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OBJECTIVE: To determine the effect of case-finding for de-
pression on frequency of depression diagnoses, prescriptions
for antidepressant medications, prevalence of depression,
and health care utilization during 2 years of follow-up in el-
derly primary care patients.

DESIGN: Randomized controlled trial.

SETTING: Thirteen primary care medical clinics at the Kaiser
Permanente Medical Center, an HMO in Oakland, Calif, were
randomly assigned to intervention conditions (7 clinics) or
control conditions (6 clinics).

PARTICIPANTS: A total of 2,346 patients aged 65 years or
older who were attending appointments at these clinics and
completed the 15-item Geriatric Depression Scale {GDS). GDS
scores of 6 or more were considered suggestive of depression.

INTERVENTIONS: Primary care physicians in the interven-
tion clinics were notified of their patients’ GDS scores. We
suggested that participants with severe depressive symptoms
(GDS score = 11) be referred to the Psychiatry Department
and participants with mild to moderate depressive symptoms
(GDS score of 6-10) be evaluated and treated by the primary
care physician. Intervention group participants with GDS
scores suggestive of depression were also offered a series of
organized educational group sessions on coping with depres-
sion led by a psychiatric nurse. Primary care physicians in
the control clinics were not notified of their patients’ GDS
scores or advised of the availability of the patient education
program (usual care). Participants were followed for 2 years.

MEASUREMENTS AND MAIN RESULTS: Physician diagnosis of
depression, prescriptions for antidepressant medications, prev-
alence of depression as measured by the GDS at 2-year fol-
low-up, and health care utilization were determined. A total
of 331 participants (14%) had GDS scores suggestive of de-
pression (GDS = 6) at baseline, including 162 in the interven-
tion group and 169 in the control group. During the 2-year
follow-up periaod, 56 (35%) of the intervention participants
and 58 (34%) of the control participants received a physician
diagnosis of depression (odds ratio [OR], 1.0; 95% confidence
interval [CI], 0.6 to 1.6; P = .96). Prescriptions for antidepres-
sants were received by 59 (36%) of the intervention partici-
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pants and 72 (43%) of the control participants (OR, 0.8; 95%
CI, 0.5 to 1.2; P = .3). Two-year follow-up GDS scores were
available for 206 participants (69% of survivors): at that
time, 41 (42%) of the 97 intervention participants and 54
{50%) of the 109 control participants had GDS scores sugges-
tive of depression (OR, 0.7; 95% CI, 0.4 to 1.3; P = .3). Com-
paring participants in the intervention and control groups,
there were no significant differences in mean GDS change
scores (—2.4 = SD 3.7 vs ~2.1 SD + 3.8; P = .5) at the 2-year
follow-up, nor were there significant differences in mean
number of clinic visits (1.8 +* SD 3.1 vs 1.6 = SD 2.8; P = .5)
or mean number of hospitalizations (1.1 = SD 1.6 vs 1.0 = SD
1.4; P = .8) during the 2-year period. In participants with ini-
tial GDS scores > 11, there was a mean change in GDS score
of —5.6 = SD 3.9 for intervention participants (n = 13} and
~3.4 * SD 4.5 for control participants (n = 21). Adjusting for
differences in baseline characteristics between groups did
not affect results.

CONCLUSIONS: We were unable to demonstrate any benefit
from case-finding for depression during 2 years of follow-up
in elderly primary care patients. Studies are needed to deter-
mine whether case-finding combined with more intensive pa-
tient education and follow-up will improve outcomes of pri-
mary care patients with depression.
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Depression is a common, serious, and treatable dis-
ease that causes substantial morbidity in primary
care patients.!? Particularly in the elderly, depression
leads to greater medical illness, disability, functional de-
cline, and mortality.3-6¢ Depression meets most criteria for
case-finding,. It is a common disease with significant mor-
bidity, the cost and risk of case-finding are low, and effec-
tive therapy is available. But whether early detection and
treatment improves the outcomes of depressed patients is
unclear.”}2 Neither the U.S. Preventive Services Task
Force nor the Canadian Task Force on the Periodic Health
Examination has found sufficient evidence to recommend
the routine use of case-finding questionnaires for depres-

sion in primary care patients.13.14
To determine the effect of case-finding for depression,
using a previously validated questioninaire, on frequency
of depression diagnoses, prescriptions for antidepressant
medications, prevalence of depression. and health care
utilization in elderly primary care patients, we randomly
assigned 13 primary care clinics at the Kaiser Perma-
nente Medical Center in Oakland, Calif, to intervention or
control conditions. Intervention clinic physicians were no-
tified of their patients’ scores on a case-finding instru-
ment for depression; control clinic physicians were not
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notified of their patients’ scores. Participants were fol-
lowed for 2 years.

METHODS

Subjects

The study was conducted in 13 primary care clinics
at the Kaiser Permanente Medical Center, an HMO in
Oakland, Calif. These clinics have more than 80,000 vis-
its annually from patients aged 65 years or older (approx-
imately 320 visits per day). Each clinic is served by 6 to 8
primary care physicians (approximately 90% general in-
ternists and 10% family physicians). We used simple
(computer-generated) randomization to assign each of the
13 primary care clinics to the intervention (7 clinics) or
control conditions (6 clinics). Between June 1994 and Oc-
tober 1995, a research assistant rotated through these
clinics in the assigned random order. A total of 2,896 con-
secutive patients aged 65 years or older who were attend-
ing appointments in these clinics on the days the re-
search assistant was present were eligible to participate
in the study. The study was approved by the Kaiser Per-
manente Institutional Review Board, and all subjects pro-
vided written informed consent.

To identify patients with depression, a research as-
sistant administered the 15-itemn Gerlatric Depression
Scale (GDS) to all eligible patients. This case-finding in-
strument is a validated and reliable, self-report, symptom
checklist designed to detect the presence of current de-
pression in the elderly.!S Using a cutpoint of 6 or more,
the GDS has a sensitivity of 88% to 92% and specificity of
62% to 81%, as compared with a structured clinical inter-
view for depression.16.!7 We defined depression as a GDS

" score of 6 or more, with a score of 6 to 10 indicating mild
to moderate depressive symptoms, and a score of 11 or
more indicating severe depressive symptoms.!® The GDS
took approximately 4 minutes to complete and score.

Characteristics of Participants

We identified the age, gender, ethnicity, and marital
status of all participants from the Kaiser Permanente ad-
ministrative database. Self-reported education, income,
employment, smoking, and perceived health status (excel-
lent/good vs fair/poor/very poor) were determined from a
follow-up telephone interview. To detect the presence of
current problem drinking, subjects were asked the 4
CAGE questions for alcoholism,!® modified to detect prob-
lem drinking in the past year. We used a score of 2 or
greater on the CAGE questionnaire to identify patients
with problem drinking.2°

We obtained the number of clinic visits and hospital-
izations during the 12 months prior to the intervention
from the Kaiser Permanente administrative database. We
identified antidepressant use during the 12 months prior
to the intervention using the computerized Kaiser Perma-

nente Pharmacy Information Management System. Medi-
cal comorbidity was determined by assigning scores from
the Charlson comorbidity index?! to diagnoses listed on
computerized outpatient physician diagnosis forms dur-
ing the 2-year follow-up period.

To determine the validity of assessing medical comor-
bidity by assigning scores from the Charlson comorbidity
index to diagnoses listed on the physician diagnosis
forms, we reviewed medical records from a random selec-
tion of 24 participants, assigned scores adapted from the
Charlson comorbidity index to the diagnoses listed in
these medical records, then calculated the correlation be-
tween these scores and those obtained from the diagnosis
forms. Scores based on the medical record review strongly
correlated with scores based on the physician diagnosis
forms (r = .75).

Intervention

We provided a 1-hour educational session for all phy-
sicians in both intervention and control clinics to improve
their management skills of depression, specifically in the
areas of diagnosis and drug therapy. Approximately 60%
of physicians attended these sessions, which included in-
struction in assessment of depression, differential diagnosis,
suicidal risk assessment and management of depression,
treatment options, duration of treatment, and evaluation
of dementia versus pseudo-dementia.

Primary care physicians in the intervention clinics
were notified of each participant’s GDS score on the day
of the participant’s visit to the medical clinic {physicians
were notified before the participant’'s appointment 74% of
the time and after the participant’s appointment 26% of
the time) and given an instruction sheet indicating the
ranges of scores associated with depression. It was sug-
gested that physicians refer participants with severe de-
pressive symptoms (GDS = 11) to the Psychiatry Depart-
ment, and evaluate and treat participants with mild to
moderate depressive symptoms (GDS scores of 6-10)
themselves.

In addition, intervention clinic participants with de-
pression were offered a series of organized educational
group sessions on coping with depression. Family mem-
bers were invited to attend the group sessions. This se-
ries, which consisted of 6 weekly educational sessions fol-
lowed by 1 booster session 4 to 6 months later, was
developed by a psychiatrist and led by a psychiatric
nurse. Topics included the nature of depression, its clini-
cal course, physical and emotional manifestations, rela-
tion to other medical conditions, treatment alternatives,
medications and their side effects, coping mechanisms,
and preventive strategies. Sessions were conducted at the
Kaiser Permanente Medical Center Psychiatry Clinic.

Primary care physicians in the control clinics were
not notified of their patients’ GDS scores or advised of the
availability of the patient education program (usual care);
the GDS scores of subjects who had appointments in the
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control clinics were not calculated until the time of the
follow-up interview.

Outcome Variables

We obtained data regarding physician diagnosis of
depression, prescriptions for antidepressants, and health
care utilization during the 2-year follow-up period for all
participants. Physician diagnosis of depression was deter-
mined by blinded review of all outpatient physician diag-
nosis forms, coded according to the International Classifi-
cations of Diseases, Ninth Revision,?2 during the 24 months
following randomization. To identify diagnoses of depres-
sion not recorded on the diagnosis forms, we also asked
participants at the follow-up telephone interview whether
they had been diagnosed with depression.

Prescriptions for antidepressant medications were
determined by blinded review of the Kaiser Permanente
computerized Pharmacy Information Management Sys-
tem. Over 90% of patients followed at Kaiser Permanente
medical center fill their prescriptions at Kaiser Perma-
nente pharmacies, and thus this database gives an accu-
rate assessment of antidepressant medication use. We
also asked participants at the follow-up telephone inter-
view whether they had obtained antidepressant medica-
tion outside the Kaiser Permmanente pharmacy.

We determined health care utilization (number of
clinic visits and hospitalizations during the 24 months
following the intervention) using blinded review of the Kai-
ser Permanente administrative database. Self-reported
number of health care visits and hospitalizations at facili-
ties other than Kaiser Permanente was assessed at the
follow-up telephone interview. '

We defined depression as a score of 6 or more on the
GDS at 2-year follow-up. We administered the GDS to all
subjects by telephone between May and November 1997,
approximately 2 years {mean 26 * SD 4 months) follow-
ing randomization. The follow-up telephone interviews
were administered by trained research assistants who
were blinded to group assignment. Telephone interviews
have good validity and reliability compared with face-to-
face diagnostic interviews for depression.23-24

Statistical Analysis

We estimated that this study would require 200 par-
ticipants (100 per group) with depression at baseline to
detect a 20% (40% vs 60%) or greater difference in the
proportion of participants with depression at 2-year fol-
low-up (80% power; 2-tailed « = .05), or a 1.4-point differ-
ence in mean GDS change scores at 2-year follow-up. As-
suming a 10% prevalence of depression at baseline and
15% loss to follow-up, we calculated that we would need
to recruit 2,350 participants. Of these, we estimated that
235 participants would have depression at baseline, and
that 200 (100 intervention and 100 control} of the 235
would complete the 2-year follow-up interview.

Baseline characteristics of intervention and control
clinic participants were compared using x2? tests for di-
chotomous and categorical variables, and t tests for con-
tinuous variables. We used paired t tests to examine
within-group differences in GDS scores between baseline
and follow-up and standard t tests to compare GDS
change scores between the iritervention and control
groups. We used generalized linear models to compare fol-
low-up adjusted mean GDS change scores and health
care utilization in the intervention and control groups,
adding any variables from Table 1 that were associated (at
P < .05) with these outcomes.

We used logistic regression to determine whether the
intervention was associated with physician diagnosis of
depression, prescription of antidepressants, or depression
(GDS = 6 at follow-up), adding variables from Table 1 that
were associated (at P < .10) with these outcomes. To iden-
tify potential confounding variables, we chose a less-
stringent inclusion criterion (P < .10) for the logistic mod-
els (dichotomous outcomes) than for the generalized lin-
ear models (continuous outcomes}. We also used repeated
measures logistic regression to determine whether the in-
tervention was associated with physician diagnosis, pre-
scriptions for antidepressants, or depression as measured
by the GDS at follow-up, adjusted to reflect any depen-
dence within clinics due to the clustered randomization
design. Analyses were performed with the use of Statisti-
cal Analysis Software (SAS Institute, Cary, NC).

RESULTS

Of the 2,896 eligible patients, 120 declined to partici-
pate, 87 were unable to complete the GDS owing to a lan-
guage barrier or physical disability (as assessed by the re-
search assistant), 332 were missed because the research
assistant did not have time to administer the GDS, and
11 did not complete the GDS successfully (Fig. 1). Of the
2,346 participants who successfully completed the GDS,
14.1% (331 of 2,346) had GDS scores suggestive of de-
pression (GDS = 6). These 331 participants (162 interven-
tion and 169 control) are the subjects of this analysis.
Participants in the intervention group were better edu-
cated and reported greater income than participants in
the control group (Table 1). Only 12% of intervention
group participants attended the educational group ses-
sions.

Diagnosis of Depression and Prescription
for Antidepressant

During the 2-year follow-up period, 56 {35%) of the
intervention participants and 58 (34%%) of the control par-
ticipants received a physician diagnosis of depression
(OR, 1.0; CI, 0.6 to 1.6; P = .96). Of these participants, a
total of 101 (91%) were identified by blinded review of ICD-9
codes from outpatient diagnosis forms and 13 (9%) were
identified by follow-up telephone interview. Prescriptions
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Table 1. Characteristics of the 331 Participants*

Variable Intervention (n = 162), % Control (n = 169), % PValue
Age, y 75.7 = 7.0 759=*79 .83
Score on 15-item Geriatric Depression Scale 8.2+ 2.1 8424 .39
Male 41 38 .59
Ethnicity

African American 28 37 .19

White 49 39

Asian or Pacific Islander 9 6

Hispanic 5 4

Other/unknown 9 14
Marital status

Married 43 34 41

Widowed 33 35

Separated/divorced 9 15

Never married 8 8

Unknown 7 8
Finished high school* 87 76 .04
Income

<$10,000 3 14 .002

$10,000 - $19,999 23 27

$20,000 - $30,000 10 11

>$30,000 12 6

Unknown 52 42
Employmentt

Working {full-time or part-time) 8 5 .53

Not working 92 85
Current smoking? 6 11 .23
Current problem drinking! 2 1 48
Fair/poor healtht 58 57 .95
Antidepressant use past 12 mo 23 17 .15
Number of clinic visits past 12 mo 1.1*x1.6 0.8+ 1.3 .08
Hospitalized past 12 mo 33 27 .18

16.7 + 16.3 18.7 = 21.0 .38

Medical comorbidity score

* Plus-minus values are mean * SD.

tData available for 206 (97 intervention and 109 control) participants.

for antidepressants were received by 59 (36%) of the inter-
vention participants and 72 (43%) of the control partici-
pants (OR, 0.8; 95% CI, 0.5 to 1.2; P = .3). These results
were not changed when we used repeated measures logis-
tic regression to adjust for possible dependence within
clinics because of the clustered randomization design.
Adjusting for baseline variables that were significantly dif-
ferent between the two groups (at P < .10) did not affect
these results.

Outcomes at Two-Year Follow-up

Of the 331 participants, 33 (17 intervention and 16
control) died, 13 (7 intervention and 6 control) declined to
complete the follow-up telephone interview, 23 (8 inter-
vention and 15 control) were unable to complete the fol-
low-up interview because of disability {e.g.. severe demen-
tia per proxy), and 56 (33 intervention and 23 control)
were lost to follow-up (Fig. 1). Thus, 2-year follow-up for
the GDS score was complete in 206 participants (69% of

survivors). Pa.rticip?im?s?m’completed the follow-up GDS
were more likely to be divorced or separated and had
fewer clinic visits in the 12 months prior to randomization
than those who did not complete the follow-up GDS, but
we found no differences in initial mean GDS scores or
other baseline variables between these groups.

A total of 42% (41 of 97) of the intervention partici-
pants and 50% (54 of 109} of the control participants had
GDS scores suggestive of depression (GDS = 6) at the
2-year follow-up (8% difference between groups, 95% CI,
-6% to 21%) (OR, 0.7; 95% CI, 0.4 to 1.3; P = .30). When
we repeated this analysis using repeated measures logis-
tic regression to adjust for possible dependence within
clinics, we found no effect of the intervention on depres-
sion at follow-up. Adjusting for baseline variables that
were significantly different between the 2 groups (at P <
.10) did not affect these results.

Mean GDS scores decreased over time for both inter-
vention and control participants (P < .001 within each
group). However, we did not find a significant difference
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FIGURE 1. Profile of trial.

between groups in mean GDS change scores at the 2-year
follow-up (0.3 difference between groups, 95% CI, —0.7 to
1.4) (Table 2), nor were there any differences in mean
number of clinic visits (1.8 £ SD 3.1vs 1.6 + SD2.8; P =
.5) or number of hospitalizations (1.1 = SD 1.6 vs 1.0 =
SD 1.4; P = .8) between intervention and control groups
during the 2-year follow-up period.

Timing of Notification

Among the subset (26%) of intervention participants
whose physicians were informed of their GDS score before
rather than after their appointments, we found no effect
of the intervention on physician diagnosis of depression
(OR, 1.1; 95% CI, 0.7 to 1.7; P = .8}, prescriptions for an-
tidepressants (OR, 0.8; 95% CI, 0.5 to 1.4; P = .5), or
prevalence of depression (GDS = 6) at the 2-year follow-
up (OR, 0.6; 95% CI, 0.4 to 1.2; P = .2), compared with all
control participants.

Severe Depressive Symptoms

A total of 60 participants (24 intervention and 36
control) had severe depressive symptoms (GDS = 11) at
baseline. Among these participants, a physician diagnosis
of depression was recorded in 9 (38%j) of the intervention
participants and 11 (31%) of the control participants (OR,
1.4; 95% CI, 0.5 to 4.1; P = .6). Prescriptions for antide-
pressants were received by 12 {50%) of the intervention
participants and 17 (47%) of the control participants (OR,
1.1; 95% CI, 0.4 to 3.1; P = .8). Among the 34 partici-
pants (13 intervention and 21 control) with severe depres-
sive symptoms who completed the 2-year follow-up tele-
phone interview, 8 (62%) in the intervention group and 14
(67%) in the control group had GDS scores suggestive of
depression (GDS = 6) (OR, 0.8; 95% CI, 0.2 to 3.4; P =
.8). There was a mean change in GDS score of —5.6 for in-
tervention participants and 3.4 for control participants
(Table 2). Although the intervention appeared to be asso-
ciated with a greater decline in mean GDS scores among
participants in this subgroup, we did not find a signifi-
cant difference between intervention and control groups.

DISCUSSION

We found that informing primary care physicians
about the results of a case-finding instrument for depres-
sion did not affect the frequency of depression diagnoses,
prescriptions for antidepressant medications, the preva-

Table 2. Mean Change in Geriatric Depression Scale (GDS) Scores Between Baseline and Two-Year Follow-Up

Variable Intervention n Control n PValue
Unadjusted (+SD)
All participants -2.4 * 3.7 97 -2.1* 3.6 109 .50
Initial GDS score = 11 ~56=*39 13 —34 * 4.5 21 .15
Initial GDS score 6-10 -1.9%+35 84 -1.7+* 3.3 88 .75
Multivariate adjusted (SE}*
All participants -1.8(0.4) 76 -2.2 (0.4) 97 41
Initial GDS score = 11 -5.6 (1.2) 13 -3.4 (0.9) 21 .15
Initial GDS score 6-10 -1.6(0.4) 69 -1.8(0.4) 76 .70

*Based on stepwise regression including all variables in Table 1. Variables associated with change in GDS score at P <.05 were included in
the models: income, fair/poor health, and marital status were included in the model of all participants; no potential confounding variables
were included in the model of participants with initial GDS score = 11; income and fair/poor health were included in the model of partici-

pants with initial GDS score 6-10.
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lence of depression, or health care utilization in elderly
patients. Regardless of whether physicians were informed
of patients’ scores on the case-finding instrument for de-
pression, approximately half of depressed elderly patients
still had GDS scores suggestive of depression 2 years
later.

Our findings support the results of 3 randomized
trials®912 and 4 observational studies.?-!®11.25 In one
trial,® physicians of patients in the intervention group
were informed that their patients had high depression
scores; physicians of patients in the control group were
not so informed. In a second trial,® physicians of interven-
tion patients were given patient-specific treatment recom-
mendations, and 3 special visits were scheduled to ad-
dress the patients’ symptoms of depression; control patients
received usual care. Neither of these studies found any
difference in mean depression scores at follow-up between
intervention and control groups.

The third trial randomly assigned primary care pa-
tients to case-finding for depression versus usual care
and found no difference between the groups in prevalence
of depression at 3-month follow-up.!? Depressed patients
who had been assigned to case-finding were more likely to
recover than those who had been assigned to usual care,
but after controlling for baseline severity of depression,
the mean reduction in symptoms was similar for the case-
finding and usual-care groups.

Four observational studies have found no difference
in putcomes between depressed patients who were identi-
fied by their primary care physicians as depressed and
those who were not recognized as depressed.?1%.11.25 The
most recent of these studies reported that patients who
were recognized by their primary care physician as de-
pressed had better 3-month outcomes, but no difference
in 12-month outcomes, compared with patients who were
not recognized as being depressed.?’

Given that effective treatments are available,?6 why
does case-finding for depression fail to improve patient
outcomes? Even with enhanced detection, the majority of
patients identified to have depression do not receive ade-
quate dosage or duration of treatment in primary care
settings.?”-35 However, 3 clinical trials that randomly as-
signed depressed primary care patients to intensive inter-
vention (e.g., increased frequency of visits and surveil-
lance of medication adherence) versus usual care found
that patients randomly assigned to the intervention
showed significantly greater improvement in depression
scores than patients randomly assigned to usual care.36-38
Perhaps more intensive programs such as the interven-
tions applied in these trials will be needed to improve out-
comes of depressed patients in the primary care setting.

An alternative explanation for why case-finding for
depression does not affect patient outcomes is that pri-
mary care physicians may disregard the clinical signifi-
carnce of their patients’ depression scores. We noted that
only 12% of our intervention participants attended the ed-
ucational group sessions. Although patient preferences

must be considered, this sparse participation may reflect
a lack of encouragement from primary care providers.
Successful intervention programs for the treatment of de-
pression will require the education of physicians, hiring of
support staff, and streamlining of resources to help pa-
tients adhere to recommended therapies for depression.3?

Another reason why providing the results of a case-
finding instrument for depression to primary care physi-
cians may not benefit patient outcomes is that many
depressed primary care patients may have minimal im-
pairment and improve regardless of treatment.4%4! Despite
the functional morbidity associated with subsyndromal or
minor depression,?# in which patients have fewer or
less-debilitating symptoms than those required for major
depression, only 1 of 4 randomized trials?® has demon-
strated any benefit from therapy for these patients36.46.47

Although most case-finding instruments for depres-
sion have high sensitivity, all of them, including the GDS,
are limited by low specificity for detecting depression.48.49
This means that approximately two thirds of patients who
are identified by these instruments as being depressed
will not have a clinical diagnosis of depression. Our study
and 2 of the 3 previous randomized trials of case-finding
for depression used symptom scales rather than a diag-
nostic interview for depression.8® However, the 1 trial that
used an interview diagnosis of depression also found no
benefit from case-finding.!2

Our study has several limitations. First, if the inter-
vention were associated with a transient improvement in
depression, administering the GDS at 2-year follow-up
may have missed this earlier benefit. Second, although we
did not find a significant difference in GDS change scores
between intervention and control groups (0.3 difference
between groups; 95% CI, —0.7 to 1.4), our results are
consistent with the possibility of a small benefit from the
intervention on the prevalence of depression at follow-up
among all participants (8% difference between groups;
95% CI, —6% to 21%). In addition, the change in GDS
scores among participants with severe depressive symp-
toms suggests that this subgroup may have derived some
benefit from the intervention. Our study would have
needed a much larger sample size to determine whether
the intervention was responsible for these results.

Third, we did not exclude patients with a prior diag-
nosis of depression or bipolar disorder, who may already
have received any benefit conferred by early detection and
recognition of depression. Fourth, patients who had phys-
ical disabilities or did not speak English were excluded
from the study; thus, our results may not generalize to
this population. Finally, although patient outcomes were
determined in a blinded fashion, the participants and
physicians in this study could not be blinded to the inter-
vention.

In conclusion, we found that case-finding for depres-
sion did not improve outcomes in elderly primary care pa-
tients, although we could not exclude the possibility of
benefit for a subgroup with severe depressive symptoms.
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It is unclear whether this lack of effect occurred because
of spontaneous improvement in patients with undiag-
nosed depression, because of patient reluctance to un-
dergo therapy, or because more intensive interventions
are necessary to improve patient outcomes. Ongoing
studies of improving quality of care for depression may
clarify what other interventions must be combined with
case-finding to benefit primary care patients with depres-
sion.
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