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Objective: This study examined psychiatrists’ contributions to racial and
gender disparities in diagnosis and treatment among elderly persons.
Methods: Psychiatrists who volunteered to participate in the study were
randomly assigned to one of four video vignettes depicting an elderly pa-
tient with late-life depression. The vignettes differed only in terms of the
race of the actor portraying the patient (white or African American) and
gender. The study participants were 329 psychiatrists who attended the
2002 annual meeting of the American Psychiatric Association. Results:
Eighty-one percent of the psychiatrists assigned the elderly patient a di-
agnosis of major depression. Patients’ race and gender was not associat-
ed with significant differences in the diagnoses of major depression, as-
sessment of most patient characteristics, or recommendations for man-
aging the disorder. However, psychiatrists’ characteristics, particularly
the location of the medical school at which the psychiatrist was trained
(United States versus international), were significantly associated with a
number of variables. Conclusions: Given standardized symptom pic-
tures, psychiatrists are no less likely to diagnose or treat depression
among African-American elderly patients than among other patients,
which suggests that bias based simply on race is not a likely explanation
for racial differences in diagnosis and treatments found in earlier clini-
cal studies. The impact of psychiatrists’ having trained at international
medical schools on diagnosis, treatment, and judgment of several patient
attributes may indicate the need for targeted educational initiatives for
aging and cultural competency. (Psychiatric Services 56:721-728, 2005)
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acial differences in rates of
Rchnical diagnosis and treat-

ment of depression have been
well established both in mixed-age
samples (1-4) and elderly samples
(5-9). However, there is a paucity of
studies that have attempted to exam-
ine why such differences are found.
These differences may reflect a mul-
titude of factors. Misdiagnosis and cli-
nician bias are most frequently cited
as possible etiologic factors (2,10-17),
although the evidence is limited (18)
and is often indirect (16,17).

It is hazardous to infer bias solely
from the existence of disparities in di-
agnosis and treatment (18). However,
this inference has been made repeat-
edly, largely on the basis of the cross-
classification of race and the diagnosis
of psychotic and mood disorders (19).
Furthermore, the word “bias” as-
sumes that, given the same set of
symptoms, clinicians will assign an
African-American patient a diagnosis
of a psychotic disorder and a white
patient a diagnosis of an affective dis-
order. The issue of accurate diagnosis
and treatment of depression is even
more critical among elderly patients,
for whom depression management is
more complex because of the co-oc-
currence of medical illnesses and
neuropsychiatric disorders. The po-
tential mismanagement of a mood
disorder that has been misdiagnosed
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Figure 1

Patients as portrayed by actors in a computerized survey of physicians’ diagnoses

as a psychotic disorder in an elderly
patient from a racial minority group
could lead to poor outcomes and side
effects, such as tardive dyskinesia.

The Surgeon General’s report on
disparities in mental health care (20)
notes that the role of clinician bias in
racial differences in diagnosis re-
mains a complex issue that demands
an innovative series of studies. As a
first step, we conducted the study re-
ported here as a controlled experi-
ment standardizing patient presenta-
tions to examine psychiatrists” diagno-
sis and treatment of older patients
presenting with major depression.
We hypothesized that patients’ race
(as indicated to the psychiatrists who
participated in the study by skin color,
facial features, and speech style) and
gender would influence psychiatrists’
diagnoses and management recom-
mendations.

Methods

Survey instrument

Similarly to Schulman and colleagues
(21), who examined race and gender
effects on treatment recommenda-
tions in cardiology, we developed a
computerized survey instrument that
incorporated videotaped interviews
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and text to present depictions of late-
life depression. In the videotaped in-
terview, an actor played the role of an
older patient with symptoms of de-
pression. As in the study by Schulman
and colleagues (21), we chose actors
rather than patients for the vignettes
because actors have the ability to read
a script verbatim and to express con-
sistent affect across vignettes. All in-
terviews were recorded at a single
studio (Russell Video Services, Ann
Arbor, Michigan), and the actors fol-
lowed identical scripts and direction,
dressed in similar clothing, and dis-
played the same affect within video
segments. The video recordings were
produced by ImageWeaver Studios, a
company with expertise in the pro-
duction of educational medical
videos.

The four five-minute videos con-
sisted of scripted interviews with the
patient-actors. The script for major
depression was written and reviewed
by four board-certified geriatric psy-
chiatrists. Established DSM-IV cri-
teria for major depression were met.
The script was also designed to cap-
ture the frequent medical and neu-
ropsychiatric complexity of late-life
depression (22) and to introduce am-

biguity such that the diagnosis would
not be entirely obvious. Thus, in ad-
dition to the symptoms of depression
that were presented, symptoms were
included that suggested possible
psychosis, cognitive problems, and
alcohol use. The written vignette was
then pilot tested individually with
two board-certified psychiatrists who
had been blinded to the purpose of
the study. Both psychiatrists as-
signed the patient a diagnosis of ma-
jor depression.

The four actors who were recruited
to portray the patients in the videos
(Figure 1) represented the four com-
binations of race and gender: white
female, white male, African-Ameri-
can female, and African-American
male. The four video vignettes were
then each piloted separately with at
least two additional board-certified
psychiatrists (12 psychiatrists in to-
tal). These psychiatrists were also
blinded to the purpose of the study;
their rate of agreement on diagnosis
was 93 percent.

The videotaped interviews were in-
troduced by a computer screen that
listed the patients age (73 years),
medical conditions (diabetes, arthri-
tis, and hypertension), insurance
(Medicare and Blue Cross-Blue
Shield supplemental insurance), and
the information that the patient was
“brought in” by his or her daughter. A
survey instrument asked psychiatrists
to choose the single best DSM-IV di-
agnosis for the patient on the basis of
information included in the video.
They were then asked for their de-
gree of certainty in making this pri-
mary diagnosis. The psychiatrists
were then presented with possible
treatment choices and were asked to
select their initial treatment on the
basis of the information presented.
The final portion of the instrument
assessed  psychiatrists’ judgment
about patient characteristics, modi-
fied from a survey by Schulman and
colleagues (personal communication,
Schulman KA, 2002. These patient
characteristics included personal at-
tributes and predicted behaviors. The
software program required that all
components of the 15-minute survey
(including the entire vignette) be pre-
sented to each psychiatrist before the
survey questions were answered.
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Table 1

Characteristics of psychiatrists who assessed one of four patient vignettes, according to the race and sex of the patient in the

vignette
Patient
African- African-
White female ~ White male American female American male
Test
Variable N % N % N % N % statistic df P
Number of psychiatrists 75 82 83 81
Age (mean=SD years) 51.8+14.1 50.5+11.4 51.5+13.1 49.1+10.7 F=62 3,258 .65
Time since graduating from med-
ical school (mean+SD years) 23.5+13.5 23.3+11.6 22.7+12.7 21.5+11.1 F=44 3,313 .72
Psychiatrists” characteristics
Male gender 52 69 54 66 50 60 50 62 X2:1.74 3 .63
White race 59 79 61 74 56 68 56 69  x2=3.07 3 .38
U.S. medical school training 56 75 56 68 51 61 52 64  x%=3.50 3 .32
Board certified 60 80 66 Sl 67 81 61 75 xzz.97 3 81
Urban practice location 48 64 59 72 45 54 50 62  x?=5.65 3 .13

Study participants

and data collection

The psychiatrists who participated in
this study were attendees at the 2002
annual meeting of the American Psy-
chiatric Association, held in Philadel-
phia. U.S.-practicing and postresi-
dency psychiatrists who registered for
the meeting in advance were mailed a
postcard inviting them to participate
in the study with the incentive of a
food gift; participants were also re-
cruited on-site. Potential participants
were told that they were taking part
in a “clinical decision-making” study
but were not told that the study’s pri-
mary purpose was to assess the effects
of patients’ race and gender.

The psychiatrists were randomly as-
signed to view one of the four vi-
gnettes. The survey instrument was
administered in a booth in the main
exhibit hall that had six individual
computer stations. The layout of the
stations was designed to provide pri-
vacy to the participants and to prevent
them from viewing each other’s video
interviews and surveys. The booth was
independent of pharmaceutical com-
pany booths and other booths or ma-
terials that may have been suggestive
of a diagnosis of depression.

Statistical analysis

Factors associated with psychiatrists’
assessments of patient characteristics
on the basis of the four randomly as-
signed video vignettes were examined

by using the following analyses. First,
univariate (mean and standard devia-
tion) and bivariate (Spearman and
Pearson correlations) descriptive sta-
tistics were calculated overall and by
vignette. One-way analysis of variance
was used to examine differences be-
tween the vignette groups in continu-
ous outcome measures. The Tukey-
Kramer method was used in relevant
post hoc multiple comparison tests,
with significance levels adjusted by
the number of tests. Chi square tests
were used to examine patterns of as-
sociation and independence among
categorical variables. Post hoc analy-
ses were conducted on physician char-
acteristics. Separate logistic regres-
sion models were computed for each
physician characteristic, with patients’
race and gender included as predictor
variables. All tests were two-tailed,
and a criterion significance level of .05
was used throughout, except where
adjusted for multiple comparisons. All
analyses were performed with SAS
statistical software.

Results

A total of 329 psychiatrists volun-
teered to participate in the study.
Eight psychiatrists dropped out be-
fore viewing their assigned vignette.
The remaining psychiatrists (N=321)
who were randomly assigned to each
vignette group did not differ signifi-
cantly on any characteristic examined
(Table 1).
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Primary diagnosis

A total of 260 psychiatrists (81 per-
cent) assigned a diagnosis of major
depression to the patient in the vi-
gnette. Analysis of the sample by vi-
gnette group showed no significant
differences in the percentages of
psychiatrists who diagnosed major
depression: 73 percent (55 psychia-
trists) for the white female vignette,
83 percent (68 psychiatrists) for the
white male vignette, 80 percent (66
psychiatrists) for the African-Ameri-
can female vignette, and 88 percent
(71 psychiatrists) for the African-
American male vignette. Assigned
diagnoses other than depression in-
cluded dementia, alcohol abuse,
delusional disorder, and schizoaffec-
tive disorder.

Level of certainty in diagnosis
Among the psychiatrists who assigned
a diagnosis of major depression, there
were no significant differences in
mean level of certainty in the diagno-
sis (rated as zero to 100 percent) by
vignette: 65+17.68 percent for the
white female vignette, 65£19.94 per-
cent for the white male vignette,
66+20.08 percent for the African-
American female vignette, and
64:19.03 percent for the African-
American male vignette.

Management recommendations
A majority of the psychiatrists chose
an antidepressant as their first-line
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Table 2

Psychiatrists” assessments of characteristics of patients portrayed in four vignettes

Patient

African-Amer-

African-Am-

White female White male ican female erican male
Variable Mean  SD Mean SD Mean  SD Mean  SD F P
Personal attributes
Demeanor? 36.1 15.3 31.7 13.6 31.4 15.9 35.0 10.8 2.26 .08
Socioeconomic status? 54.3 14.7 53.6 154 40.7 16.9 45.7 13.8 14.85 <.001¢
Predicted behaviord
Likely to overreport symptoms 26.6 20.2 30.1 22.0 27.6 22.0 28.9 22.2 38 77
Likely to miss appointments 64.2 20.7 71.8 19.3 67.7 20.2 68.0 194 1.90 13
Likely to participate in treatment 449 18.6 46.1 17.5 44.3 18.9 50.0 18.8 19 .19
Likely to sue 27.7 18.8 28.2 19.7 29.4 20.4 30.0 18.0 24 87
Likely to comply with treatment 44.2 20.8 415 18.8 39.6 17.5 47 .4 18.0 2.65 .05¢
Likely to benefit from treatment 75.1 17.2 75.2 15.9 77.1 15.3 75.2 13.4 31 .82
Likely to form a treatment alliance 67.1 177 679 177 67.2 17.4 674 15.9 .03 .99
Likely to understand
recommendations 49.9 22.6 47.3 19.6 47.1 19.2 51.1 21.2 73 .53
Likely to experience side effects
of medication 58.3 20.0 61.2 17.9 61.7 175 54.2 17.1 2.89 04f

4 Rated on a scale of 0, hostile, to 100, friendly
b Rated on a scale of 0, low, to 100, high

¢ White female > African-American female, p<.001; white female > African-American male, p=.003; white male > African-American female and African-
American male, p<.001 (post hoc comparisons adjusted by using the Tukey-Kramer method)

4 Rated on a scale of 0, very unlikely, to 100, very likely

¢ African-American male > African-American female, p=.042

I African-American female > African-American male, p=.045

tdf=3, 316

treatment; this choice was consistent
across vignettes: 77 percent (58 psy-
chiatrists) for the white female vi-
gnette, 78 percent (64 psychiatrists)
for the white male vignette, 75 per-
cent (62 psychiatrists) for the
African-American female vignette,
and 77 percent (62 psychiatrists) for
the African-American male vignette.
A majority of the psychiatrists chose
newer antidepressant agents, such as
selective serotonin reuptake in-
hibitors, as their first-line treatment,
and this choice did not differ signifi-
cantly by vignette: 73 percent (55
psychiatrists) for the white female vi-
gnette, 76 percent (62 psychiatrists)
for the white male vignette, 75 per-
cent (62 psychiatrists) for the
African-American female vignette,
and 77 percent (62 psychiatrists) for
the African-American male vignette.
For the sample overall, psychiatrists
who assigned a diagnosis of major
depression were significantly more
likely to choose a newer antidepres-
sant (229 psychiatrists, or 88 per-
cent) compared with those who as-
signed other diagnoses (12 psychia-

724

trists, or 20 percent) (x>=123.56, df=
1, p<.001).

A majority of the psychiatrists rec-
ommended long-term follow-up
(more than six months), and this did
not differ significantly by vignette: 67
percent (50 psychiatrists) for the
white female vignette, 79 percent (65
psychiatrists) for the white male vi-
gnette, 67 percent (55 psychiatrists)
for the African-American female vi-
gnette, and 73 percent (59 psychia-
trists) for the African-American male
vignette. Psychiatrists also consis-
tently indicated that the single piece
of additional information desired was
a full medical history with laboratory
work: 49 percent (37 psychiatrists)
for the white female vignette, 51 per-
cent (42 psychiatrists) for the white
male vignette, 57 percent (47 psychi-
atrists) for the African-American fe-
male vignette, and 53 percent (43
psychiatrists) for the African-Ameri-
can male vignette. Other additional
information chosen by participants
included head CT, full substance
abuse history, and Mini-Mental State
Examination.

Psychiatrists’ assessment

of patient characteristics

The psychiatrists were asked to assess
two personal attributes of the pa-
tient—demeanor and socioeconomic
status—as well as nine predicted pa-
tient behaviors. The psychiatrists™ as-
sessments did not differ significantly
by patients’ race or gender (Table 2),
with the exceptions of the psychia-
trists’ estimates of the patient’s so-
cioeconomic status, adherence to
treatment, and likelihood of experi-
encing side effects of medication.
Post hoc comparisons indicated that
the patients portrayed in both the
white male and the white female vi-
gnettes were rated as being of signifi-
cantly higher socioeconomic status
than those portrayed in the African-
American male and African-Ameri-
can female vignettes (Tukey-Kramer
test, p<.05). The African-American
female patient was rated as less likely
to adhere to treatment (Tukey-
Kramer test, p<.05) and more likely
to experience side effects of medica-
tion (Tukey-Kramer test, p<.05) than
the African-American male patient.
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Table 3

Relationship between psychiatrists” characteristics and diagnosis, treatment, and follow-up recommendations for patients

portrayed in four vignettes

Diagnosis of depression

Prescription of

a newer antidepressant

Recommendation of
long-term follow-up

Psychiatrists” characteristics N % e p N % e p N % o p

U.S. medical school graduate 312 .076 6.91  .009 279 25
Yes 180 84 171 80 159 74
No 80 76 70 66 70 66

White 44 51 5.08 .02 6.89 .03
Yes 190 82 182 78 183 75
No 70 79 59 66 65 63

Male 72 40 81 37 3.50 17
Yes 164 80 158 77 153 75
No 96 84 83 72 76 66

More than ten years since

medical school graduation .02 088 <.001 99 .09 .96
Yes 211 81 196 75 187 72
No 49 82 45 75 42 70

Board certified 1.31 25 17 68 2.08 184
Yes 209 82 192 76 184 73
No 51 76 49 73 45 67

Urban practice location .59 44 .20 .66 4.94 .08
Yes 161 80 150 74 145 72
No 99 83 91 77 84 71

tdf=1
Haf=2

Psychiatrists” estimates of socioeco-
nomic status were not associated with
their choice of diagnosis or estimate
of patient attributes, except for de-
meanor. A significant relationship was
found between rating of socioeco-
nomic status and estimates of patient
demeanor (lower socioeconomic sta-
tus associated with a more hostile de-
meanor) (F=5.09, df=1, 312, p<.03);
estimate of patient demeanor also ap-
peared to account for some of the
variation in the estimate of socioeco-
nomic status among the vignettes
(F=3.05, df=3, 312, p<.03).

Analyses using psychiatrist
characteristics

Diagnosis, treatment, and manage-
ment recommendations for all pa-
tients, by psychiatrist characteristics,
are presented in Table 3. Notably, the
location of the medical school at
which the psychiatrists received their
training (United States versus an in-
ternational medical school) and psy-
chiatrists” race were each associated
with psychiatrists” diagnosis and man-
agement recommendations. Overall,
67 percent of the total sample (215
psychiatrists) were graduates of U.S.

medical schools, and 33 percent (106
psychiatrists) were graduates of inter-
national medical schools. The overall
racial breakdown of the psychiatrists
was 72 percent white (232 psychia-
trists), 19 percent Asian (60 psychia-
trists), 5 percent other (15 psychia-
trists), 2 percent African American
(seven psychiatrists), and 2 percent
Hispanic (seven psychiatrists). For
graduates of international medical
schools, the racial breakdown was 49
percent Asian (52 psychiatrists), 35
percent white (37 psychiatrists), 8
percent other (eight psychiatrists), 5
percent Hispanic (five psychiatrists),
and 4 percent African American (four
psychiatrists).

Graduates of international medical
schools were less likely to diagnose
depression and significantly less like-
ly to choose a newer antidepressant as
a first-line treatment than graduates
of U.S. medical schools. Compared
with white psychiatrists, psychiatrists
of other races were significantly less
likely to choose a newer antidepres-
sant as a first-line treatment and to
recommend long-term follow-up.
Psychiatrists” gender, board certifica-
tion status, time since graduation, and
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practice location were not associated
with diagnosis or with management
recommendations.

In terms of assessment of patients’
characteristics, graduates of interna-
tional medical schools were signifi-
cantly more likely than U.S. graduates
to indicate that the patients portrayed
in three of the four vignettes were
overreporting symptoms (white male,
t=—2.64, df=80, p<.01; African-Amer-
ican female, t=—3.62, df=80, p<.001;
and African-American male, t=—3.12,
df=79, p<.003). Significantly more in-
ternational graduates rated the
African-American female as being
more likely to sue for malpractice
(t=—2.04, df=80, p<.05) and the
African-American male as being less
likely to understand the psychiatrist’s
recommendations (t=2.00, df=79,
p<.05). Finally, compared with grad-
uates of international medical
schools, U.S. medical school gradu-
ates were more likely to predict that
the white female patient would expe-
rience side effects of medication
(t=2.26, df=73, p<.03).

Compared with white psychiatrists,
psychiatrists of other races were more
inclined to indicate that the white
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male patient was overreporting symp-
toms (t=—3.07, df=80, p<.004) and
was more likely to sue for malpractice
(t=—2.67, df=80, p<.01). Psychiatrists
of other races also rated the African-
American female patient as being of
lower socioeconomic status (t=2.41,
df=80, p<.02).

Post boc analyses of

psychiatrists’ characteristics
Separate logistic regression models
were computed for each psychiatrist
trait, with patients’ race and gender
included as predictor variables. The
results for diagnosis indicated that the
effect of patients’ gender was signifi-
cant across all models, except for
number of years in practice—male
patients were 1.8 times as likely to re-
ceive a diagnosis of depression as fe-
male patients (95 percent confidence
interval [CI]=1.03 to 3.26). The inter-
action between patients’ gender and
race was examined and was found to
be nonsignificant.

Psychiatrists’ race as well as the lo-
cation of the medical school at which
they were trained were significantly
associated with choice of newer anti-
depressants (p<.05). Psychiatrists’
race and medical school location
were highly correlated (Spearman
rank-order correlation coefficient
[r,]=.59, p<.001); 84 percent of the
white psychiatrists (196 of 232) had
been trained in the United States,
whereas only 22 percent of the other
psychiatrists (20 of 89) had been
trained in the United States (y2=112,
df=1, p<.001). Neither patients’ race
nor patients’ gender was predictive
of treatment choice in any of the
models.

Discussion and conclusions

Although clinician bias is often cited
as a possible explanation for racial dis-
parities in the diagnosis of depres-
sion, psychiatrists” contribution to the
disparities had not been directly ex-
amined before our study. Misdiagno-
sis among older African-American pa-
tients was suggested by two case se-
ries (16,17). However, it is not clear
from these case series whether the
misdiagnosis was racially based or was
due to nonracially based misdiagnosis
that may have been more prevalent
before the DSM-III era. Our findings
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suggest that psychiatrist bias based
simply on the color of a patient’s skin
(as well as other characteristics asso-
ciated with race, such as facial fea-
tures and speech style) does not ex-
plain the lower rates of diagnosis of
clinical depression among African-
American patients.

In clinical settings, the diagnosis
and treatment of depression may be
affected by other patient-level fac-
tors, including variations in presenta-
tion of symptoms of depression, low-
er use of formal mental health care
settings for treatment among elderly
African Americans, and patients’

Our
Jindings
suggest that
psychiatrist bias based
simply on the color of
a patient’s skin does not
explain the lower rates of
diagnosis of clinical
depression among
African-American

patients.

treatment preferences. The first fac-
tor is suggested by previous findings
that mixed-age African-American pa-
tients with depression had higher rat-
ings of hostility and irritability and a
greater frequency of somatic com-
plaints (1,23,24). The second factor
may be indicated by studies demon-
strating different patterns of help
seeking and service use for depres-
sion among African Americans, in-
cluding lower use of mental health
specialists (25) and more reliance on

informal support (for example,
friends or ministers) for emotional
problems (26,27). Furthermore, eld-
erly patients, men, and African Amer-
icans are more likely to see primary
care physicians than psychiatrists for
mental health treatment (28). It is
possible that there are greater dispar-
ities in mental health care among pri-
mary care patients than among pa-
tients who are seen by psychiatrists.

The third factor is supported by a
recent finding that primary care
providers recognized depression and
recommended treatment for African-
American patients as often as for
white patients, but African-American
patients were significantly less likely
to accept antidepressant medications
(29). Previous studies that showed
lower rates of diagnosis and treat-
ment of clinical depression among
elderly African Americans may have
been affected by variations in symp-
tom presentations, selection bias in
examining samples of patients who
presented for treatment, and the ef-
fects of patients” treatment prefer-
ences. A strength of our study was the
fact that patients’ presentations were
standardized to enable us to isolate
and examine psychiatrists’ decision
making. Given our results as well as
those of these other studies, we sug-
gest that racial disparities in the diag-
nosis and treatment of mental disor-
ders are likely the result of a complex
interplay of patient and provider fac-
tors and cannot be merely ascribed to
“misdiagnosis.”

Regarding the findings on psychia-
trists’ estimates of patients’ socioeco-
nomic status and of race and diagno-
sis, it is possible that psychiatrists
based their estimates of socioeco-
nomic status on known population
differences in income as opposed to
racial bias. Alternatively, it is possi-
ble that, even if psychiatrists’ esti-
mates of socioeconomic status were
influenced by racial bias, this bias
did not affect the psychiatrists’
choices of diagnosis.

Although patients’ race and gender
had a limited effect on psychiatrists’
decision making and estimate of pa-
tients” characteristics, certain charac-
teristics of the psychiatrists them-
selves—notably, whether they attend-
ed a U.S. medical school or an inter-
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national medical school—did have an
impact. Psychiatrists who graduated
from international medical schools,
most of whom were Asian, were less
likely to diagnose depression or to
recommend newer antidepressants as
initial treatment and more likely to
predict negative behaviors, such as
nonadherence to medications, for
both white and African-American pa-
tients. These findings may reflect cul-
tural differences within the psychia-
trist-patient dyad. Graduates of inter-
national medical schools frequently
work in the public sector, where they
encounter patients from racial minor-
ity groups and spend, on average, 35
percent more time working with eld-
erly patients than do graduates of
U.S. medical schools (30). Thus these
results are of practical concern and
may suggest the need for targeted ed-
ucational initiatives for cultural and
aging competency for psychiatrists
who are graduates of international
medical schools.

Our study had several limitations.
First, we used videotaped vignettes of
actors portraying patients. Although
we meticulously standardized and pi-
loted the vignettes, subtle differences
between actors’ appearances or non-
verbal communication might have af-
fected our results. The use of case vi-
gnettes to assess clinical decision
making is supported by several stud-
ies (31-34); videotaped (rather than
written) vignettes may enhance the
accuracy of physicians” decisions (34).
Such techniques also permit a degree
of control that is unattainable in ob-
servational studies, allowing determi-
nation of the influence of nonmedical
factors on physicians’ decision mak-
ing (35). However, it is not known
whether our survey instrument corre-
lates with actual psychiatrists’ deci-
sion making.

It is also possible that the study par-
ticipants’ knowledge of the previous
study by Schulman and colleagues
(21) that had been the subject of wide
discussion affected our results. How-
ever, we requested that study person-
nel note any mention of or questions
about that study by the participants in
our study; no participant mentioned
this previous study. It is likely that,
given the elapsed time between the
publication of the Schulman study

and the implementation of our study
(three years), the different setting
and focus of the meeting at which
study participants were recruited
(cardiology versus psychiatry), and
the fact that each participant viewed
only one vignette (and in many cases
thought this was the only vignette),
most participants did not make a con-
nection between the Schulman study
and our own.

In addition, the fact that we re-
cruited psychiatrists at a national
meeting may have resulted in a non-
representative sample. Psychiatrists
who attend such meetings and who
volunteer to participate in a study
such as ours may be more attuned to
the culturally sensitive diagnosis of
depression. Finally, to enable us to fo-
cus on the relationship between pa-
tients’ race and psychiatrists’ decision
making, other patient-related factors
(such as socioeconomic status or edu-
cational level) were not assessed.
However, clearly these factors may
have an impact on physicians’ deci-
sion making.

These limitations notwithstanding,
the results of this study provide new
data on the contribution of psychia-
trists to racial differences in the diag-
nosis and treatment of late-life de-
pression. It has been suggested that
racial disparities in the diagnosis and
treatment of mental disorders are re-
lated to inferior treatment provided
by white professionals (36) and that
schizophrenia among black patients
is  systematically overdiagnosed
whereas affective disorders are sys-
tematically underdiagnosed among
black patients (37). However, until
the elements of the treatment
process (provider-related variables
and patient-related variables) are
broken down and examined, these as-
sumptions about causality are merely
conjecture.

Our findings suggest that, given
standardized symptom pictures, psy-
chiatrists are no less likely to diagnose
depression among African-American
elderly patients than among other pa-
tients and do not show evidence of
bias based simply on race. Differ-
ences in rates of diagnosis and treat-
ment of clinical depression that were
found in previous studies may instead
reflect the complex interplay be-
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tween provider factors and patient-
related factors, such as variations in
the use of health care services, alter-
native presentations of symptoms,
and patients’ preferences. The impact
of psychiatrists’ having trained at in-
ternational medical schools on diag-
nosis, treatment choice, and ratings of
patients’ attributes may suggest a
need for targeted cultural and aging
competency initiatives for such psy-
chiatrists, many of whom provide im-
portant and much-needed care in the
public sector to elderly patients from
racial minority groups. ¢
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