
The 'Usual Care' of Depression Is Not 'Good Enough'

MENTAL ILLNESS in primary care set-

tings is costly, disabling, highly preva-
lent, and treatable.1 Unfortunately,
studies have shown that primary care

physicians fail to recognize many pa-
tients with psychiatric disorders and frequently fail to treat

adequately those they do.2 Efforts to increase the recog-
nition of mental illness by primary care physicians have
not resulted in improved outcomes for the patients.3 Be-
cause of this, interest has shifted away from improving
recognition toward improving the intensity of psychiat-
ric care provided by primary care physicians.4 For ex-

ample, the Agency for Health Care Policy and Research,
Rockville, Md, has chosen depression as one of the first
areas for the development of clinical practice guide-
lines.5

See also page 334

Findings from the study by Schulberg et al6 further
support the belief that intensive treatment ofpatients with
major depression who are seen in primary care settings
will result in better patient outcomes. They randomized
patients with major depression who were seen in pri¬
mary care practices to 1 of 3 arms: psychotherapy by a
mental health care professional, medication manage¬
ment by a board-certified primary care physician, or "usual
care" by the regular primary care physician. The results
are presented in the Figure. Schulberg et al6 found that
psychotherapy and medication management were sig¬
nificantly more effective than usual care. Specifically, they
found that medication management by the primary care

physicians was as effective as the psychotherapy by the
mental health care professionals, and both were more ef¬
fective than usual care. The medication management arm
was provided by board-certified family practitioners or

general internists who were trained in pharmaco¬
therapy protocol procedures from a manual.7

To my knowledge, this study by Schulberg et al6 dem¬
onstrated for the first time that primary care physicians
can treat major depression as effectively as nonphysi-
cian mental health care professionals if they follow a spe¬
cific protocol. It is of particular interest that what con¬
stitutes "specific treatment" is reasonable and well within
the reach of a busy clinical practice. Specific treatment
can mean as little as increasing the frequency of office
visits (biweekly until the patient responds, then monthly),
educating the patient about antidepressants, and encour¬

aging the patient to stay in treatment for 6 months. This
is not unreasonable or excessive; yet, it seems to be more
than typical usual care. The question remains: what is
wrong with usual care? In this issue of the ARCHIVES,
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Schulberg et al8 give a better understanding of what con¬

stitutes the problems with usual care.
In this issue of the archives, Schulberg et al8 have

analyzed the treatment of the 92 patients who were re¬

ferred back to their primary care physicians as the con¬

trol group in the previously cited study6 (ie, usual care

in the Figure). This article examines the treatment of these
92 patients as if this were a study of the natural history
of usual care in primary care. All the patients met for¬
mal criteria for major depression, and all the physicians
were informed of the diagnosis. The interventions by the
primary care physicians and the outcomes for these pa¬
tients are the results of this study.

The most important aspect of this study is that many
of the interventions were "inadequate" when judged by
accepted guidelines for the treatment of depression. Of
the 92 patients, 25 (27%) did not receive any treatment,
only 50 (54%) received antidepressants, and only 40
(43%) of those patients who were being treated with an¬

tidepressants received these drugs within current "state-
of-the-art" guidelines; the average number of office vis¬
its for each patient ranged from 0.1 to 4.8 visits throughout
the study. (The average number of office visits for the
patients who were treated as part of the intervention study
ranged from 9.8-13.8.) In general, the treatments were
too little, too short, and without adequate follow-up.

There are many obstacles (eg, social stigma, lack of
reimbursement, somatization, and limited office time) to
the treatment of mental disorders.9 The studies by
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Schulberg et al6 8 show that, despite these difficulties, when
patients are treated properly in a primary care setting,
they respond better. In addition (and this is a conclu¬
sion that I have resisted reaching), primary care physi¬
cians—when left to themselves—are not properly treat¬
ing the mental disorders in their patients.3 In other words,
the usual care is not "good enough."

One major confounding variable in this study8 is the
large number of patients who were seen in a primary care

practice and who refused to participate. Of the 678 pa¬
tients identified with major depression, 41% refused to
meet with the psychiatrist. Susman et al10 have noted that
primary care physicians can be reluctant to discuss men¬

tal illness because patients will leave the practice. What
happens to patients with mental disorders who get of¬
fended by intensive psychiatric treatment? Is it better to
tread lightly around psychiatric issues and keep all the
patients in the practice, or be more aggressive and have
some patients refuse to return? The National Institute of
Mental Health, Bethesda, Md, has funded 3 large inter¬
ventions that may help to answer this question by test¬

ing "guidelines treatment" vs usual care in active clini¬
cal practices.11 These studies should shed more light on
the overall effectiveness of aggressive psychiatric treat¬
ment of patients who are seen in primary care settings.

There are several other shortcomings to the study
by Schulberg et al8 in this issue of the ARCHIVES. First,
most of the physicians who treated the patients in the
usual care arm were residents (78%), while the primary
care physicians who followed the specific protocol were

all board-certified. Second, the most widely used anti¬
depressant was nortriptyline hydrochloride, which is not
one of the newer antidepressants that have a better re¬

cord of compliance. Third, the study was conducted in
an academic setting that served patients from a lower so¬

cioeconomic class, and fourth, the physicians were not
blinded to the diagnosis of the patients in usual care. These
variables tended to decrease the generalizability of the
results. However, there is no reason to believe that the
usual care in this study was significantly different from
the usual care in the community.

Primary care physicians are at a significant disad¬
vantage when they are treating patients with emotional

disorders. Not only is there no financial incentive for psy¬
chiatric treatments, but there is also no groundswell from
patients who demand better mental health. Primary care

physicians might benefit from tools that will provide ap¬
propriate feedback on the patients' progress or lack of
progress. Such a tool may encourage the improvement
of usual care.
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The Figure is reproducedfrom the Archives of General Psy¬
chiatry (1996;53:913-919), ®1996, American Medical As¬
sociation.
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