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Do Patient Requests for Antidepressants Enhance or Hinder
Physicians’ Evaluation of Depression?
A Randomized Controlled Trial
Mitchell D. Feldman, MD, MPhil,* Peter Franks, MD,† Ronald M. Epstein, MD,‡
Carol E. Franz, PhD,§ and Richard L. Kravitz, MD, MSPH¶

Objective: We sought to ascertain whether patients’ requests for
antidepressants affect visit duration or history taking by primary
care physicians (PCPs) for patients with depressive symptoms and a
coexisting musculoskeletal disorder and to determine whether more
thorough history taking is associated with diagnostic accuracy or with
provision of minimally acceptable initial care for major depression.
Design: This was a randomized trial using standardized patients
(SPs). Six roles involved 2 conditions (major depression and adjustment disorder, both with coexisting musculoskeletal conditions) and
3 patient request types (brand-specific, general, or none). We conducted the study in 152 PCP offices in Northern California and
Rochester, New York. Physicians were assigned randomly to see 2
SPs with depression/wrist pain or adjustment disorder/back pain.
Main Outcome Measures: Physician history-taking for depression
and the musculoskeletal condition; depression diagnosis in the
medical record; antidepressant prescriptions/samples; referral/follow-up recommendations; visit duration; and provision of minimally
acceptable initial depression care.
Results: General antidepressant requests were associated with more
depression history-taking (Adjusted Parameter Estimate ⫽ 0.80
more questions of 10 (95% confidence interval ⫽ 0.31–1.29, P ⬍
0.001); brand-specific requests were marginally associated with
more depression history-taking (Adjusted Parameter Estimate ⫽
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pressant medication requests were not related to musculo-skeletal
question asking (P ⬎ 0.3) or visit length (P ⬎ 0.8). Depression
history taking was directly associated with the likelihood of a chart
diagnosis of depression and the provision of minimally acceptable
initial depression care.
Conclusion: General antidepressant requests increase depression
history taking, including screening for suicide. Patients’ requests for
medication do not appear to short-circuit history taking for depression or distract the physician’s attention from coexisting musculoskeletal conditions.
Key Words: depression, patient requests, doctor-patient
communication
(Med Care 2006;44: 1107–1113)

D

epression is common in primary care patients and results
in disability and increased health care costs.1–3 Although
there have been significant advances in the treatment of
depression in primary care in recent years, primarily in the
context of collaborative care models,4,5 patients with depression frequently are overlooked and inadequately treated.6 – 8
To date, research has focused primarily on the role of improved screening and detection by practitioners and on system innovations; little attention has been paid to the role
patient requests for treatment may play in improving detection and treatment of depression in primary care. Previous
research has demonstrated, however, that patient requests for
treatment can be a powerful influence on the type and quality
of care.9 –11 As a result, the pharmaceutical industry spends
billions of dollars on direct to consumer advertising (DTCA)
in the United States each year.12 One recurring allegation is
that patient requests for treatment may steer the physician
into discussing the indications, risks, and benefits of brandname medicines that may not be indicated, leading to neglect
of other visit priorities.13–17 In particular, time spent discussing a specific drug may detract from conscientious historytaking, arguably the bedrock of the diagnostic process.18,19
This view is not universally endorsed; some insist that requests may promote a broader differential diagnosis and more
thorough medical evaluation.20
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To explore these issues, we conducted a study examining actual clinical behavior of physicians in the context of
patients’ requests for treatment. In a previous analysis, we
found that patients’ requests have a profound effect on
physician prescribing in major depression and adjustment
disorder, serving as an effective defense against initial undertreatment of major depression while leading to possible
overuse of antidepressants in patients with adjustment disorder.11 This study extends those findings by examining the
impact of patient requests on physician history taking and by
exploring the association of history taking with diagnostic
accuracy and provision of minimally acceptable initial care
for depressed patients. Given the competing claims made for
the likely effects on history-taking, we asked the following
questions: (1) Do patients’ requests for antidepressants,
whether general or brand-specific, affect history taking for
depression in general, and about suicidality in particular? (2)
Do requests short-circuit history taking for concurrent (musculo-skeletal) conditions? (3) Is history-taking for depression
related to the recognition of depression by PCPs (as indicated
by the presence of a chart diagnosis of depression) and to the
provision of minimally acceptable care for major depression
(defined as antidepressant prescribing, follow-up within 2
weeks, or a mental health referral)? (4) Do patient requests
for medication lengthen visit duration?

METHODS
Design Overview
Standardized Patients (SPs) were trained to portray 6
roles, involving 1 of 2 clinical presentations (major depression with carpal tunnel syndrome or adjustment disorder with
low back pain) with 1 of 3 antidepressant request types
(brand-specific, general, or none). Physicians were assigned
randomly to 2 visits involving one of each presentation and 2
of the 3 request types. SPs reported on the content of each
visit, which was covertly audiotaped. A chart review of each
encounter also was conducted. Written informed consent was
obtained from all participating physicians. The precise wording varied by site in compliance with the demands of different
institutional review boards. At all sites, physicians were told
that during the next year they would see 2 SPs several months
apart and that the purpose of the study was to “assess social
influences on practice and the competing demands of primary
care.” The institutional review boards at all participating
institutions approved the study protocol.

SP Role Development
Clinical biographies were developed for the 2 SP presentations with the assistance of a national advisory committee. Role One (“Louise Parker”) was a 48-year-old divorced
Caucasian woman with major depression and wrist pain. She
worked full time and had no chronic physical or psychologic
problems and no family history of depression. She had been
feeling “kind of down” for 1 month, worse during the past 2
weeks. She complained of loss of interest and involvement in
usual activities, low energy and fatigue, sensitivity to criticism, poor appetite on some days only, and poor sleep with
early morning awakening. She had occasional trouble con-
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centrating at work but no excessive crying, confusion, slowing, agitation, distorted thinking, or suicidal thoughts. Role
Two (“Susan Fairly”) was a 45-year-old divorced Caucasian
woman with adjustment disorder and low back pain who had
accepted a voluntary layoff rather than relocate with her
company to another region of the country. She complained of
fatigue and feeling stressed and reported difficulty falling to
sleep 3 to 4 nights per week for the past few weeks, without
early morning awakening. She recently curtailed her usual
physical activity because of fatigue and fear of aggravating
her back pain. Role outlines were revised iteratively until
they were judged by a consensus of investigators and advisors
to be clinically credible and manageable during a 15–20 minute
new-to-doctor, acute visit. The SPs were further instructed to
make: (1) a brand-specific request for Paxil威 (paroxetine), (2) a
general request for “medication,” or (3) no specific request
within the first 10 minutes of the visit. On the basis of extensive
review of the literature and the views of our expert panel, we
constructed the roles such that antidepressant prescribing would
be in keeping with current evidence for Role One but not for
Role Two. Further details on role development and SP presentation are described in a prior study.11

Conduct of Visits and Collection of Data
Internists and family physicians were recruited by
working with 4 health care organizations in California and
upstate New York. A total of 152 physicians participated;
cooperation rates by site ranged from 53% to 61%. The age
and gender distributions of participating physicians were
similar to those of the practices as a whole. A random
allocation scheme was designed such that each physician was
assigned to see one SP with major depression and wrist pain
and one SP with adjustment disorder and back pain; no
physician saw more than one SP making the same type of
request; and the interval between consent and the first visit—
and between the first and second visit—were each at least 2
months. If the first randomly assigned visit involved an SP
with major depression making a brand-specific request, the
second visit involved an SP with adjustment disorder making
a general request or no request (and vice versa). To ensure
realism, SPs were provided factitious insurance cards obtained from local insurance companies; false identities (including pseudonym, local home and work address, and a
“mobile phone number” corresponding to the cellular phone
number of the study coordinator); and cash to make any
applicable copayments. Details of sampling procedures are
described elsewhere.11
Project staff enlisted practice managers at local clinical
sites to help the SPs make medical appointments. Clinic
personnel were told that the patient wished to establish as a
“new patient” with the doctor but also had an acute issue
(fatigue and musculoskeletal pain) that required attention
within 1 to 2 weeks. Within 2 weeks of an SP visit, physicians
were sent a letter by facsimile asking them to indicate
whether, “during the past 2 weeks,” they were at any time
“suspicious” that one of their patients was actually an SP.
Physicians responded that they had been “definitely” or
“probably” suspicious before or during the visit in 12.8% of
encounters.
© 2006 Lippincott Williams & Wilkins
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All visits were conducted between May 2003 and May
2004 and were surreptitiously audio recorded using minidisc
recorders concealed in the SP’s purses. Immediately following the visit, SPs listened to the audio recording and completed a SP Reporting Form. An independent judge listened
to 36 randomly sampled audio recordings. Agreement between the SP and the independent judge concerning individual physician behaviors (ie, specific elements of history
taking, physical examination, and medical decision making)
averaged 92% (mean kappa, 0.82).
This analysis focuses on the items in the SP reporting
form pertaining to history-taking for depression symptoms
and musculo-skeletal symptoms. All items were derived from
published recommendations21–23 and the advice of the
study’s Clinical Advisory Panel. There were 10 depressionrelated items addressing whether or not the physician asked:
(1) about mood, emotions, or feelings; (2) whether there had
been a loss of interest or pleasure in normal activities (3) how
long symptoms of fatigue, low energy, or depressed mood
had been going on; (4) whether sleep difficulties involved
problems falling asleep versus awakening early; (5) whether
there had been a change in appetite or weight; (6) whether
symptoms of fatigue, low energy, or depressed mood were
affecting functioning at home or at work; (7) whether there
had been trouble concentrating on things such as reading the
newspaper or watching television; (8) whether there was a
past personal history of depression or anxiety, of distress
associated with diminished functioning, or of “feeling like
you do now;” (9) whether there was a family history of
depression; and, (10) whether the actor-patient had thought
about wanting to be dead, harming herself, or committing
suicide. The SPs were trained to report that they were
screened for suicide if the PCP asked directly about suicidal
thoughts or the question appeared on a depression screener
(eg, the PHQ-9) administered in the clinic. Together, the 10
depression questions formed a scale (based on yes/no responses) with a Cronbach’s alpha of 0.71, mean 6.0 questions
asked (SD 2.3, range 0 –10).
There were 8 carpal tunnel syndrome questions addressing whether or not the physician determined: (1) the
quality of hand/forearm symptoms, that is, “what the pain or
tingling feels like?” (eg, sharp, burning achy, etc.); (2) the
severity of hand/forearm symptoms (eg, by asking the SP to
rate the pain on a scale from 1 to 10 or from very mild to
severe, etc); (3) whether the hand/forearm symptoms interfered with functioning at home or work; (4) whether the
hand/forearm symptoms got worse at certain times of day or
night; (5) the duration of the hand/forearm symptoms (when
the symptoms started, how long they had been ongoing); (6)
whether there was weakness in the hand, forearm, or arm; (7)
whether there was neck pain or stiffness; and (8) whether the
actor-patient worked with their hands on the job or at home.
Together, the 8 carpal tunnel syndrome questions formed a
scale (based on yes/no responses) with a Cronbach’s alpha of
0.71, mean 4.1 questions asked (SD, 1.5; range, 0 – 8). There
were 9 low back pain questions: (1) whether there was a
recent injury or accident affecting the back; (2) whether back
symptoms interfered with functioning at home or work; (3)
© 2006 Lippincott Williams & Wilkins

whether there had been a recent fever (not just asking about
feeling hot or cold); (4) whether there was a history of cancer
or other significant past medical history; (5) whether the pain
persisted through the night, was more severe at night, or
caused awakening from sleep; (6) whether there was weight
loss; (7) whether there was any significant weakness of the
legs or arms or difficulty walking; (8) whether there were
problems with bladder control (wetting yourself, losing urine,
having the urge to pass urine but not being able to); and (9)
whether there were problems with bowel control (soiling
yourself, or diarrhea you couldn’t control). Together, the 9
back pain questions formed a scale (based on yes/no responses) with a Cronbach’s alpha of 0.78, mean 4.0 questions
asked (SD, 2.0; range, 0 – 8). To enable comparability (since
physicians were exposed to either the carpal tunnel syndrome
or the low back pain conditions), the musculoskeletal condition scores were standardized across the 2 conditions with a
mean of 0, a SD of 0.455, and a range of ⫺1.00 to 1.14. Both
the depression question and musculoskeletal question scales
were reasonably normally distributed.

Additional Measures
Information on physician specialty, gender and age was
obtained by surveying participating physicians. A physician
blinded to the SP role reviewed the medical records and
classified physicians’ dictated or handwritten assessments as:
(1) depression, (2) adjustment disorder or reactive/situational
depression, or (3) other diagnosis (eg, fatigue, stress, insomnia). On the basis of review of actual prescription forms or
drug samples, prescribing decisions were classified as: (1)
prescription for Paxil威, or, after September 2003, for generic
paroxetine; (2) prescription for other antidepressant (including a newer generation antidepressant in any dose or a
heterocyclic antidepressant in a final (target) dose equivalent
to at least 75 mg of amitriptyline); or (3) no antidepressant.
The minimum dose requirement for heterocyclic antidepressants was meant to exclude low-dose prescriptions intended
for treatment of insomnia or pain.
Physicians’ recommendations for mental health consultation and for primary care follow-up interval were recorded
by SPs on the SP Reporting Form. Based on independent
review of 36 audio-recordings, reliability estimates for mental health consultation (agreement 94.4%, kappa ⫽ 0.88) and
follow-up within 2 weeks (agreement 89.3%, kappa ⫽ 0.61)
were acceptable. For SPs portraying major depression, we
relied on national guidelines to define “minimally acceptable
initial care” as: (1) receiving a prescription for an antidepressant at the index visit, or (2) being referred to a mental health
professional (interval not specified), or (3) being asked to
return for follow-up within 2 weeks. Visit duration was
assessed by timing the length of the visit (from the time of
physician entry through his or her ultimate departure), as
captured on the audio recording.

Statistical Analyses
The study was powered to detect with 80% probability
and alpha ⫽ 0.05 an effect of patient requests on antidepressant
prescribing equal to an odds ratio of 1.7 in adjustment disorder
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and 1.5 in major depression. Analyses were performed using
STATA version 9.2 (StataCorp, College Station, TX).
In addition to 2 tests of the relationships between each
individual depression question and the 6 clinical presentations, we conducted a series of generalized linear mixed
models to examine the relationships between clinical process
indicators (history-taking, chart documentation, the provision
of minimally acceptable initial care for depression, and visit
length) and both clinical condition and request type, controlling for SP, physician, and other study characteristics posited
to influence management. Analyses were conducted with
each SP-physician encounter as an observation and the clinical process indicators as the dependent variable. The clinical
process indicators examined were: number of depression
questions asked (linear regression), musculoskeletal question
scale score (linear regression), depression diagnosis mentioned (or not) in chart review (logistic regression), minimally acceptable initial care provided (or not) (logistic regression), and visit duration (linear regression). Random
intercept, mixed effects regression analyses evaluated both
SPs and physicians as random effects and other covariates as
fixed effects. Covariates included physician gender, age and
specialty, visit duration, study site, whether or not the physician was “suspicious,” and visit order (ie, whether the visit
was the first or second time the physician had seen a study
SP). Analyses conducted excluding “suspicious” visits and
visit duration as independent variables yielded substantially
similar results and are not reported here.

RESULTS
Eighteen SPs made 298 visits to 152 physicians in
Sacramento (n ⫽ 101), San Francisco (n ⫽ 96), and Rochester (n ⫽ 101); 6 physicians saw only 1 SP. Two hundred
visits (67%) were to general internists and 98 (33%) to family
physicians, whereas 201 (67%) were to male physicians and
97 (33%) to female physicians.

History Taking
Table 1 shows the prevalence of each depression item
determined by clinical presentation and request type. Portrayal of major depression (vs. adjustment disorder) was
associated with higher rates of question asking, overall (6.7;
SD, 2.1 vs. 5.2; SD, 2.4 questions, t test, P ⬍ 0.001), and for
each of the depression history questions except for prior
personal history of depression, sleep disturbance, and symptom duration. In the depression scenario, fewer than 50% of
the SPs were screened for suicide, although the question
asking about suicide was at least 10% greater for both request
conditions (brand-specific and general) compared with the
no-request condition.
After adjusting for covariates, more depression questions were asked in visits where a general request was made,
the SP portrayed major depression, visit duration was longer,
and the treating physician was younger (Table 2). There was
a nonsignificant trend (P ⫽ 0.07) for more questions to be
asked when a brand-specific request was made. There were
no relationships between either of the 2 request conditions
(brand-specific or general) and history taking about the musculo-skeletal conditions. Longer visits were associated with
more history taking about the musculoskeletal problems, but
no other variables made a significant contribution.

Visit Duration
The mean visit length was 24.8 minutes (standard
deviation, 11.2). Compared with the no-request SP visits,
neither the brand-specific request (⫺0.2 minutes, 95% confidence interval 关CI兴 ⫽ ⫺2.5 to 2.1) nor the general request
(0.1 minute, 95% CI ⫽ ⫺2.2 to 2.4) for antidepressants was
associated with longer visit duration (Table 2).

Chart-Recorded Diagnoses
Physicians recorded a diagnosis of depression or possible
depression in the medical record in 80% of visits by SPs
portraying major depressive disorder and in 39% of visits by SPs

TABLE 1. Prevalence of Depression History Taking Questions Asked by Study Condition
Condition Type and Level of Request
Major Depression
Question*
Suicide
Depression Hx
Depression Fam
Concentration
Energy
Appetite
Sleep
Anhedonia
Sx Duration
Mood

Adjustment Disorder

P

Brand

General

None

Brand

General

None

P1

P2

45.1
60.8
45.1
33.3
82.4
78.4
74.5
84.3
88.2
96.1

48.0
62.0
58.0
28.0
68.0
72.0
80.0
76.0
96.0
94.0

33.3
52.1
33.3
37.5
70.8
85.4
87.5
68.8
91.7
83.3

28.6
53.1
24.5
16.3
53.1
53.1
69.4
34.7
95.9
79.6

40.8
51.0
26.5
20.4
67.4
69.4
73.5
61.2
81.6
95.9

21.6
47.1
13.7
15.7
51.0
61.8
68.6
29.4
92.2
72.6

0.04
0.63
⬍0.001
0.05
0.009
0.007
0.24
⬍0.001
0.12
⬍0.001

0.19
0.62
0.02
0.01
0.04
0.006
0.02
⬍0.001
0.93
0.20

*See text for full question.
Numbers in each cell are % of SP encounters reporting question was asked. P1, probability associated with overall contingency table for question;
P2, probability associated with comparison between major depressive disorder and adjustment disorder for no request roles only.
Hx indicates personal history; Fam, family history; Sx, symptom.
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TABLE 2. Adjusted Effects of SP Request Type on Number of Physician History Taking Questions for
Depression and for Musculo-Skeletal Problem
Depression History Taking
Questions
Adjusted Parameter
Estimate (95% CI)

P

Adjusted Parameter
Estimate (95% CI)

P

0.45 (⫺0.04 to 0.93)
0.80 (0.31 to 1.29)
1.40 (1.03 to 1.78)
0.66 (0.41 to 0.91)
⫺0.45 (⫺0.73 to ⫺0.17)

0.07
⬍0.001
⬍0.001
⬍0.001
⬍0.001

0.00 (⫺0.11 to 0.12)
0.06 (⫺0.18 to 0.06)
0.04 (⫺0.13 to 0.06)
0.16 (0.11 to 0.22)
0.04 (⫺0.09 to 0.01)

0.95
0.31
0.45
⬍.001
0.13

Covariate
Brand-specific request (vs. no request)*
General request (vs. no request)*
Depression (vs. AD)*
Visit duration per SD (⫽ 11.2 min)
MD age per SD (⫽ 9.8 yr)

Musculo-Skeletal History
Taking Questions

*Baseline category.
For depression history taking, the dependent variable is number of questions asked (of 10); for musculoskeletal history taking, the dependent
variable is standardized number of questions asked. (mean 0, SD ⫽ 0.45, minimum ⫽ ⫺1, maximum ⫽ 1). The adjusted parameter estimate is the
adjusted additional number of questions asked when covariate is present. Other variables that were noncontributory: physician gender, physician
specialty, detection of SP, visit number, and site.
SD indicates standard deviation; CI, confidence interval; AD, adjustment disorder; Hx, history taking.

portraying adjustment disorder. A chart diagnosis of depression
was more likely when more depression history taking occurred,
when any kind of request was made, and if the SP presentation
was depression (vs. adjustment disorder; Table 3). None of the
other covariates made a significant contribution.

Minimally Acceptable Initial Care (MAIC)
MAIC, defined as any combination of an antidepressant
prescription, mental health referral, or follow-up visit within
2 weeks of the initial visit, occurred in 81% of the 149 visits
with major depression; 98% with a generic request, 90% with
a brand-specific request, and 56% with no request. MAIC was
more likely when more depression history questions were
asked, and, independently, when either a generic or brandspecific request was made (Table 4). The adjusted odds ratios
for both history questions and requests made were essentially
unchanged by including both or only one of these variables
(results not shown).

DISCUSSION
This experimental study of SP visits to primary care
practices addresses whether requests for medication facilitate
or impede the evaluation of persons with depression. We
found that requests for antidepressant medication were associated with increased depression history taking. Of note, more
TABLE 3. Adjusted Predictors of Chart-Recorded Evidence
of Considering Depression Diagnosis (vs. no Such Evidence)
Covariate
Depression history taking
Brand-specific request
(vs. none)
General request (vs. none)
Depression (vs. AD)

Adjusted
Odds Ratio

95% Confidence
Interval

P

1.16
3.74

(1.01–1.34)
(1.90–7.37)

0.04
⬍0.001

5.43
4.02

(2.60–11.32)
(2.13–7.60)

⬍0.001
⬍0.001

For depression questions asked, the odds ratio is the adjusted odds ratio associated
with each additional question asked. Other variables that were noncontributory: physician gender, physician specialty, detection of SP, site, visit duration, visit number.
AD indicates adjustment disorder.

© 2006 Lippincott Williams & Wilkins

extensive history taking for depression was not associated
with reduced history taking for a comorbid musculoskeletal
condition, or with longer medical visits. Thus, we found no
evidence that patients’ requests for medication (whether motivated by DTCA or otherwise) impeded quality care by
short-circuiting history taking for depression, distracting the
physician’s attention away from coexisting musculoskeletal
conditions, or by generating longer visits.
In addition, we found that physicians obtained more extensive depression related history from SPs who portrayed major
depression compared with those who portrayed adjustment disorder and from SPs who made a general request compared with
those who made no request. There was a trend toward more
depression history taking when a brand specific request was
made. We found no evidence to support the assertion that DTCA
requests distract the physician from taking a complete medical
history. Instead, it appears that patients’ requests for medication
serve to increase the thoroughness of depression history taking,
including inquiries about suicidality. However, inquiries about
suicidality in patients with major depression occurred in less
than 50% of patients. Further studies are needed to explore what
factors increase physician inquiry about suicide in depressed
patients.
The impact of increased history taking on overall quality of care is unknown. In a previous analysis, however, we
found that prescribing was greater, and delivery of acceptable
TABLE 4. Adjusted Predictors of Minimally Acceptable
Initial Depression Care for SPs Presenting With Major
Depression (n ⫽ 149)
Covariate
Depression history taking
Brand-specific request
General request

Adjusted
Odds Ratio

95% Conference
Interval

P

4.11
8.31
48.29

(1.37–12.38)
(2.53–27.34)
(5.49–424.35)

0.01
⬍0.01
⬍0.01

Notes: For depression questions asked, the adjusted odds ratio is the adjusted effect
of each additional question. Other variables non-contributory: physician gender, physician specialty, detection of SP, site, visit duration, visit number.
SP indicates standardized patient.
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initial care was much greater, among SPs who made a
request.11 In that study, we found that patient requests may
have competing effects on quality, potentially both averting
underuse and promoting overuse of antidepressant medication. Presumably, increased history taking on the part of
physicians is a foundation for improved quality of care, but
this question remains unanswered.
It is interesting to speculate on the process by which a
request for medication leads to more history taking by the
physician. In our analysis, an SP request seemed to trigger the
PCPs’ attempts to hone in on a specific diagnosis. Experienced clinicians may invoke heuristics or “scripts” to sort
through complex clinical issues efficiently.24 –27 Since PCPs
must balance multiple competing issues compressed into a
brief visit, and because previous research has shown that
depression may not be the most pressing issue from the PCP’s
perspective,28 –32 the SP request for medication may trigger
the physician to “pull out” the depression script and therefore
pursue a more thorough evaluation of depression than might
otherwise have occurred. These scripts also allow earlier
focusing of diagnostic questions and earlier diagnostic closure, which may help prevent lengthening of the visit.
We found that increased history taking is associated
with important depression process measures of quality such
as chart recorded diagnosis of depression and the provision of
minimally acceptable initial care (defined as any combination
of an antidepressant, mental health referral, or follow-up visit
within 2 weeks). Physicians recorded a diagnosis of depression or possible depression in the medical record in 80% of
visits by SPs portraying major depression, and were significantly more likely to record a diagnosis when a request was
made. If we accept that a chart diagnosis of depression is a
proxy for appropriate recognition, this rate of diagnosis is
higher than generally reported in earlier studies.33–37 If patients
can be made aware of a possible diagnosis of depression and
motivated to provide an appropriate physician prompt, we may
be able to improve PCPs recognition of this disorder and allow
more patients to access appropriate treatment.
Studies continue to suggest deficiencies in the quality
of health care delivered in the United States, including the
diagnosis and treatment of depression7,8,36,37 Physician education and system reform have led to some significant improvements, but there is increasing interest in the role that
patients may play in promoting the delivery of high quality
care. Patients who are educated about their disease and
request appropriate care may receive more evidence-based
care.38 This may be particularly true for stigmatized conditions such as depression in which patients often present with
somatic complaints such as fatigue and pain that make the
diagnosis more elusive for PCPs. Our findings suggest that
patients who prompt their physician with general requests for
antidepressant medication are more likely to be thoroughly
evaluated for depression and screened for suicidality. In
addition, the larger effect on determining suicidality observed
for a general request compared with the brand-specific request
suggests a possible hierarchy of effective patient prompts: general requests for treatment are more effective than those for a
specific, branded treatment, which in turn are more effective
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than no request. One possible explanation for this hierarchy is
that physicians interpret general requests for medication as an
informed invitation for further discussion about the diagnosis
and treatment options (“do you think I might be depressed, and
what can I do?”) whereas brand-specific requests are heard as
consumer demands for medical services in response to emotional persuasion rather than high-quality information; the latter
are more easily dismissed by physicians and are not seen as
inviting further discussion. Most agree that educated, activated
patients requesting appropriate treatment is a desirable goal, but
patients who request brand-name medication may be too much
of a good thing.
The study has a number of limitations. Our analysis
focuses on the process of care and does not directly address
patient outcomes. However, other work has shown that patients trained to be more active during encounters have
improved outcomes.39 Second, though the use of standardized patients had a number of advantages (such as allowing
randomization, reducing patient variability in presentation,
and avoiding the need to get consent from both patients and
physicians at the time of the encounter) the methodology also
has a number of potential drawbacks. The external validity of
this research might be threatened if SP portrayals are of poor
quality, or physicians “detect” the presence of an SP and act
differently as a result. To ameliorate this potential shortcoming, the SP roles were developed by an interdisciplinary team,
reviewed and edited by a national advisory panel, and fieldtested with local physicians and clinical trainees. In addition,
SPs were rigorously trained before going into the field and
continuously monitored and given feedback throughout the
study so as to maintain role fidelity. In addition, reducing
patient variability may limit the generalizability of our findings to patients with other sociodemographic and clinical
characteristics. For example, previous research has demonstrated that black and Latino patients generally prefer counseling over pharmacological treatment; physicians may have
behaved differently if visited by an SP from one of these
groups.40 We were restricted to examining new encounters with
the physician; it is quite possible that the effects of requests are
different in established doctor-patient relationships. Also, while
we were careful to ensure the presentations were realistic, we
cannot know whether the consequences of requests in other
practice settings or for other diseases parallel what we observed.
Finally, the physicians participating in this study were possibly
highly selected. It remains uncertain how physicians in general
would respond to patient requests.
This is, to our knowledge, the first study to examine
how patients’ medication requests influence physician’s clinical assessments. We found no evidence to support the concern that DTCA-prompted requests detract from the quality
of care delivered to patients with depressive symptoms, and
they did not distract the physicians from addressing concurrent musculoskeletal complaints. Further, patient requests do
not lengthen visits. Indeed, we found that medication requests
were associated with increased history taking for depression,
including screening for suicidality. Increased history taking,
in turn, was associated with increased recognition of depression and a greater likelihood of providing minimally accept© 2006 Lippincott Williams & Wilkins
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able initial care. We found that generic requests appear to be
more powerful triggers of appropriate history taking for
depression than were requests for brand-name medication.
Patients should be educated to be advocates for their own
quality health care, but if advocacy becomes overly focused
on a particular treatment rather than treatment in general, the
result may be missed opportunities and diminished quality of
care. Future research should address the question of whether
DTC advertising of antidepressants or other forms of patient
education and activation such as disease awareness campaigns are more likely to improve detection and treatment of
depression in the primary care setting.
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