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Major depression is prevalent
in primary care settings.
Most patients with depres-

sion who seek treatment are initially
seen by general practitioners or fami-
ly doctors (1–4). Integration of men-
tal health care into the primary care
system has been widely advocated
(5–7) for improving care. Previous
studies suggest that clinicians in pri-
mary care settings often underdiag-
nose depression (8–10). In one study
of patients whose psychiatric symp-
toms were recognized, 88 percent
were not referred to a mental health
specialist (11). The referral process
from general practitioners to mental
health specialists has been viewed as
the “least permeable filter” separat-
ing specialists from the population
(12). However, no existing criteria
define the appropriate level of refer-
ral. It is important to investigate fac-
tors related to primary care physi-
cians’ provision of mental health
services and to their patterns of re-
ferral to specialists. Such information
is pivotal for determining optimal re-
ferral patterns, planning physical and
mental health services, and effective-
ly allocating human and financial re-
sources (13,14).

Many factors may be associated
with receiving mental health services
and referral to a specialist, including
doctor-patient relationship, societal
stigma, and level of knowledge of
mental disorders among primary care
physicians (15,16). Previous studies
have shown the importance of insur-
ance coverage (17–20). In Canada,
mental health services, including hos-
pital and physician services, are cov-
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ered under a single-payer, universal-
access (publicly funded) system (21).
However, the Canadian system may
control costs by restricting access,
thus decreasing service provision.

Several studies have investigated
factors associated with mental health
services provided by primary care
physcians and with referrals they have
made to mental health specialists.
Men and persons who were younger
than 45 years of age, were single, or
had psychotic disorders have been
found more likely to be referred
(15,22). A recent study found that be-
ing referred to a psychiatrist or psy-
chologist did not depend on patients’
age or marital status but that persons
in urban areas had a higher chance of
being referred (23). Samples in these
studies included respondents with
various psychiatric symptoms; there-
fore, the findings may not be applica-
ble to persons with major depression.

This study examined individuals
who had reported major depressive
episodes and who had contacted gen-
eral practitioners and family doctors
in the past 12 months. We estimated
the rates of mental health service pro-
vision and of referral to a mental
health specialist in primary care set-
tings and compared the differences in
demographic and other characteris-
tics between individuals who had re-
ceived and who had not received
mental health services and between
individuals who had received and
who had not received a referral to a
mental health specialist.

Methods
Data from the 1998–1999 National
Population Health Survey (NPHS)
(24) were used. The NPHS house-
hold component is a national health
survey carried out by Statistics Cana-
da. This component targets house-
hold residents in all Canadian
provinces, excluding Indian reserves,
military bases, the Yukon and North-
west Territories, and some remote ar-
eas in Quebec and Ontario, as well as
residents of long-term institutions
(25,26). The survey uses multistaged
sampling procedures. In the
1998–1999 NPHS, 17,244 respon-
dents were interviewed. Informed
consent was obtained by Statistics
Canada interviewers.

The NPHS data are in the public do-
main, with certain confidential data
suppressed or removed. To access the
confidential data, the master file data
kept at Statistics Canada are used
through remote-access data-analysis
procedures. The results from the
analyses go through rigorous security
checks before they are released to re-
searchers. Part of the study reported
here used master file data; only per-
sons who had had a major depressive
episode and had contacted a general
practitioner or family doctor in the past
12 months were included (N=608).

In the NPHS, major depressive
episodes were measured by the Com-
posite International Diagnostic Inter-
view—Short Form for Major Depres-
sion (CIDI-SFMD), derived from the
full version of the CIDI and validated
by Kessler and colleagues (27). A
probability rating of .9 on the CIDI-
SFMD represents the presence of
five of eight different depressive
symptoms in the same two-week peri-
od in the preceding 12 months. One
must be either depressed mood or
loss of interest, as consistent with
DSM-IV criterion A for major depres-
sive episode (28). To be consistent
with DSM-IV, a major depressive
episode was defined in the study re-
ported here as a probability rating of
.9 or higher on the CIDI-SFMD.

The NPHS respondents were
asked, “In the past 12 months, how
many times have you seen or talked
on the telephone with a family doctor
or general practitioner about your
physical, emotional, or mental
health?” An answer of “one or more
times” was defined in the study re-
ported here as indicating contact with
a general practitioner or family doc-
tor. Respondents in the NPHS were
also asked if they had seen or talked
to a health professional specifically
about emotional or mental health
problems in the preceding 12
months. “Health professional” in the
NPHS included a general practition-
er or family doctor, psychiatrist, psy-
chologist, nurse, social worker, or
counselor. In the study reported here,
the term “mental health specialist”
was used instead and included psychi-
atrists and psychologists. Additionally,
the NPHS respondents were asked,
“In the past month, did you take anti-

depressants?” In the study reported
here, taking antidepressants was in-
cluded as part of the definition of “re-
ceiving mental health services.” 

Demographic and socioeconomic
data included in our study were gen-
der; age, classified as 12 to 24 years,
25 to 54 years, and 55 years or older;
marital status; income adequacy, clas-
sified as low family income and mid-
dle or high family income; and urban-
icity, referring to living in a rural or
urban area. In the NPHS, income ad-
equacy was determined by total fami-
ly income and the number of individ-
uals living in a household. Clinical
variables in our study included having
one or more long-term medical con-
ditions, such as heart disease, hyper-
tension, and asthma; impairment; and
chronicity of depression. The NPHS
adopted a question about impairment
from the U.S. National Comorbidity
Survey (29): “How much do these ex-
periences (depressive symptoms)
usually interfere with your life or ac-
tivities?” Responses were a lot, some,
a little, and not at all. To be consistent
with studies using the National Co-
morbidity Survey data (30,31), the an-
swer “a lot” was defined in the study
reported here as severe impairment,
and other answers to this question
were classified as mild or no impair-
ment. The duration of depressive
symptoms had two categories, using
the median value for the respondents
with major depressive episodes: two
to seven weeks and eight weeks or
longer. The NPHS question about
duration had an upper limit of 52
weeks, and some depressive episodes
last longer than this. However, a study
using the NPHS data indicated that
the duration of depressive episodes
reflected in the NPHS was compara-
ble with durations reported in other
community-based studies (32). 

We conducted three separate analy-
ses. In the first analysis, the propor-
tions of respondents who were seeing
a psychiatrist, a psychologist, and ei-
ther of them were calculated separate-
ly: first for respondents who had visit-
ed general practitioners and family
doctors for any reason, and second for
respondents who had seen general
practitioners and family doctors about
emotional or mental problems.

In the second analysis, respondents
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who had received and had not re-
ceived mental health services were
compared in demographic, socioeco-
nomic, and clinical characteristics.
Receiving mental health services was
defined as having visited a psychia-
trist or psychologist, having been
treated with antidepressants by gen-
eral practitioners and family doctors,
or both. Because antidepressants can
be prescribed only by physicians, re-
spondents who were using antide-
pressants but had not visited a psychi-
atrist were assumed to have been
treated with antidepressants by gen-
eral practitioners and family doctors. 

The analytic procedures used in the
second analysis were repeated in the
third. Respondents who had visited a
psychiatrist or psychologist, termed re-
ferrals, were compared with respon-
dents who had not visited a psychiatrist
or psychologist, termed nonreferrals,
in demographic, socioeconomic, and
clinical characteristics. Only respon-
dents who had visited general practi-
tioners and family doctors for emotion-
al or mental health problems were in
the denominator of the referral rate es-
timates, thus excluding “bypassers.”

The NPHS employed a complex
multistage sampling design. To ac-
count for the sampling and design ef-
fects, sampling weights were used to
calculate accurate estimates, and a
bootstrap technique was used to gen-
erate accurate variance estimates and
95 percent confidence intervals.
These analyses were conducted with
bootstrap sampling weights provided
by Statistics Canada (33). The pro-
portions and the 95 percent confi-
dence intervals in the first analysis of
the study reported here were calcu-
lated with the master file data and
Statistics Canada’s bootstrap macros.

The differences between proportions
for our study were determined by z
tests based on the bootstrap coeffi-
cients of variations (33). The second
and third analyses in our study were
conducted with STATA 6.0 (34). The
Pearson chi square statistic, convert-
ed into an F statistic, was used to de-
termine whether the proportions
were significantly different. The asso-
ciation between a variable and receiv-
ing mental health services or referrals
was determined in the form of an
odds ratio. The 95 percent confi-
dence interval (CI) associated with
the odds ratio was calculated with the
STATA bootstrap command “bs ‘com-
mands’, ‘exp_list’ ” (34).

Results
In the 1998–1999 NPHS, 668 respon-
dents (weighted percent=4.5) report-
ed having a major depressive episode
in the preceding 12 months. Among
these, 608 (90.4 percent) had visited a
general practitioner or family doctor,
but only 153 (22.1 percent) reported
that the visits were specifically for
mental problems. Among respon-
dents who had contacted general
practitioners and family doctors for
any reason, 250 respondents (40.6
percent) reported having received
mental health services, which includ-
ed being treated with antidepressants
by any physician or seeing a psychia-
trist or psychologist. Of those who had
contacted general practitioners or
family doctors for mental problems,
93 (64.5 percent) reported having re-
ceived mental health services.

Table 1 shows the proportions who
visited a psychiatrist or psychologist
among those who reported contacts
with general practitioners and family
doctors for any reason and for reasons

of mental or emotional health. Only
26 percent of the respondents who
had contacted general practitioners
and family doctors for reasons of
mental or emotional health were re-
ferred to specialists. The z scores in-
dicated that having seen a mental
health specialist did not depend on
the reasons for having visited a gener-
al practitioner or family doctor.

As shown in Table 2, respondents
who were more likely to receive men-
tal health services had visited general
practitioners and family doctors for
mental or emotional health, had se-
vere impairment, had had depressive
symptoms that had lasted eight weeks
or longer, and had low family income.
The association between income and
receiving mental health services
(odds ratio [OR]=1.79, CI=1.09 to
2.95) diminished when the effect of
chronicity of depression was con-
trolled for (OR=1.49, CI=.88 to 2.51).
Receiving mental health services did
not depend on gender, age, marital
status, urbanicity, or having long-term
medical illnesses. 

The demographic, socioeconomic,
and clinical characteristics of respon-
dents who were and were not re-
ferred to a mental health specialist
are presented in Table 3. The results
showed that respondents who were
younger than 25 were more likely to
be referred. Other factors were not
associated with being referred.

Discussion
This study showed that, among re-
spondents who reported major de-
pressive episodes, 90.4 percent had
contacted general practitioners or
family doctors in the 12 months be-
fore the interview. This finding high-
lights the importance of primary care
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Weighted proportions of individuals with major depressive episodes who visited a psychiatrist or a psychologist, by the rea-
sons for visiting a general practitioner or family doctor 

Psychiatrist Psychologist Either
Visited a general 
practitioner or family doctor % 95% CI za % 95% CI za % 95% CI za

For any reason (N=608) 17.1 12.9–21.3 1.10∗ 9.1 6.0–12.2 .60∗ 24.8 19.9–29.6 .24∗

For an emotional or mental  health problem (N=153) 22.4 14.0–30.8 7.5 3.0–12.0 26.0 17.2–34.9

a The z scores indicate that having seen a mental health specialist did not depend on the reasons for having visited a general practitioner or family doctor.
∗p<.05



and the unique opportunities that pri-
mary care physicians have for detect-
ing and managing individuals with
major depressive episodes. However,
only about 22 percent of the contacts
with the general practitioners and
family doctors were related to mental
or emotional health problems, and
only about 26 percent of individuals
who made these contacts were re-
ferred to a psychiatrist or psycholo-
gist. These findings are consistent
with those of previous studies
(23,35,36), indicating that a low refer-
ral rate is common in primary care
settings. People with depression may
not disclose their psychological symp-
toms to general practitioners and
family doctors, which presents diffi-
culties for detection of major depres-
sion by primary care physicians, a
group that often has limited time and
often focuses on acute physical ill-
nesses (37). The proportion of the re-
spondents who had contacted a gen-
eral practitioner or family doctor for
mental health problems in the NPHS
(24) (22.1 percent) was higher than
that reported in the Epidemiological
Catchment Area study (38) (12.5 per-
cent of those with affective disorders)
and than that reported in the Nation-
al Comorbidity Survey (39) (10.3 per-
cent of those with major depression).
The discrepancies may be partially
due to the times at which the studies
were conducted and to the different
health care systems. 

In the study reported here, 40 per-
cent of patients who had consulted
general practitioners and family doc-
tors for any reason and 64.5 percent
of those who had visited general prac-
titioners and family doctors about
mental or emotional health problems
had received mental health services
in the preceding year.

These estimates have limitations
and should therefore be interpreted
with caution. The NPHS was a gener-
al health survey and relied on self-re-
ported information; therefore, the
findings of this study were vulnerable
to reporting bias. Mental health serv-
ices in this study were defined as hav-
ing visited a psychiatrist or psycholo-
gist, having been treated with antide-
pressants by general practitioners and
family doctors, or both. Visits to gen-
eral practitioners and family doctors

were measured in the preceding 12
months, but antidepressant use re-
ferred to the month before the inter-
view. For some respondents who re-
ported a major depressive episode,
primary care physicians might have
decided to provide psychotherapy
and counseling or education instead
of prescribing antidepressants (21).
Unfortunately, the NPHS did not col-
lect information on psychotherapy
and counseling or education. There-
fore, the proportion in this study who
had received mental health services
may have been underestimated.

The study showed that receiving
mental health services did not de-

pend on respondents’ demographic
or socioeconomic characteristics but
rather on whether they had ap-
proached general practitioners and
family doctors for reasons related to
mental or emotional health and also
on the nature of their clinical presen-
tation. Although income adequacy
was associated with receiving mental
health services in the crude analysis,
the results indicated that this associa-
tion was due to the confounding ef-
fect of chronicity of depression. Clin-
ical presentation—as represented by
the last three categories of character-
istics in Table 2—appears to be an im-
portant determinant of decisions
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Characteristics of 608 survey respondents who reported major depressive
episodes, by whether or not they received mental health servicesa

Received Did not 
mental health receive mental 
servicesb health servicesb

(N=250) (N=358)

Characteristic N % N % F df p

Gender ns
Men 69 34.7 108 65.3
Women 181 43.3 250 56.7

Age (years)b ns
12–24 35 30.3 75 69.7
25–54 172 45.1 221 54.9
55 or older 43 38.9 62 61.1

Marital status ns
Married or living together 111 39.1 156 60.9
Single 68 36.7 110 63.3
Divorced, separated, 

or widowed 71 49.1 92 50.9
Family income 5.27 1, 566 .02

Low 72 50.4 79 49.6
Middle or high 160 36.2 256 63.8

Urbanicity ns
Living in a rural area 46 36.9 71 63.1
Living in an urban area 153 42.7 208 57.3

Long-term medical illness ns
Yes 208 41.8 293 58.2
No 42 35.4 64 64.5

Visited GP or FD for mental
or emotional problemc 29.18 1, 606 <.005

Yes 92 64.3 59 35.7
No 157 33.1 299 66.9

Impairment status 7.09 1, 578 .008
Severe 84 53.2 75 46.8
Mild or none 158 36.8 262 63.2

Duration of depressive
symptoms (weeks) 21.3 1, 595 <.005

Two to seven 81 27.9 180 72.1
Eight or longer 164 51.8 171 48.2

a Receiving mental health services was defined as having visited a psychiatrist or psychologist, hav-
ing been treated with antidepressants by general practitioners or family doctors, or both.

b The percentages were weighted.
c GP=general practitioner; FD=family doctor



made by general practitioners and
family doctors about providing servic-
es. These findings have intervention
implications. If successful and effec-
tive patient education and antistigma
programs can be established, patients
with major depression may be more
willing to disclose their depressive
symptoms to general practitioners
and family doctors. As a result, these
patients may be more likely to receive
appropriate mental health services. 

Being referred to a mental health
specialist was not related to impair-
ment or to the duration of depressive
symptoms. The proportion of respon-
dents with depressive symptoms last-
ing eight weeks or longer was higher
among the referrals than among the
nonreferrals, but this difference was
not statistically significant. There are
several possible explanations. An im-

portant factor in the mental health re-
ferral process is the doctor-patient re-
lationship (15). Other important fac-
tors include the availability of special-
ized mental health professionals in a
specific region, patients’ fear of being
stigmatized, the organization of the
primary care delivery system (16,37),
poor communication between gener-
al practitioners and specialists, and
cumbersome intake procedures in
mental health services (40). From the
NPHS perspective, some of the non-
significant results could be due to the
relatively small number of respon-
dents who had visited general practi-
tioners and family doctors for mental
or emotional health problems (N=
153). Some individuals with chronic
depression and severe impairment
may have refused participation or
may have been institutionalized at the

time of interviews and may therefore
not have been included in the NPHS.
Consistent with previous studies, we
found that younger people were more
likely to be referred to mental health
specialists (15,22).

A little more than 40 percent of pa-
tients who had contacted general
practitioners and family doctors for
any reason had received mental
health services, indicating that these
physicians appear to have recognized
a large proportion of individuals with
depression and provided mental
health services by either prescribing
antidepressants or referring patients
to a specialist. There is evidence that
primary care clinicians are sensitive
to meaningful clinical cues such as
family history and previous treat-
ments in diagnosing depression (41).
However, their diagnoses, as well as
related referrals, may be affected by
many factors, as discussed earlier.
This particular finding was like those
of previous studies in which a signifi-
cant proportion of persons with men-
tal disorders were recognized and
treated by general practitioners and
family doctors (12,15,42). However,
there is room for improvement. Only
a small proportion of those with a ma-
jor depressive episode were referred
to mental health professionals. Some
with chronic depression and severe
impairment were not referred, and a
significant proportion did not receive
any mental health services. 

Conclusions
To improve the effectiveness of de-
pression management in primary care
settings, the education of persons who
visit general practitioners and family
doctors and a public campaign against
stigmatizing depression may be neces-
sary. Such strategies may increase pa-
tients’ awareness of depressive symp-
toms and the disclosure of these symp-
toms to primary care clinicians, lead-
ing to more effective depression man-
agement in primary care settings and
optimal referrals to mental health spe-
cialists, as evidenced by the results of
this study. The NPHS was a general
health survey and relied on self-re-
ported information. Thus, the findings
of this study were vulnerable to re-
porting bias. Well-designed studies us-
ing large samples are needed to fur-
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Characteristics of survey respondents who visited general practitioners and fami-
ly doctors for mental health problems, by whether or not they were referred to a
psychiatrist or psychologist

Referreda Not referreda

(N=42) (N=111)

Characteristic N % N %

Gender
Men 11 32.5 21 67.5
Women 31 24.3 90 75.7

Age (years)b

12–24 8 42.9 16 57.1
25–54 33 26.3 78 73.7
55 or older 1 17 

Marital status
Married or living together 16 21.4 55 78.6
Single 16 36.0 23 64.0
Divorced, separated, or widowed 10 22.3 33 77.7

Family income
Low 9 23.7 29 76.3
Middle or high 30 27.9 72 72.1

Urbanicity
Living in a rural area 8 36.4 22 63.6
Living in an urban area 30 28.0 68 72.0

Long-term medical illness
Yes 36 29.0 86 71.0
No 6 13.6 25 86.4

Impairment status
Severe 16 26.4 31 73.6
Mild or none 25 26.9 74 73.1

Duration of depressive symptoms 
(weeks)

Two to seven 10 30.0 41 70.0
Eight or longer 31 18.8 67 81.2

a The percentages were weighted.
b Significant difference between age groups, F=3.86, df=2, 277, p=.03. Only one respondent in the

age category 55 or older was referred; therefore, the weighted percentage in this age category is
not presented.



ther delineate the extent to which in-
dividuals with major depressive
episodes may be underserved and un-
dertreated in primary care settings and
also to further examine referral pat-
terns. Such studies will provide valu-
able information for integrating men-
tal health with primary care. ♦
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