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abstract

OBJECTIVE To investigate family physicians’ practice patterns for managing depression and mental health
concerns among adolescent and adult patients.

DESIGN Cross-sectional survey.
SETTING London, Ont, a mid-sized Canadian city.
PARTICIPANTS One hundred sixty-three family physicians identified through the London and District
Academy of Medicine.
MAIN OUTCOME MEASURES Practice patterns for managing depression, including screening,
pharmacotherapy, psychotherapy, shared care, and training needs.

RESULTS Response rate was 63%. Family physicians reported spending a substantial portion of their
time during patient visits (26% to 50%) addressing mental health issues, with depression being the most
common issue (51% to 75% of patients with mental health issues). About 40% of respondents did routine
mental health screening, and 60% screened patients with risk factors for depression. Shared care with
mental health professionals was common (care was shared for 26% to 50% of patients). Physicians
and patients were moderately satisfied with shared care, but were frustrated by long waiting lists and
communication barriers. Most physicians provided psychotherapy to patients in the form of general
advice. Differences in practice patterns were observed; physicians treated more adults than adolescents
with depression, and they reported greater comfort in treating adults. Although 33% of physicians
described using cognitive behavioural therapy (CBT), they reported having little training in CBT. Moderate
interest was expressed in CBT training, with a preference for a workshop format.
CONCLUSION Although 40% of family physicians
routinely screen patients for mental health issues,
depression is often not detected. Satisfaction
with shared care can be increased through better
communication with mental health professionals.
Physicians’ management of adolescent patients can
be improved by further medical training, consultation,
and collaboration with mental health professionals.
Training in evidence-based treatment of depression
is particularly warranted given physicians’ limited
knowledge of CBT.
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This survey revealed concerns about family physicians’ practice patterns for managing depression and
other mental health issues among adolescent and
adult patients.
Although 40% of family physicians devoted a
“moderate” portion of their time to mental health
issues, most of that time was spent with adults.
Respondents were moderately comfortable providing
mental health services to adults, but less than comfortable dealing with adolescents.
Most participants stated they shared care for some
of their patients, but they reported many more
negative aspects than positive aspects of such care,
including long waiting lists, lack of available or
appropriate community services, and poor communication with mental health professionals.
Most respondents had not received training in cognitive behavioural therapy.
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epression is a major public health issue, with an
estimated prevalence between 8.2% and 10.4%
among those 15 years old and older.1,2 Family
physicians have a central role in identifying and treating
depressed patients.
Depressed patients tend to visit primary care physicians’ offices frequently and first seek treatment in
this sector.3,4 Given the pivotal role of family physicians
in managing depression, this study sought to describe
their practice patterns in providing mental health care to
identify gaps in service delivery and to assess physicians’
training needs.
Previous research has suggested that family physicians frequently fail to diagnose depression; they are
reported to detect only 15% to 36% of cases.5,6 Although
numerous factors contribute to poor detection rates,7,8
including the severity of patients’ symptoms, family physicians’ screening practices are of great importance. Interviewing patients about symptoms relevant
to a diagnosis of depression might not happen during
provision of medical care,9 particularly if patients do not
have recognizable characteristics.10 Results of surveys
to date indicate that routine screening is uncommon,8
and use of self-report questionnaires is limited,10 despite
evidence supporting their usefulness.11-13 This evidence,
however, comes from surveys in the United States and
might not be generalizable to the mental health practice
patterns of Canadian family physicians.
In addition to screening and detecting depression,
family physicians offer follow-up care and treatment
to many patients. Consistent with early treatment
guidelines (eg, from the Depression Guideline Panel14),
pharmacotherapy is the most frequently provided treatment.15-17 Survey results10 indicate that family physicians
prescribe antidepressants to 85% of their depressed
patients and counsel only 40%. In fact, the National
Population Health Survey4 noted an increase in use of
antidepressants between 1994 and 2000; about 5% of
Canadians (aged 15 and older) were taking antidepressants in 2000. This suggests an increase in recognition
of depression, in patients seeking help, and in treatment
demands on family physicians.
Patients’ access to other evidence-based treatments
for depression, however, has not improved proportionately. For example, cognitive-behavioural therapy (CBT)
has been shown to be effective in several trials,18,19 and
has been found more effective than medication in preventing relapses.20 Assessing physicians’ knowledge of CBT
and referrals to mental health professionals (MHPs) might
shed light on why this treatment option is underused.
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Shared care between MHPs and primary care providers is increasingly seen as a model for addressing the
high demand for mental health services. Research evaluating the frequency of shared care and physicians’ satisfaction with it is limited. Surveys21,22 highlight a need
to improve collaboration between MHPs and family physicians through better communication and joint treatment planning. Our survey sought to further evaluate
the qualitative aspects of shared care for depression.

METHOD
Participants and setting
Surveys were mailed to 259 family physicians practising
in London, Ont, and surrounding communities. London
is a mid-sized Canadian city with a medical school and
teaching hospital, which were the institutional bases for
the study. Inclusion criteria were specialization and current practice in family medicine, as indicated by registration with the London and District Academy of Medicine.
Physicians from other specialty areas (eg, pediatrics)
were excluded from participating.

Measures and materials
A brief questionnaire was constructed to address family
physicians’ mental health practice patterns. The questionnaire contained 18 questions requiring various types of
responses (eg, forced-choice, Likert scale) to evaluate physicians’ mental health screening and treatment practices with
adult and adolescent patients. A team of MHPs provided
feedback during survey development, and the questionnaire
was pilot-tested on 3 family physicians before distribution.
The reliability of the survey was not assessed and was
limited by the diverse areas covered by questions and
the response formats utilized. The validity and accuracy
of the survey results have not been evaluated and would
require comparative analyses with physicians’ billing
practices. Such information, available only through the
Ontario Health Insurance Plan, is highly confidential and
is beyond the scope of our research.
The University of Western Ontario’s Human Subjects
Ethics Review Board approved the study. To assure a high
response rate, elements of the Dillman survey method
were used,23 including multiple mailings, personalized
correspondence, and token incentives. The survey was
carried out over a 6-week period in spring 2004.

Statistical analyses
Paired t tests compared the frequencies of physicians’
practices among adults and adolescents, and chi-square
analyses compared frequencies within categories. The
statistical power of these analyses to detect differences
was estimated at 80%, based on the sample size, with an
alpha level of .01 and a medium effect size.24
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RESULTS
The response rate was “good” 25 at 63% (N = 163) and
consistent with rates reported in earlier research.10,21
Participants’ sex was representative (36% female, 64%
male) of community family physicians. On average,
respondents had been practising for 20 years (ranging
from 3 to 47 years). About 36% of participants were in
solo practices, 35% were in group practices, 16% were
in 2-physician practices, 5% were in academic practice, 3% were in hospitals, and 5% were in other types
of practices. Most had completed mental health training
as part of their medical education (74%); 13.4% reported
receiving mental health training solely through continuing education.

Patient contacts for depression
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care for some of their patients (10% to 25%) (Table 1).
Another 22% reported referring a moderate portion of
their patients (26% to 50%) to MHPs. Physicians referred
patients both for consultation on medication and for
psychotherapy (70%) more frequently than for either
medication consultation (12%) or psychotherapy alone
(18%). Overall, physicians reported being moderately
satisfied with shared care. In open-ended qualitative
responses, however, physicians reported significantly
more negative aspects (45%) than positive aspects (15%)
of shared care (chi-square (df 3) 51.4; P < .001).
Common difficulties included long waiting lists
(47%); lack of available, appropriate community services (32%); and poor communication with MHPs
(28%). Positive aspects included viewing collaborative treatment as enjoyable and beneficial for patients
(37%) and the high quality of care and communication
received (32%).
With regard to treatment patterns, 83% scheduled
psychotherapy sessions with adults, and 63% scheduled them with adolescents, showing a statistical difference (t [df 141] -5.4, P < .001; medium effect size -.4724).
Physicians spent an average of 3 hours per week with
adults and 1.5 hours with adolescents. The predominant
psychotherapy approach was “general advice” (85%),
followed by CBT (33%) and interpersonal therapy (33%).

About 40% of participants devoted a “moderate” portion
of their time (defined as 26% to 50% of their clinical time)
and another 35% spent “some” of their time (defined
as 10% to 25%) on mental health issues (Table 1). Most
mental health contacts were with adults (51% to 75%)
rather than with adolescents (10% to 25%). Chi-square
analyses demonstrated significant differences between
patient groups (chi-square (df 4) -10.1, P < .001). Mood
problems were most common. About 62% of partici- Table 1. Time physicians reported spending on mental health care in their practices:
pants indicated that “a great Percentages refer to time physicians reported they spent caring for patients in each
deal” (defined as 51% to 75%) category of patient contact (N = 163).
TIME SPENT ON MENTAL HEALTH ISSUES
of contact with patients for
LITTLE
SOME
MODERATE AMOUNT
A GREAT DEAL
ALMOST ENTIRELY
mental health issues was for
(<10%)
(10%-25%)
(26%-50%)
(51%-75%)
(76%-100%)
depression.
%
%
%
%
%
PATIENT CONTACT

Screening methods

All patients

6.2

34.5

40.1

17.3

1.9

Patients with
depression

0.7

4.0

13.5

61.5

20.3

About 40% of physicians
reported routinely screening
30.7
61.2
6.7
0.7
0.7
all adults, and 60% reported Adolescents
1.3
4.6
31.1
42.5
20.5
screening only those at Adults*
risk. Similar practices were Care shared with
20.0
53.2
22.1
3.3
1.3
reported for adolescents mental health
(39% universal screening; professionals
61% “at risk” screening), and
results of Student t tests *Chi-square analyses yielded a statistically significant difference between patient groups (P < .001).
were non-significant across
patient groups. Most physicians screened by interviewTable 2. Participants’ screening practices for mental
ing alone (86% with adults; 92.5% with adolescents)
health difficulties: Percentage of physicians reporting
rather than by using questionnaires or both methods
each type of screening practice.
(Table 2). This yielded a statistically significant differINTERVIEW AND
ence between adults: chi-square (df 2) 139.2, P < .001;
INTERVIEW
QUESTIONNAIRE
QUESTIONNAIRE
PATIENT GROUP
%
%
%
and adolescents: chi-square (df 2) 109.2, P < .001. When
Adults
86.4*
6.4
7.3
adolescents were screened, 54.5% of physicians interviewed both adolescents and their parents.
Adolescents
92.5*
2.4
4.5

Treatment practices
More than half the physicians (53%) reported shared

*Chi-square analyses yielded statistically significant differences across
screening methods (P < .001).
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Participants reported feeling moderately comfortable with providing mental health services to adults
and not comfortable providing them to adolescents
(Table 3). Paired t tests revealed statistically significant differences across patient groups, with physicians
reporting greater comfort in managing the medical
needs (t [df 136] 15.7, P < .001; large effect size 1.3424)
and counseling and psychotherapy needs (t [df 137]
12.1, P < .001; large effect size 1.03 24) of adults than
those of adolescents.

Table 3. Number of respondents offering various types
of care to adults and adolescents and how comfortable
physicians were in providing care: Ratings were based
on a 5-point Likert scale (1—not at all comfortable,
3—comfortable as long as consultation is available,
5—very comfortable working independently).
NO. OF
RESPONDENTS
OFFERING CARE

MEAN SCORE
(STANDARD
DEVIATION)

151

3.9* (0.7)

Adult psychotherapy

151

3.5* (0.8)

Adolescent medical
needs

137

2.8 (0.9)

Adolescent
psychotherapy

137

2.5 (1.0 )

TYPE OF CARE

Adult medical needs

*Student t tests were statistically significant across patient groups
(P < .001).

Level of knowledge and
interest in training for CBT
Despite the fact that 32% of participants reported using
CBT, most (78%) had not received training in CBT and
reported little knowledge of it. For the 22% who reported
having training in CBT, the training lasted on average
10 hours (range, 1 to 40 hours). Moderate interest was
expressed in learning CBT for depression; 43% of participants provided personal contact information for future
CBT training.
Among the various educational formats suggested,
most participants preferred workshops (67%; median 3.3
on a 5-point Likert scale), followed by group instruction
and consultation (median 2.9). This preference was statistically significant (t [df 86] 3.3, P < .001; effect size was
small: .3524).

DISCUSSION
Consistent with previous research findings,21 more than
50% of family physicians spent a substantial portion of
their time (26% to 50%) treating patients with mental
health issues, most of which were related to depression. About 40% of participants routinely screened all
patients for mental health difficulties, which contrasts
with a 1999 finding in an American study of only 9%.10

This difference might reflect the growing awareness of
mental health issues in medical communities and in
the general population17,21,26 and variations between the
American and Canadian health care systems.
Family physicians in London seem to recognize the
importance of detecting mental health difficulties and to
interview their patients for depressive symptoms. Given
that 60% of participants based screening on the presence of risk factors (eg, positive family history), further
research is needed to see whether this is a useful criterion.

Use of interviews rather than questionnaires
Physicians relied mainly on interviews rather than
questionnaires or both methods to screen adults and
adolescents for mental health issues (Table 2). This finding most likely reflects time restrictions and the many
practice demands placed on primary care physicians.9
Also, while brief screening measures for depression
have been developed, medical professionals are often
denied access to these instruments by requirements for
licensure. Physicians might view direct interviewing for
depressive symptoms as more efficient than administering questionnaires.
Further research is necessary to explore the advantages of using questionnaires (eg, increased detection) in primary care over patient interviews. Improving
access to and dissemination of brief screening measures
might promote routine patient screening12 and increase
detection rates.

Shared care
Many participants reported sharing care with MHPs
for both medication management and psychotherapy.
Collaboration with MHPs appears to occur regularly
in the community and to be a moderately satisfying
arrangement for physicians. Consistent with reports
in previous research,21 shared care had its limitations.
Physicians identified difficulties with long waiting
lists; lack of available, appropriate mental health services; and poor communication with MHPs. This feedback highlights the demands on family physicians to
provide mental health services, given that patients
rely on primary care when community services are
unavailable. Improving communication with MHPs
could further improve physicians’ satisfaction with
shared care and be achieved through ongoing consultation, as emphasized in psychiatric shared-care
models.26

Training in mental health care
Physicians reported providing more mental health services to adults than to adolescents, which might indicate differences in patients’ demands for service. For
depressed patients, however, physicians reported they
felt more comfortable addressing the medical and
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psychotherapy needs of adults than those of adolescents. This perhaps draws attention to a lack of training in adolescent mental health care27 and a need for
continuing medical education to improve care of these
patients. Discomfort with treating adolescents can
hinder screening and treatment planning in primary
care, which in turn might discourage adolescents from
seeking help. Providing physicians with backup consultation from MHPs with expertise in adolescent care
could help them feel more comfortable with providing
care for teenagers.
In contrast to previous research 10 that indicated
only 39.7% of family physicians provided psychotherapy to adults and adolescents, we found that 83% of
London family physicians provided such care to adults
and 63% to adolescents. General advice was the most
common approach, but CBT and interpersonal therapy were also provided by 33% of participants. This
was surprising because physicians reported minimal knowledge of CBT; only 22% reported having
received training in CBT. Most likely physicians were
using specific elements of CBT (eg, behavioural activation) rather than providing comprehensive CBT
interventions. Further training in CBT might improve
treatment; participants expressed moderate interest
in attending a CBT training workshop on depression.
Previous research suggests, however, that educational interventions have minimal effect on family physicians’ care of patients with depression.28,29 A workshop
might be most compatible with the demands of physicians’ practices, but developing competence in CBT
theory and method requires intensive training. More
research is needed to develop and evaluate training
models for CBT.

Limitations
Our findings are based on the practices of physicians
in southwestern Ontario and might not represent the
practices of family physicians in other areas of Canada.
Research is needed to evaluate the generalizability of
our results.

Conclusion
Family physicians spend a substantial amount of time
addressing mental health issues, and depression is
the most common issue. Most participants screened
patients with risk factors for depression; however, universal screening by all family physicians is needed to
improve detection rates. Brief mental health screening questionnaires 30,31 might help with this process.
Physicians frequently share care with MHPs in the community; increased communication and collaboration is
required. To increase physicians’ comfort in treating
adolescents with depression, physicians need ongoing
consultation with MHPs and further medical training.
Some participants expressed an interest in learning CBT
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for depression; however, effective training models have
yet to be developed.
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