depression symptoms were
assessed with the 9-item Patient Health Questionnaire
(PHQ-9), which has been found to be a valid measure
of depression symptomatology in primary care and
population survey settings®*?; higher scores indicate
great depression symptoms.

Several depression-related beliefs were assessed.
Stigma was measured with 3, 5-point Likert items taken
from the work of Fogel and Ford (a =.54).2° The ques-
tionnaire also included items adapted from measures
used in previous studies of illness representations in
depression.?”?® On the basis of a factor analysis (results
not reported in tabular form), scales were constructed
to assess the beliefs that depression has biomedical
causes, is rooted in psychosocial issues, and is under a
person's control. The biomedical causes measure con-
sisted of 4 items (eg, "Chemical imbalances in the brain
cause depression.”) (o =.70). The psychosocial causes
measure was composed of 2 items (eg, "Depression
is the result of problems in living, such as job stress,
money problems, or conflicts with family.") (a=.68).
The personal control measure consisted of 2 items (eg,
“People with depression should be able to pull them-
selves out of it without professional help.”) (o =.58).

A single item was included to assess respondents’ per-
ceptions of the usual time course of depression (ie, its
perceived chronicity). These 5 measures were scored
so that higher values indicated higher levels of stigma,
stronger belief in the biomedical underpinnings of
depression, stronger endorsement of the psychosocial
model, greater feelings of personal control, and a stron-
ger belief that depression is typically chronic.

Statistical Analysis

Analysis was carried out using Stata 11.0 (StataCorp,
College Station, Texas). Scale development was aided
by principal components factor analysis. Stata's survey
commands were used to yield appropriate standard
errors and population parameter estimates. Adults were
sampled from 2 strata: those with and those without a
self-reported depression history. BRFSS survey weights
were used when estimating population parameters,

but they were modified to adjust for our oversampling
of individuals with a depression history and to reflect

the inverse of the probability of selection. Descriptive
statistics were used to profile the sample and charac-
terize respondents’ reports of barriers to depression
disclosure. Associations between categorical variables
were assessed with the x? test of significance. An index
of number of barriers to disclosure was regressed on
demographic and health measures to identify signifi-
cant predictors in a multiple linear regression. In one
analysis, respondents were classified as having no/mild
depressive symptoms if they had a PHQ-9 score of

0 to 9. A classification of moderate/severe depressive
symptoms was made for respondents with a PHQ-9
score of 10 to 27. A cutoff score of 10 reflects current
practices and research findings.>*

RESULTS

Sample Characteristics

In an unweighted descriptive analysis of the 1,054
respondents, the sample overrepresented women, older
individuals, white race, and individuals of higher socio-
economic status relative to the California population as
a whole (Table 1). The unweighted sample mean on the
PHQ-9 was 4.34 (SD = 5.01, theoretical range = 0-27);
the estimated population mean was 3.77 (95% con-
fidence interval [CI], 3.34-4.19) (data not shown in
tabular form).

Perceived Barriers to Care Seeking
Approximately 57% of respondents reported that
none of the perceived barriers to talking with their
primary care physician about depression applied a

lot to them, 17% reported that 1 reason applied, and
26% indicated that 2 or more reasons applied. Thus,
43% reported at least 1 barrier to disclosure. The
unweighted sample mean on the Perceived Barriers
Index was 1.13 (SD = 1.90); the weighted population
estimate was 1.25 (95% CI, 1.04-1.45). Table 2 reports
the unweighted and weighted percentage of respon-
dents indicating that each reason for not seeking help
did not apply to them, applied a little, or applied a lot.
The most common barriers (based on respondents’
reporting that each reason applied a lot) included the
possibility of being placed on medication (23%), the
belief that it is not the primary care physician's job to
deal with emotional issues (16%), and concerns about
medical record confidentiality (15%). Other concerns
reported by at least 10% of respondents included fear
of referral to a counselor or psychiatrist, and being
labeled a psychiatric patient.

Depression History
In considering reasons for possible nondisclosure,
respondents who reported having a history of depres-
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Table 1. Demographic and Health Characteristics of the Sample (N = 1,054)
Unweighted  Weighted Unweighted  Weighted
Population Population
Respondent Estimate Respondent Estimate
Characteristic % n (%) Characteristic % n (%)
Demographic Demographic
Female 67.7 714 58.5 Relational status
Age, y Married 50.0 527 60.7
18-29 4.5 47 15.1 Not married but partnered 4.8 51 6.9
30-39 9.2 97 14.3 Separated or divorced 21.4 226 11.8
40-49 19.6 207 24.2 Widow/widower 11.8 124 6.4
50-59 22.9 241 17.8 Never married 12.0 126 14.2
>60 43.8 461 28.6 Health situation
White race 90.5 954 85.3 Ever been treated for 45.1 475 29.5
Culturally or ethnically Hispanic 12.7 134 245 depression
Education C%gfgtelgrizgggtreatmem 21.6 228 16.3
High school or less 18.1 191 25.1 Family history of depression 52.7 555 43.0
Some college/technical school 29.6 312 27.6 General health perception
College graduate 52.2 550 473 Excellent 17.9 189 179
Household income Very good 385 406 37.1
<$20,000 15.6 164 12.7 Good 270 285 20.5
$20,000-$34,999 13.9 146 12.6 Fair 12.0 126 12.2
$35,000-$49,999 12.3 130 10.7 Poor 46 48 3.4
$50,000-$74,999 16.2 7 17.9 Have regular source of care 88.0 928 81.3
$75,000-$100,000 17.3 182 18.1 Have health insurance 93.7 988 91.2
>$100,000 22.1 233 26.1
Unsure/declined to answer 2.7 28 1.9
Employment status
Employed for wages 35.9 378 45.6
Self-employed 11.6 122 11.2
Out of work 5.8 61 5.7
Homemaker 8.6 91 9.7
Student 2.1 22 4.8
Retired 27.9 294 18.8
Unable to work 8.2 86 4.3

sion were more likely than those with no history to
be concerned about medical record confidentiality
(P =.041) and losing emotional control (P =.007)
(Table 3). In contrast, respondents with no history of
depression were more concerned about being treated
with medication (P =.009), more likely to believe
that it is not the primary care physician's job to treat
depression (P =.040), and more worried about being
referred to a psychiatrist if they talked to their doc-
tor about their depression (P =.036). Overall, on the
Perceived Barriers Index, respondents with a history of
depression did not report more reasons as applying a
lot to them (mean = 1.09, SD = 1.81) than respondents
with no such history (mean =1.16, SD = 1.96; P = .50).

Current Symptoms

For 10 of 11 barriers, respondents with moderate to
severe symptoms (n = 153) were significantly more
likely than respondents without such symptoms

(n=899) to report that the reason applied a lot to them
(Table 4).

Predictors of Perceived Barriers to Disclosure
of Depression

Predictors of perceived barriers to disclosure were
examined via survey-weighted linear regression analysis
in which the Perceived Barriers Index served as the
dependent variable (Table 5). Endorsing a larger num-
ber of potential barriers to depression disclosure was
associated with 4 demographic variables: being female,
being Hispanic, having less education, and having less
income. Four depression-related variables were predic-
tive of reporting more perceived barriers to disclosure:
severity of depression symptoms at the time of the sur-
vey, having no family history of depression, believing
that depression is a stigmatizing condition, and believ-
ing that one should be able to control one's depressive
state (adjusted R?= .31, P <.001).
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DISCUSSION

Encouraging patients to disclose their symptoms to
physicians is among the most direct strategies for
increasing the recognition and treatment of depression
in primary care.”'?* More than two-fifths of respon-
dents in this population-based survey subscribed to
beliefs that may inhibit such disclosure. Concern that
the physician would prescribe antidepressants was the
leading reason for nondisclosure of depression, far
surpassing concerns about referral for psychotherapy.
These findings parallel results from other studies,
which have documented a preference for psychother-
apy over antidepressants,'® but they also suggest that

patients lack confidence in their ability to negotiate
an acceptable plan of care that reflects their treatment
preferences.

Having a history of depression treatment was asso-
ciated with the type of reasons for nondisclosure but
not the number of reasons. Individuals with a history
of depression treatment were actually less concerned
about treatment issues (eg, the possibility that requests
for help would lead to a prescription or mental health
referral) but more concerned about privacy and loss
of emotional control. Disclosing distress to the physi-
cian arouses strong emotions, which persons who have
disclosed in the past might better anticipate. Further-

more, persons with a history of

for Not Seeking Help

Table 2. Unweighted and Weighted Distribution of Reasons

depression treatment may think
of themselves as more emotion-
ally labile than those without

Reason for Unweighted Weighted such a history. It is also possible
Nondisclosure Analysis Estimates that a prior attempt at disclosure
(tem Label) Response % n % 95% d resulted in some of the barriers
The ddqcltor mri\ghtI pc)jut rr;\e on Does not apply 57.3 602 54.6  49.9-59.2 respondents endorsed. Future
medicines that I'd rather not . - i .
take (medication aversion) APP'TGS a little 234 246 22.5 191263 research should clarify the mech-
Applies a lot 192 202 22.9  18.8:27.5 anisms in the formation of barrier
| do not feel it is my doctor’s Does not apply 73.3 773 71.0  66.4-75.2 ti d / ti
job to deal with emotional = pppjies g Jittle 141 149 134 10.9-16.5 PETCEPHIONS and persons reactions
problems (not doctor’s job) Applies a lot 125 132 156  12.0-20.0 to these perceptions.

My medical records might be Does not apply 71.5 753 70.3  66.1-74.3 Iromcally’ those Who most
seen by others such as an Applies a little 132 139 143 1144177 subscribed to potential reasons
employer (medical records) -, plies a lot 153 161 154 125-189 for not talking to a primary care

The doctor might send me to Does not apply 75.8 797 740  69.6-78.0 physician about their depression
a counselor, psychologist or  anpjies 5 Jittle 1.8 124 123 9.8-15.4 tended to be those who had the
social worker (counseling) . K §

Applies a lot 124 130 13.7  10.4-17.7 greatest potential to benefit from

The docL(?r might senhq me to Does not apply 76.0 800 73.9  69.4-78.0 such conversations—individuals
a psychiatrist (psychiatrist . - . .

_d (psy ) Applies a little 121 127 12.7°10.0-15.9 with moderate to severe depressive
. Applies a lot 11.9 125 13.4  10.1-17.5 symptoms. A despondent mood

1 would n’ot want to be clons’[d- Does not apply 69.8 734 70.5 66.1-74.6 state can diminish self-efﬁcacylo
ered a ‘psychiatric patient Applies a little 174 183 177 144216 o
(psychiatric patient) i and may make individuals ques-

Applies a lot 12.8 135 11.8 9.2-15.0 . heir abili lish

I would not want to tell pri- Does not apply 84.3 888 80.2  75.7-84.0 tion t .elr ability to accomplis )
vate information to my doc-  applies a little 08 103 107 8.0-14.2 even simple tasks, such as making
tor (private information) Applies a lot 60 63 91 63129 arrangements to see a doctor. It

| might cry or become too Does not apply 773 814 78.0 73.8-81.6 is also possible that depression
((Eer:noot'lioonnaélldcgu?r%r)he visit Applies a little 155 163 144 11.3-18.2 leads individuals to perceive their

Applies a lot 72 76 76 5.6-10.4 circumstances and competencies
| vl\;oluld not }I:now hovvfto Does not apply 82.7 870 80.5  76.3-84.1 more negatively. Longitudinal
ring up the topic o i ; . .
bring up the topic of e Applies a little ns 121 131 10.216.7 research is needed to clarify the
(topic introduction) Applies a ot >8 6l 64 4206 causal relationship between symp-

I would not want to distract Does not apply 86.7 914 86.7  83.2-89.7 tom severity and perceived barri-
the doctor from taking care  pppjies 4 Jittle 73 77 80  5.6-11.3 ‘
of my physical health prob- Aopli ot 60 63 53 3873 ers to disclosure.
lems (dlStl‘aFthh of doctor) pphies a lo : ’ R The significant predictors of

The doctor might think less Does not apply 86.7 914 87.2  83.7-90.0 ived barri t ki
of me if | brought up my Applies a little 03 o8 03 68126 perceived barriers to care seeking
depression symptoms (loss ) ' ' - identified in this study are gener-
of esteem) Applies a lot 4.0 42 3.6 2.3-5.4

Cl = confidence interval.

to them.

Note: Reasons have been sorted by percentage of the population estimated to believe the reason applies a lot

ally consistent with prior research.
Hispanics, for example, endorsed
more reasons for not talking with

their doctor. Hispanics make
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less-frequent use of mental health services compared

with non-Hispanic whites?*?'

and may prefer informal
sources of care and support.?33 Not surprisingly, hold-

ing self-blaming attributions about depression and

Table 3. Unweighted Percentage of Respondents With vs
Without a History of Depression Treatment Who Reported
That a Reason for Not Seeking Depression Care Applies a Lot

History of No History

Treatment® of Treatment®
Reason for (n = 475) (n=579)
Nondisclosure? % n % n P Value©
Medication aversion 15.6 74 22.2 128 .009
Not doctor’s job 10.1 48 14.5 84 .040
Medical records 17.9 85 13.1 76 .04
Counseling referral 1.4 54 13.1 76 423
Psychiatrist referral 9.5 45 13.9 80 .036
Psychiatric patient 13.7 65 121 70 511
Private information 4.4 21 7.3 42 .072
Emotional control 9.7 46 5.2 30 .007
Topic introduction 5.7 27 5.9 34 1.00
Distract of doctor 5.9 28 6.0 35 1.00
Loss of esteem 4.8 23 3.3 19 .258

Note: Because of nonresponse, the number for analysis for each reason ranges from 1,050 to 1,054.

2 Refer to Table 2 for item wording.

b Respondents were classified into the history (n = 475) or no history (n = 579) groups based on
their answer to the question, “Have you, personally, ever been treated for depression by a health
care provider? A health care provider could be a medical doctor or a mental health professional,
such as a psychiatrist, psychologist, social worker, or counselor.”

< Probability values are based on the ? test with continuity correction.

Table 4. Unweighted Percentage of Respondents Without vs
With Moderate or Severe Depressive Symptoms Who Reported
That a Reason for Not Seeking Depression Care Applies a Lot

No or Mild Moderate or

Symptoms®  Severe Symptoms®
Reason for (n =899) (n=153)
Nondisclosure? % n % n P Valueb~
Medication aversion 17.7 159 27.8 42 .004
Not doctor’s job 11.8 106 17.0 26 .073
Medical records 13.6 122 25.5 39 .001
Counseling referral 1.3 101 18.3 28 .014
Psychiatrist referral 10.8 97 18.3 28 .008
Psychiatric patient 11.6 104 20.3 31 .003
Private information 4.8 43 12.4 19 .001
Emotional control 4.9 44 20.9 32 .001
Topic introduction 4.0 36 16.5 25 .001
Distract of doctor 4.5 40 14.4 22 .001
Loss of esteem 2.6 23 12.4 19 .001

PHQ- 9 = 9-item Patient Health Questionnaire.
Note: Because of nonresponse, the number for analysis for each reason ranges from 1,048 to 1,052.

2 Refer to Table 2 for item wording.

b Respondents with a PHQ-9 score of 0-9 were assigned to the no or mild depressive symptoms
group; respondents with a PHQ-9 score of 10-27 were assigned to the moderate/severe depressive
symptoms group.

< Probability values are based on the x? test with continuity correction.

believing that one should be able to control one's own
symptoms of depression are associated with unwilling-
ness to discuss depressive symptoms with physicians.'
Interestingly, having a family member or friend who

had gone through depression was asso-
ciated with fewer perceived obstacles

to care, but having a personal history

of depression was not.** Future studies
should consider how vicarious and per-
sonal experiences foster different expec-
tations about the process and outcomes
of depression care. The paradoxical
finding that women identify with more
barriers to care seeking while simultane-
ously being more likely to seek treatment
deserves future research attention.® This
effect should be interpreted with caution,
because it emerges only in the adjusted
analysis. It may be that this ambivalence
and doubt are motivating some women to
seek and accept treatment. Alternatively,
the finding may reflect women's greater
willingness to communicate honestly
about depression.

There is good news in these find-
ings—7 of 8 respondents believed that
the primary care physician is an appropri-
ate source of depression care. Further-
more, few respondents reported that they
would decline to talk with their doctor
about depression because of embarrass-
ment, privacy concerns, or loss of face.
Surprisingly, only about 6% of respon-
dents doubted their ability to initiate a
conversation about depression with their
doctor. Future research should assess
whether such reticence is truly this low or
whether this finding reflects an external-
ization of depression stigma.

This study has limitations. First, the
survey response rate is lower than what
one might hope for, albeit similar to the
responses rates reported in other BRFSS
surveys.’® This response rate, when
weighted, may introduce unknown bias
to the results. Second, the sample was
limited to California adults. Third, our
reliance on data collection via a telephone
survey necessitated use of brief measures,
which lowers reliability and precision of
measurement. Fourth, we examined only
those patient barriers to care seeking
that have the potential to be addressed
in an office-based educational interven-
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Table 5. Weighted Multiple Regression Analyses
Predicting Perceived Barriers to Disclosing
Depression to One’s Primary Care Physician

Predictors Coefficient 95% ClI
Demographic variables
Age (in years) .001 -.001 to .003
Female .080° .014 to .146
Married or partnered -.003 -.072 t0 .065
Nonwhite race .025 -.081 t0 .130
Hispanic 1290 .033 to .244
Education

High school or less — —

Some college/technical -.1202 -.223 t0 -.016

College graduate -.058 -.163 to .047
Income

$0-$34,999 — —

$35,000-$75,000 -173¢ -.276 to —.069

>$75,000 -.120° -.230to0 -.010
Health/depression variables
General health perception .017 -.021 to .055
Depression symptoms (PHQ-9) .019¢ .009 to .029
Past diagnosis .035 -.035 to 1.05
Family history -.078* -.140 to -.015
Stigma .136¢ .092 to .181
Biomedical causes -.005 -.071 to .061
Psychosocial causes -.01 -.057 to .035
Controllable .074° .024 t0 123
Timeline (usually >1y) .040 -.026 to .105
Health insurance -.093 -.266 to .079
Regular source of care -.024 -.134 t0 .086

PHQ-9 = 9-item Patient Health Questionnaire.
Note: Because of nonresponse, n = 982 for this analysis.

2P <.05.
bp <.01.
<P <.001.

tion. Fifth, we did not address the needs of those who
may have been willing to request help but failed to
recognize that their symptoms could be indicative of
depression."

In this survey from California, 43% of patients
strongly endorsed one or more reasons for not dis-
closing depression to their primary care physician.
This finding underscores the need to develop and test
office-based interventions that address these patient
concerns and motivate disclosure of depression.
Toward this end we are currently evaluating 2 office-
based approaches encouraging patients with depression
symptoms to begin a conversation with their doctors.
The effectiveness of multimedia approaches, stan-
dardized questionnaires, and explicit inquiry by the
physician about depressive symptoms in facilitating
disclosure of depression may vary by patient. Even so,
it is clear that left to their own devices, many patients
will not report important symptoms spontaneously.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/cgilcontent/full/9/5/439.

Key words: Depression; primary health care; disclosure; treatment;
communication barriers; social stigma
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