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Variations in the Probability of Depression Screening at 
Community-Based Physician Practice Visits
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Background: Despite depression screening 
being a US Preventive Services Task Force–
recommended practice in primary care, little is 
known about the degree to which it is performed 
and the factors associated with its conduct.

Method: Using a nationally representative sample 
(National Ambulatory Medical Care Survey) of 
adult, community-based physician practice visits 
during the survey years 2005 to 2007 (total = 55,143; 
representing approximately 1.7 billion visits 
nationally), we estimated the probability of depression 
screening and variation by visit characteristics.

Results: Depression screening occurred at 2.29% 
of adult, community-based physician practice visits. 
Visits with primary care physicians were more 
likely to include depression screening (AOR = 2.19; 
95% CI, 1.31–3.65), as were visits for preventive 
(AOR = 4.09; 95% CI, 2.55–6.57) and chronic care 
(AOR = 2.00; 95% CI, 1.44–2.80) compared to visits 
for acute care. Compared to the Northeast, visits 
in the West were less likely to include depression 
screening (AOR = 0.27; 95% CI, 0.13–0.57), as were 
visits for patients having ≥ 6 visits within the past 
12 months (AOR = 0.65; 95% CI, 0.42–1.00) when 
compared to visits for new patients. Depression 
screening was more common at visits for patients 
with ICD-9–diagnosed depression (AOR = 7.51; 95% 
CI, 5.38–10.50) and for females (AOR = 1.26; 95% CI, 
1.00–1.57). Bivariate analyses revealed that depression 
screening was more common at visits for patients with 
hyperlipidemia (3.21% vs 2.09%, P = .0086), obesity 
(4.59% vs 2.08%, P < .0001), and osteoporosis (4.46% 
vs 2.21%, P = .0002) and less common at visits for 
patients with diabetes (1.58% vs 2.39%, P = .0102).

Conclusions: Depression screening at community-
based physician practice visits in the United States 
appears to be low (2.29%) and may reflect an undefined 
optimal screening interval or strategy in published 
guidelines, lack of reimbursement incentives, or 
incomplete documentation in the medical record. 
Opportunities exist to improve depression screening 
in males, patients with chronic disease (especially 
diabetes), and the western region of the United States.
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Major depressive disorder (MDD) is a chronic 
illness, with most recent evidence suggesting 

12-month prevalence in the United States ranging from 
5.28%1 to 6.6%2 for adults 18 years of age or older. 
Moreover, 13.23%1 to 16.2%2 of adults will experience 
a major depressive episode during their lifetime. 
Additionally, it has been estimated that the lifetime 
prevalence of depression symptoms is approximately 
23%.3 Depression was recognized by the World Health 
Organization as the “leading cause of disability”4 
worldwide and “the fourth leading contributor to 
the global burden of disease”4 in the year 2000.

Lifetime prevalence of MDD is higher among 
females; individuals less than 65 years of age; those 
who have been widowed, separated, or divorced; and 
those at the lowest income levels.1 With the exception 
of Native Americans, those who belong to a minority 
racial or ethnic group (black, Hispanic, and Asian) 
have lower prevalence of MDD compared to white 
persons.1 Depression is more common in patients 
with chronic diseases (eg, diabetes, cardiovascular and 
cerebrovascular disease, cancer, pain, and obesity)5 
and is associated with increased physical symptoms, 
functional disability and impairment, poor adherence 
to medical treatment and self-care, and increased 
medical costs, compared to the general population.6

Despite its significant contribution to medical care 
burden, MDD is underrecognized in the primary care 
setting. One study noted that only 64% of patients 
with a confirmed diagnosis of major depression 
were identified by their primary care provider as 
being psychologically distressed and that up to 50% 
of depressed patients remain undiagnosed.7

In 2002, the US Preventive Services Task Force 
(USPSTF) updated their 1996 report, recommending 
“screening adults for depression in clinical practices 
that have systems in place to assure accurate diagnosis, 
effective treatment, and follow-up.”8(p760) Although 
depression screening is recommended, the USPSTF 
guidelines do not specify an optimal screening interval. 
Although screening for depression remains a critical 
first step in identifying individuals suffering with or at 
risk for depression, a review of the literature revealed 
a dearth of research describing the probability of 
depression screening at community-based physician 
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practice visits. Moreover, little is known about variations 
in depression screening as it relates to key patient 
and physician characteristics. Therefore, this research 
sought to (1) estimate the probability of depression 
screening in a nationally representative sample of 
community-based physician practice visits and (2) 
describe variations in the probability of depression 
screening by patient and physician visit characteristics.

METHOD

Study Design Overview
This research used cross-sectional data from 

the 2005–2007 National Ambulatory Medical Care 
Survey (NAMCS)9,10 to assess the proportion of 
adult, community-based, physician practice visits 
in which depression screening was performed and 
to evaluate variations in screening based on patient 
and physician visit characteristics. This study was 
granted exempt from review status by the University 
of Oklahoma Institutional Review Board because 
it used publicly available, deidentified data.

Data Source
The NAMCS is an annual, nationwide, multistage, 

probability-based sample survey of ambulatory 
physician office visits performed by the National 
Center for Health Statistics. The sampling design 
and data collection methods are described in detail 
elsewhere,9,10 and the data are publicly available 
(http://www.cdc.gov/nchs/ahcd.htm). Each record 
in the NAMCS is assigned a patient weight (ie, 
inflation factor) that is a mathematical adjustment 
provided by the National Center for Health 
Statistics to account for complex sampling design 
and allow for estimation of national population 
parameters from the number of sampled visits.

Data Inclusion and Exclusion Criteria
Together, the raw NAMCS data files for 2005 to 

2007 contained 87,835 unique visits. The USPSTF 
guidelines recommend routine depression screening 
only in adults, as there are inadequate data to support 
or recommend against depression screening in children. 
Therefore, only visits for patients ≥ 18 years of age were 
used. Also excluded were patient visits with a primary 
reason for visit related to injuries, adverse effects, test 

results, administrative codes (eg, examinations required 
for employment, licensing, Social Security disability), 
and uncodable items (eg, insufficient information), as 
it is unlikely that depression screening would occur 
at these types of visits. Additionally, only visits with 
complete data on all variables of interest were used 
in multivariable analyses, leaving a final analytic 
sample of 55,143 visits that represented a population 
of 1,741,090,686 community-based physician visits.

Study Variables
Variable selection for this research was guided 

by the framework for the study of access to medical 
care.11,12 The dependent variable in this research was 
the order for or provision of depression screening 
as recorded in the medical record. Data abstractors 
use a defined response set of yes or no to document 
depression screening on the NAMCS patient record form. 
Detail about the type and intensity of screening is not 
known. Independent variables included predisposing 
immutable characteristics, perceived and evaluated 
need characteristics, and mutable and immutable 
enabling characteristics of the population at risk.

Predisposing immutable characteristics included 
patient sex, age group, and race/ethnicity. Sex was 
defined as male or female. A 3-level age variable 
was defined as 18 to 39 years, 40 to 64 years, or ≥ 65 
years. Race and ethnicity were defined as white (non-
Hispanic), black (non-Hispanic), Hispanic, or other 
(ie, Asian, Native Hawaiian/Other Pacific Islander, 
American Indian/Alaska Native, multiple races).

Perceived and evaluated need characteristics of 
the population at risk included major reason for visit, 
presence of chronic disease, established patient status, 
and visit history. Major reasons for visit included 
acute care, chronic care (ie, routine or flare-up), or 
preventive care. Visit history was defined as a 5-level 
variable including patients who were new to the 
practice or established patients with 0, 1–2, 3–5, or 6 
or more prior visits within the previous 12 months.

Chronic disease was conceptualized in a number of 
ways. The NAMCS dataset contains indicator variables 
for 14 common, chronic conditions (arthritis, asthma, 
cancer, cerebrovascular disease, congestive heart failure, 
chronic renal failure, chronic obstructive pulmonary 
disease, depression, diabetes mellitus, hyperlipidemia, 
hypertension, ischemic heart disease, obesity, and 

Clinical Points

The overall extent of depression screening appears to be low.◆◆
Primary care physicians play an important role in depression screening.◆◆
Depression screening appears to be underutilized in diabetics and males.◆◆
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osteoporosis). To examine bivariate relationships between 
depression screening and each chronic disease, individual 
indicator variables for each of the chronic conditions were 
used, with the exception of chronic renal failure due to 
insufficient sample size. Also, vascular-related diseases, 
including cerebrovascular disease, ischemic heart disease, 
and congestive heart failure, were combined into a single 
disease indicator variable due to limited sample size. In 
addition, a unique, dichotomous indicator variable was 
defined as the presence or absence of at least 1 of 13 
common, chronic conditions, excluding a diagnosis of 
depression. Finally, a 4-level indicator variable combining 
the presence or absence of depression and presence or 
absence of all other chronic conditions was created to 
describe each patient visit encounter as having no chronic 
disease, depression only, any chronic diseases without 
depression, and any chronic diseases with depression.

Mutable and immutable enabling characteristics 
included primary care provider status, expected payment 
type, geographic region, and metropolitan statistical area 
status. Visits were defined as seeing either a primary care 
or nonprimary care physician. Expected payment types 
included private insurance, Medicare, Medicaid, and other 
(ie, worker’s compensation, self-pay, no charge, other 
payment type, or unknown payment type). Geographic 
regions were defined as Northeast, Midwest, South, or 
West. To control for physician visits in both rural and 
urban settings, visits were defined as whether or not 
they occurred within a metropolitan statistical area.

Analysis
Univariate statistics were computed to profile the 

study population. Bivariate and multivariable associations 
between depression screening and predisposing, need, and 
enabling variables were evaluated. For bivariate analyses, 
a design-based F statistic for complex samples was used.

Ideally, it would be best to stratify the analytic sample 
by visits with and without patients with a diagnosis of 
depression to allow for an evaluation of the differences 
in physician-reported screening for each of the sample 
subgroups. However, the reported International 
Classification of Diseases, Ninth Revision (ICD-9) codes 
are not sufficiently specific to differentiate between a 
patient with a reported diagnosis of depression who 
was both screened and diagnosed at the sampled 
visit or a patient whose diagnosis of depression was 
ongoing, suggesting disease monitoring rather than 
screening. In addition, stratification of the sample by 
diagnosis of depression reduces the sample in each of 
the strata so as to create unstable estimates for some 
study covariates, especially with respect to subgroup 
analyses by physician type. In the absence of an ideal 
method to accurately remove patients with a prior 
depression diagnosis and to preserve sample size and 
external validity, visits with a diagnosis of depression 

were retained. An indicator variable for the depression 
comorbidity was included in all multivariable analyses 
to help control for the diagnosis of depression and allow 
for independent interpretation of study covariates.

A secondary, multivariable logistic regression was also 
performed using a subsample of physician visits restricted 
to primary care specialties of family, general, and internal 
medicine. The subset analysis was conducted to describe 
variations in depression screening for the specific 
physician subgroups to which the USPSTF depression 
screening guidelines are targeted. For the subset analysis, 
race/ethnicity categories of black non-Hispanic and 
Hispanic were combined due to sample size limitations.

For all analyses, the a priori α level was .05. All 
data management and analyses were performed 
in Stata version 10.1,13 using complex survey 
commands with Taylor-linearized variance estimation, 
sampling weights, and masked sampling design 
variables provided in the NAMCS dataset.

RESULTS

The 2005–2007 NAMCS dataset included 87,835 
visits, representing almost 2.9 billion (2,859,892,874) 
community-based physician practice visits. After 
exclusion criteria were applied, the analytic sample 
size was 55,143 community-based physician practice 
visits, which represents the study population of 
1.7 billion (1,741,090,686) office visits by US adult 
(aged ≥ 18 years) patients. Henceforth, the results are 
presented and discussed at the population level. Table 
1 describes the distribution of predisposing, need, and 
enabling characteristics of the study population; the 
probability of depression screening; and variation of 
depression screening by these characteristics. Physician 
visits involved patients who were predominantly 
female (62.09%), white (75.89%), and less than 65 
years of age (67.53%). The majority of visits (60.21%) 
included patients with a chronic condition (excluding 
depression) and involved established patients 
(86.51%) with 3 or more visits during the previous 
year (50.23%). Depression was reported at 11.32% 
of visits. Depression screening occurred at 2.29% of 
the community-based physician practice visits.

There were several significant bivariate associations 
between predisposing, need, and enabling characteristics 
and depression screening. Compared to males, females 
were more likely to be screened for depression (2.57% vs 
1.82%, F1;1,535 = 10.07, P = .0015). Visits involving patients 
with hyperlipidemia (3.21% vs 2.09%, F1;1,535 = 6.92, 
P = .0086), obesity (4.59% vs 2.08%, F1;1,535 = 32.52, 
P < .0001), osteoporosis (4.46% vs 2.21%, F1;1,535 = 13.71, 
P = .0002), or depression (9.21% vs 1.40%, F1;1,535 = 211.96, 
P < .0001) were associated with an increased likelihood 
of depression screening. In contrast, visits with patients 
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Table 1. Factors Associated With Depression Screening in US Adults,a National Ambulatory Medical Care Survey 2005–20079,10

Factor

Percentage of 
Depression  
Screening  
(n = 1,080)

Percentage 
of Total 
Sample

Depression Screening, %
Design-Based F Statistic, P Value

Adjusted Odds  
Ratio (95% CI)No Yes

Screened for depression
No 0.00 97.71 … … … …
Yes 100.00 2.29 … … …

Predisposing characteristic
Sex

Male 30.13 37.91 98.18 1.82 F1;1,535 = 10.07, P = .0015 Referent
Female 69.87 62.09 97.43 2.57 1.26 (1.00–1.57)

Race/ethnicity
White, non-Hispanic 79.46 75.89 97.61 2.39 F1.75;2,685.10 = 0.81, P = .4289 Referent
Black, non-Hispanic 8.31 9.08 97.91 2.09 0.92 (0.65–1.30)
Hispanic 6.65 10.09 98.49 1.51 0.68 (0.45–1.03)
Other 5.58 4.95 97.42 2.58 1.65 (0.56–4.83)

Age, y
18–44 48.33 43.33 97.45 2.55 F1.72;2,641.67 = 2.91, P = .0628 0.96 (0.77–1.20)
45–64 25.25 24.20 97.61 2.39 Referent
≥ 65 26.41 32.47 98.14 1.86 0.82 (0.58–1.16)

Need characteristic
Patient relationship to practice

Established patient 89.32 86.51 97.64 2.36 F1;1,535 = 2.51, P = .1134 …
Patient new to practice 10.68 13.49 98.19 1.81 …

Visit history (prior 12 mo)
New patient 10.68 13.49 98.19 1.81 F3.23;4,958.57 = 1.19, P = .3126 Referent
0 visits 9.17 6.86 96.94 3.06 1.28 (0.64–2.56)
1–2 visits 27.30 29.43 97.88 2.12 0.81 (0.51–1.30)
3–5 visits 27.39 27.19 97.70 2.30 0.71 (0.47–1.06)
6 or more visits 25.46 23.04 97.47 2.53 0.65 (0.42–1.00)

Major reason for visit
Acute care 16.79 32.43 98.82 1.18 F1.74;2,670.45 = 12.42, P < .0001 Referent
Chronic care 53.09 49.96 97.57 2.43 2.00 (1.44–2.80)
Preventive care 30.12 17.61 96.09 3.91 4.09 (2.55–6.57)

Arthritis
No 78.46 82.60 97.83 2.17 F1;1,535 = 1.14, P = .2854 …
Yes 21.54 17.40 97.17 2.83 …

Asthma
No 96.10 94.21 97.67 2.33 F1;1,535 = 3.10, P = .0784 …
Yes 3.90 5.79 98.46 1.54 …

Cancer
No 93.99 92.72 97.68 2.32 F1;1,535 = 0.61, P = .4351 …
Yes 6.01 7.28 98.11 1.89 …

Chronic obstructive  
pulmonary disease

No 94.63 94.99 97.72 2.28 F1;1,535 = 0.10, P = .7549 …
Yes 5.37 5.01 97.55 2.45 …

Depression
No 54.45 88.68 98.60 1.40 F1;1,535 = 211.96, P < .0001 Referent
Yes 45.55 11.32 90.79 9.21 7.51 (5.38–10.50)

Diabetes
No 91.17 87.24 97.61 2.39 F1;1,535 = 6.62, P = .0102 …
Yes 8.83 12.76 98.42 1.58 …

Hyperlipidemia
No 75.80 82.77 97.91 2.09 F1;1,535 = 6.92, P = .0086 …
Yes 24.20 17.23 96.79 3.21 …

Hypertension
No 70.88 69.65 97.67 2.33 F1;1,535 = 0.23, P = .6325 …
Yes 29.12 30.35 97.81 2.19 …

Obesity
No 83.16 91.61 97.92 2.08 F1;1,535 = 32.52, P < .0001 …
Yes 16.84 8.39 95.41 4.59 …

Osteoporosis
No 93.56 96.70 97.79 2.21 F1;1,535 = 13.71, P = .0002 …
Yes 6.44 3.30 95.54 4.46 …

Vascular disease
No 91.87 91.35 97.70 2.30 F1;1,535 = 0.13, P = .7174 …
Yes 8.13 8.65 97.85 2.15 …

(continued)
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Table 1 (continued). Factors Associated With Depression Screening in US Adults,a National Ambulatory Medical Care Survey  
2005–20079,10

Factor

Percentage of 
Depression  
Screening  
(n = 1,080)

Percentage 
of Total 
Sample

Depression Screening, %
Design-Based F Statistic, P Value

Adjusted Odds  
Ratio (95% CI)No Yes

Need characteristic (continued)
Presence of chronic disease

No conditions 39.18 39.79 97.75 2.25 F1;1,535 = 0.03, P = .8627 Referent
≥ 1 chronic condition 60.82 60.21 97.69 2.31 0.98 (0.72–1.33)

Chronic conditions and depression
Yes, without 
    depression

33.48 53.29 98.56 1.44 F2.69;4,126.17 = 88.07, P < .0001 …

Yes, with depression 27.37 6.93 90.97 9.03 …
No, without 
    depression

20.97 35.39 98.64 1.36 …

No, with depression 18.18 4.39 90.52 9.48 …
Enabling characteristic
Practice type

Not primary care 
    physician

37.27 53.03 98.39 1.61 F1;1,535 = 7.39, P = .0066 Referent

Primary care 
    physician

62.73 46.97 96.95 3.05 2.19 (1.31–3.65)

Practice region
Northeast 28.68 19.60 96.65 3.35 F2.15;3,306.45 = 3.34, P = .0321 Referent
Midwest 20.60 21.91 97.85 2.15 0.59 (0.30–1.17)
South 41.95 39.35 97.56 2.44 0.76 (0.40–1.47)
West 8.77 19.14 98.95 1.05 0.27 (0.13–0.57)

Practice location
Metropolitan
    statistical area

88.05 85.65 97.65 2.35 F1;1,535 = 0.77, P = .3807 Referent

Nonmetropolitan
    statistical area

11.95 14.35 98.09 1.91 0.62 (0.37–1.04)

Expected source of payment
Private insurance 53.44 52.56 97.67 2.33 F2.59;3,969.31 = 0.10, P = .9416 Referent
Medicare 26.53 28.17 97.85 2.15 1.24 (0.88–1.75)
Medicaid 9.25 9.19 97.70 2.30 0.90 (0.63–1.29)
Other 10.77 10.08 97.56 2.44 1.17 (0.66–2.08)

aLogistic regression; total = 55,143 visits, representing a population of 1,741,090,686 community-based physician visits.
Symbol: … = not applicable.

who had diabetes were less likely to include depression 
screening (1.58% vs 2.39%, F1;1,535 = 6.62, P = .0102). 
Depression screening was most common for preventive 
care visits followed by visits for chronic and acute 
problems, respectively (3.91% vs 2.43% vs 1.18%, 
F1.74;2,670.45 = 12.42, P < .0001). Additionally, primary care 
physicians were more likely to screen for depression than 
specialists (3.05% vs 1.61%, F1;1,535 = 7.39, P = .0066). 
Finally, physician visits in the West were less likely to 
include screening for depression compared to those in the 
Northeast (1.05% vs 3.35%, F2.15;3,306.45 = 3.34, P = .0321).

Most bivariate relationships did not change in 
multivariable analysis (Table 1). Females were more 
likely to be screened for depression (adjusted odds ratio 
(AOR) = 1.26; 95% CI, 1.00–1.57). Visits involving a 
patient with a diagnosis of depression (AOR = 7.51; 95% 
CI, 5.38–10.50) were more likely to include depression 
screening, as were visits with primary care physicians 
(AOR = 2.19; 95% CI, 1.31–3.65) and visits for preventive 
(AOR = 4.09; 95% CI, 2.55–6.57) and chronic problems 
(AOR = 2.00; 95% CI, 1.44–2.80) when compared to visits 
for acute problems. Physician visits in the West region 

were less likely than visits in the Northeast to include 
screening for depression (AOR = 0.27; 95% CI, 0.13–0.57).

The multivariable logistic regression results 
attained from the analysis on the subset of family, 
general, and internal medicine practitioners were 
very similar to the overall results attained, with 
the exception of the sex variable, which was not 
significantly associated with depression screening 
(AOR = 1.21; 95% CI, 0.95–1.54; results not shown).

DISCUSSION

This research describes depression screening in 
community-based physician practices and explores 
factors that may be associated with depression screening. 
Given the prevalence of depression is estimated to range 
from 5.28% to 6.6% annually and from 13.23% to 16.2% 
over a lifetime,1,2 it appears that the overall probability 
of depression screening at a given physician visit is low, 
as it was documented at only 2.29% of the estimated 1.7 
billion adult physician visits during 2005 to 2007. These 
findings may be in part due to the cyclical1,2,4 nature of 
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depression and possibly due to the ambiguity regarding 
how and when to screen for depression14 as well as how 
to implement guidelines in practice.15 Additionally, a lack 
of appropriate resources specified in the 2002 screening 
recommendations developed by the USPSTF8 may be 
a potential health system barrier that may adversely 
affect the probability of screening in the ambulatory care 
setting. The need for appropriate resources is further 
emphasized in the newly updated USPSTF guidelines16 
and may continue to play a role in the apparently low 
proportion of patient visits that result in depression 
screening. The new guidelines place an increased 
emphasis on screening for depression only when sufficient 
“staff-assisted depression care supports are in place 
to assure accurate diagnosis, effective treatment, and 
follow-up.”16(p784) Certainly, future research should seek 
to define the optimal depression screening interval.

In addition, other barriers that lower depression 
screening rates may include physician beliefs and 
knowledge about “depression” as well as its diagnosis 
and treatment, skill deficits in patient interviewing, 
and medicalization of depression symptoms.17 Health 
system barriers that may contribute to reduced 
depression screening rates include physician visit 
time constraints, competing clinical priorities, 
limitations in third-party coverage and treatment 
access, and discontinuity of care.17 Stigma and denial 
of depression symptoms are among the patient-level 
factors that may reduce depression screening rates.17

Despite research documenting significant increases 
in antidepressant use in the United States,18,19 depression 
screening remains a relatively unexplored area. 
Several patient and visit characteristics demonstrated 
significant variation with respect to depression 
screening in the community-based physician practice 
setting, even after controlling for the presence of a 
depression diagnosis in multivariable analysis.

Sex
Consistent with research demonstrating a higher 

prevalence of diagnosed depression,1 females also 
demonstrated significantly higher odds of being screened 
for depression in multivariable analysis while controlling 
for the presence of depression. Importantly, the potential 
variation may very likely contribute to underdiagnosis 
and, subsequently, the decreased prevalence of depression 
reported for men. Raising awareness of depression in men 
has been recognized by the National Institute for Mental 
Health,20 and the current findings from this research 
support the need for continued efforts in the area.

Age
Although depression is more prevalent in younger 

adults,1 depression screening does not appear to vary 
across age groups. This discrepancy is most likely due 

to presence of the depression indicator variable in the 
multivariable analysis. Once the depression indicator 
was removed from the multivariable model, those ≥ 65 
years of age were significantly less likely to be screened 
for depression than middle-aged adults, 40–64 years 
old (result not shown). However, many elderly patients 
who have undiagnosed depression may not be screened, 
resulting in a missed opportunity for treatment.

Chronic Disease
Given the common depression comorbidity with 

chronic disease,5,17 one might suspect higher depression 
screening rates in patients with chronic disease. 
However, there was no significant difference in the 
odds of being screened for depression based on the 
presence of at least 1 chronic disease in multivariable 
analyses. One possible explanation for this result may be 
controlling for depression separately from other chronic 
diseases within the multivariable model, supporting the 
hypothesis of medicalization of depression symptoms 
that may be evident in chronic disease. Another 
explanation may be commonly shared variance among 
other variables in the model that explain chronic 
disease. For example, the likelihood of depression 
screening is significantly higher when the major reason 
for a physician visit was related to a chronic problem 
or preventive care as compared to acute care visits. 
While depression screening would be expected to 
more likely occur at chronic or preventive care visits 
compared to acute care visits, a post hoc analysis found 
that removal of the major reason for visit indicator for 
chronic conditions failed to change the significance 
of the chronic disease indicator (results not shown).

Individual chronic diseases were not included in the 
multivariable analysis to avoid model oversaturation. 
However, as evidenced in bivariate analyses, visits 
involving patients with depression were associated 
with increased likelihood of depression screening, 
as expected, along with visits involving patients 
with hyperlipidemia, obesity, and osteoporosis. A 
point of concern is that visits involving patients with 
diabetes were associated with a decreased likelihood 
of depression screening. Previous research has 
suggested that depression is twice as likely in patients 
with diabetes compared to those without diabetes,21 
whereas other work has suggested that this difference is 
mitigated after controlling for the number of outpatient 
visits.22 In this research, a post hoc multivariable 
analysis (result not shown) confirmed that screening 
for depression is less likely at visits with patients 
who have diabetes, even while controlling for the 
number of visits in the previous year in multivariable 
analysis, suggesting a clear opportunity for increasing 
depression screening with diabetic patients.
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Visit History
The multivariable analysis did detect significantly 

decreased odds for a patient to be screened when the 
number of visits increased to 6 or more, compared to 
a new patient. This is to be expected. However, it is 
important to note the nonsignificant findings for all 
other levels of patient visit history. Once again, these 
results may be in part due to the cyclical1,2,4 nature 
of depression and possibly due to the ambiguity 
regarding how and when to screen for depression14 as 
well as how to implement guidelines in practice.15

Physician Specialty
One would expect, under normal circumstances, 

that a patient’s primary care physician would be 
the physician more likely to conduct depression 
screening, as primary care physicians are the focus 
of the USPSTF guidelines for depression screening. 
The results indicate that a visit with a primary care 
physician more than doubled the odds of screening for 
depression and supports the belief that primary care 
physicians fill a significant role in triaging for depression 
and its subsequent care management. Incentives to 
reinforce and further advance this practice should be 
considered to optimize depression screening efforts.

Geographic Region
While the prevalence of depression does not 

appear to vary by region of the country,1 the West 
region of the country had significantly lower odds 
of depression screening at a physician visit when 
compared to the Northeast region. This result may 
reflect variations in physician practice patterns23 and 
suggest an opportunity for increasing depression 
screening awareness, especially in the West.

Limitations
Several limitations must be considered when 

interpreting the results of this research. Due to the use 
of patient visits as the unit of analysis, the estimates may 
differ from a patient-based prevalence of depression 
screening. Additionally, this research used NAMCS data 
abstracted from patient records at physician practices 
and can be subject to interpretation, recording, and/or 
transcription error. The dependent variable used in this 
research represents a documented effort in the physician 
medical record to screen patients for depression. 
Although specific depression screening strategies used 
remain unknown, the NAMCS data currently represent 
the best national effort to quantify physician efforts to 
screen for depression. Future research should also strive 
to define the type and intensity of depression screening. 
It is also possible that a physician extender (eg, nurse 
practitioner, physician assistant) may have seen the patient 
in lieu of a physician. When restricting the dataset to only 

visits in which a physician spent time with the patient, 
interpretation varied only slightly, with visits including 
Hispanic patients and locations in nonmetropolitan 
statistical areas (ie, rural) significantly less likely to include 
screening for depression (result not shown). However, 
these results are expected, as physician extenders fulfill 
an important role in underserved communities.

CONCLUSIONS

Depression screening is an essential first step for 
identifying patients at risk for depression, and its 
implementation in primary care practice is supported by 
the USPSTF guidelines.16 Unfortunately, the probability 
of depression screening at community-based physician 
practice visits in the United States is low (2.29%) and may 
reflect the ambiguity related to the optimal screening 
interval for depression and/or the lack of incentives 
and defined implementation strategy to ideally provide 
depression screening. Opportunities exist to improve 
routine depression screening at physician visits, especially 
in males, in patients with chronic disease (particularly 
diabetes), and in the western region of the United States.
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