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ABSTRACT
Background: Approximately half the patients seeking 
mental health (MH) treatment consult primary care 
practitioners (PCPs). Previous research indicates that 
patients often do not receive correct MH diagnoses or 
appropriate treatment from PCPs. The present study 
examines whether a specialization in family medicine 
compared to other or no PCP residency programs 
enhances physicians’ ability to detect, diagnose and 
treat MH problems.

Methods: Face-to-face interviews with 49 physicans 
in eight clinics in Israel. Two case vignettes and 
questionnaires assess MH awareness and factors 
influencing treatment. 

Results: Significantly more family practitioners (FPs) 
compared to others correctly diagnosed depression and 
anxiety vignettes were aware of patients’ MH problems 
and prescribed psychotropic drugs. 

Limitations: Small sample size, indirect examination 
of PCPs’ skills using vignettes and the absence of 
psychotherapy options.

Conclusions: FPs are more likely than other PCPs to 
detect, diagnose and treat MH problems. To improve MH 
detection among a broad range of PCPs, an expanded MH 
curriculum should be encouraged. Additional MH training 
should be available for all PCPs. 
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INTRODUCTION

The prevalence of mental disorders among primary care 
patients in Europe, the United States and Israel is 20% 
or more (1-4). World Health Organization (WHO) data 
reveal that a quarter of the visits to primary care physi-
cians (PCPs) are for mental health (MH) problems (5), 
and in Israel this percentage is even higher - a third of 
all visits (3). Research in Israel and elsewhere indicates 
that many patients suffering from MH problems choose 
not to seek care from a MH professional (6-8), but rather 
from a PCP (9). In Israel, this is unlikely to be related 
to financial reasons as both services are free of charge. 
General health care is delivered through four non-profit 
health maintenance organizations (HMOs) according 
to the 1995 National Health Insurance (NHI) Law (10), 
while mental health services are provided by the State 
(9) in specialty mental health clinics. A pending reform 
will add MH services to the mandatory basket of services 
provided to all residents by the HMOs. This is expected 
to produce an increased demand; PCPs will presumably 
be involved in responding to the anticipated increases 
in demand.

In addition to the high prevalence of MH problems in 
primary care clinics, previous research reveals that these 
problems are under-diagnosed by PCPs in Israel (3, 11) 
as well as in other Western countries (2, 12). There are 
numerous reasons for this, some of which are related 
to patients' characteristics, such as age, ethnic origin 
and other demographic characteristics. For example, 
a study conducted in South-East London found that 
ethnicity (Black Africans compared to Black Caribbeans 
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and White English) and other demographic variables 
such as age (young adults), gender (female patients) and 
employment (full-time employment) were associated 
with decreased detection of psychological problems by 
PCPs (13).  Another factor that might be associated with 
under-diagnosis is the finding that PCPs avoid raising 
mental health issues in the physician-patient encounter. 
In a survey conducted in 2007 in Israel, it was found that 
in most cases (60%) when a mental issue was discussed 
between patient and PCP, it was raised by the patient. Only 
a third of the patients with MH distress reported that the 
doctor initiated a discussion (14). Another factor that 
potentially influences the detection of mental problems 
is the professional background of the physician. Family 
medicine residency programs devote significantly more 
time to psychosocial issues than other PCP residency 
programs (15, 16). A recent study revealed that Family 
Practitioners (FPs) in the U.S.A. were indeed more likely 
to diagnose a mental health problem compared to inter-
nists (17).

In the last two decades, there has been an increasing 
tendency in the U.S., Canada and Europe, to include the 
MH subjects in the curriculum of residents specializing 
in family medicine, with each country differing in the 
subjects emphasized and the quantity of time invested 
(15, 16, 18-20). In Israel, the curriculum of family medi-
cine residency also includes the topic of MH which is 
taught through weekly didactic courses on MH during the 
residency, with a strong emphasis on MH issues during 
clinical work. Until 2011 the residency included a required 
rotation of three months in a MH clinic; subsequently, a 
reduced rotation of two months became an elective (21). 
These academic experiences are designed to increase the 
skills and detection abilities of family physicians working 
in primary care settings. 

In Western countries including the U.S., almost all 
PCPs have some specialization. Data from the AMA 
Physician Masterfile for 2010 (22) indicate that in the 
U.S. about 50% of PCPs specialized in family medicine. 
In the European countries such as Germany and Norway, 
about 50% of PCPs also specialized in family medicine 
(23). The same percentage is found in Israel (24), but, in 
contrast to the U.S. and European countries, the majority 
of PCPs who did not specialize in family medicine do 
not have any other specialization. They are considered 
general practitioners. The primary reason for this is the 
massive immigration of Jews from the Former Soviet 
Union (FSU) during the early 1990s when over 15,000 
physicians arrived in Israel. Those with a specialization in 

a field that was already “saturated” were offered retraining 
courses to enter disciplines where there was a shortage 
of specialists (25). Alternatively , they received only a 
general medical license which enabled them to enter the 
less prestigious field of primary care (26). 

The aim of the present study was to examine whether a 
specialization in family medicine enhances the ability to 
accurately detect, diagnose and treat primary care patients 
suffering from MH problems. This was accomplished 
by comparing FPs and other PCPs (non-specialists or 
specialists in other medical fields) with regard to their 
awareness and treatment of MH problems.

METHODS

SAMPLE
The present study is part of a larger study designed to 
assess the relationship between the use of medical ser-
vices and psychopathology in primary care (1). In the 
present study, we analyzed specifically the population 
of PCPs (family practitioners, internists, geriatricians, 
some other specialists and non-specialists) who, at the 
time of the study (2002-2003), practiced medicine in one 
of eight selected clinics in Israel’s largest Clalit Health 
Services HMO during the year prior to the interview. 
The clinics were selected so that their catchment popula-
tion represents a cross-section of the Israeli population 
on the basis of geographic, socioeconomic and ethnic 
diversity, including clinics with a high percentage of new 
immigrants or Israeli Arabs. The full nature of the study 
was explained to the 50 PCPs from the participating 
clinics and all but one signed informed consent forms 
(N=49). PCPs were interviewed face-to-face by specially 
trained interviewers in the clinics. The study protocol 
and instruments were reviewed and approved by the 
Institutional Review Board (IRB) of the HMO.

MEASURES 
The PCPs were asked about their medical background: A) 
place of medical education: “Israel”; “FSU”; “Other.” B) 
Length of time since MD graduation: 25 or more years; 
less than 25 years (25 years was the median as well as 
the mean for the interviewed PCPs). C) Medical practice 
specialty: FP; other PCP (internist, geriatrician or other 
specialist and non-specialists).

The PCPs’ awareness and practices concerning MH 
problems were assessed using two specially designed case 
vignettes supplemented by a questionnaire. Specifically, 
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the vignettes were used to clarify the PCP’s ability to 
accurately diagnose MH problems (depression – ICD-10, 
F32 – in one vignette and anxiety – ICD-10, F41 – in the 
second) and the factors they consider in their recom-
mended treatment. The case vignettes were created for 
this study and pre-evaluated by three MH professionals  
and a PCP. The two vignettes were the following: 1) Mrs. 
A, a 36-year-old married woman with two children, visits 
the doctor for the second time this month with complaints 
about increased fatigability and loss of interest. She does 
not sleep well at night and has no appetite and complains 
about lack of energy in the last month, to the point where 
she has missed work because of an inability to get up in 
the morning. The results of her blood tests were normal. 
2) Mr. B, a 26-year-old student, single, visits the doctor, 
complaining of heart palpitations and nausea which have 
affected him recently. He is so preoccupied by this that 
he finds it difficult to concentrate on his studies. He also 
reports that he is smoking a great deal and is extremely 
tense and nervous. 

For each vignette the PCP was asked what (s)he would 
do. The responses were open-ended and could be grouped 
into one of two major categories: (a) prescribing psy-
chotropic drugs or (b) referring to a MH specialist. If 
the PCPs did not spontaneously indicate either drug 
treatment or referral, they were specifically asked about 
each possibility.

The decision of the PCP to treat depression and anxiety 
by prescribing psychotropic drugs was defined as a three-
category variable: “No”: in both vignettes the PCP did 
not prescribe psychotropic drugs – neither spontaneously 
nor prompted; “Sometimes”: in one vignette only the 
PCP prescribed psychotropic drugs – spontaneously or 
prompted; “Yes”: in both vignettes the PCP prescribed 
psychotropic drugs – either spontaneously or prompted.

The decision of the PCP to refer the patients to MH 
specialists was defined as a three-category variable: “No,” 
meaning that in both vignettes the PCP did not recom-
mend referral – neither spontaneously nor prompted; 
“Sometimes,” meaning that in one vignette only the PCP 
recommended referral – spontaneously or prompted; 
“Yes,” indicating that in both vignettes the PCP recom-
mended referral – either spontaneously or prompted.

Finally, the PCPs were asked what diagnosis they 
would give for each of the vignettes. The PCPs’ diag-
nostic accuracy was defined as a three category variable: 
“Incorrect for both,” indicating an incorrect diagnosis in 
both vignettes; “One correct,” indicating only one correct 
diagnosis; “Both correct,” meaning correct diagnosis for 

both vignettes.
The PCPs were then given a list of factors that may have 

an effect on treatment decisions and they were asked if 
they considered these factors in their recommendations in 
the case of each vignette. The list included: patient’s age; 
patient’s gender; patient’s family/social status; patient’s 
extent of suffering; rules of clinic or HMO; lawsuit pos-
sibility; accessibility to MH services in the region. Each 
one of the seven factors was defined as a three-category 
variable: “No” – in both vignettes the PCP did not consider 
the factor as affecting his decision; “Sometimes” – in one 
vignette only the PCP considered the factor as affecting 
his decision; “Yes” – in both vignettes the PCP considered 
the factor as affecting his decision.

The PCPs were asked to estimate the percentage of 
their patients suffering from depression or anxiety. Their 
answers were than grouped into 3 categories: “Up to 
10%”; “10-20%”; “Over 20%.” They were also asked for 
what kind of disorders they prescribe psychotropic drugs. 
The responses were open-ended and they led to a new 
dichotomic variable, “prescribing psychotropic drugs 
(antidepressants and/or anxiolytics) for patients suffering 
from depression and/or anxiety” (yes or no). 

The PCPs were told that there is a claim that there are 
physicians who avoid giving a psychiatric diagnosis for 
different reasons. The PCPs were than asked if this could 
be due to the stigma attached to MH; to lack of knowl-
edge about MH; and/or to lack of time, i.e., the limited 
duration of each visit, which precludes a comprehensive 
evaluation of MH problems. Each one of these three 
factors was defined as a dichotomic variable (yes or no).

Finally, the PCPs were asked whether they would be 
interested to receive continuing education about diagnosis 
and treatment of psychiatric disorders in the framework 
of their work (yes or no).

DATA ANALYSIS 
All variables were assessed for their association with medi-
cal practice specialty (FP or other PCP). Data analyses 
were performed using SPSS/PC version 19.0 (SPSS Inc, 
Chicago, IL). Two-sided tests of significance were used 
in all analyses (p≤.05). 

RESULTS
As presented in Table 1, half of the PCPs specialized 
in family medicine. Among the other PCPs, 21% were 
internists; 8% geriatricians; 8% specialists in another 
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area and 63% without any specialization. The percentage 
of female PCPs was 65%. The majority (57%) of PCPs 
received medical education in the FSU, while only 29% 
received their medical education in Israel. The percentage 
of PCPs specializing in family medicine was significantly 
higher among those educated in Israel 86% (12/14) than 
among those educated in the other countries 37% (13/35). 
The length of time in medical practice for half the PCPs 
was less than 25 years. Of these, 71% (17/24) specialized 
in family medicine, as compared to only 32% (8/25) 
among those whose practice lasted more than 25 years, 
a significant difference. 

As presented in Table 2, the responses of the PCPs to 
the vignettes indicate that a) 43% diagnosed correctly 
both of the cases of anxiety and depression, another 31% 
diagnosed correctly only one of the cases and diagnos-
tic accuracy had a significant positive association with 
specialization in family medicine (p=.046). The same 
trend was observed when each diagnosis was exam-
ined separately (for anxiety, the diagnostic accuracy was 
72% among FPs and 37.5% among other PCPs  and for 
depression 72% among FPs and 50% among other PCPs; 
b) approximately 70% of the PCPs decided to treat the 
patients with psychotropic drugs, with no significant 
differences between FPs and other PCPs, although there 
was a trend for more FPs to prescribe psychotropic drugs 
compared to other PCPs (76% vs. 62.5% respectively). The 
same was true for each diagnosis separately; c) approxi-
mately half of the PCPs stated in at least one case that 
they would refer the patient to MH specialists, again 
with no significant differences between FPs and other 
PCPs. The same was true for each diagnosis separately; 

d) almost all the PCPs stated that the characteristics of 
the patients in the vignettes (gender, age, family status) 
and the extent of suffering influenced their treatment 
decisions, with no significant differences between FPs 
and other PCPs. Only 29% of the PCPs specified that the 
rules of the clinic or HMO influenced their treatment 
decisions at least in one vignette; 55% of them mentioned 
the influence of the accessibility to MH services, with 
no significant differences between FPs and other PCPs; 
51% of PCPs stated that potential lawsuits influenced 
their treatment decisions, with no significant differences 
between FPs and other PCPs, although the possibility of 
a lawsuit was a less influential factor for FPs (36%) than 
other PCPs (66%). The same trend was observed when 
each vignette was examined separately but was significant 
only for depression (20% vs. 54% p=.013). 

As shown in Table 3, diagnostic accuracy (73% of 
the PCPs diagnosed correctly at least one of the cases of 
anxiety or depression in the vignettes) was significantly 
associated with medical specialty (88% of the FPs vs. 58% 
of the other PCPs, p=.019). There is also a significant 
association between diagnostic accuracy and length 
of time since graduation. The diagnostic accuracy was 
significantly greater among the PCPs who graduated 
less than 25 years ago (88%) than among those who 
graduated 25 or more years ago (60%) (p=.029). A sig-
nificant association was also found between diagnostic 
accuracy and place of medical education. The diagnos-
tic accuracy was significantly greater among the PCPs 
who graduated in Israel (100%) than among those who 
graduated outside of Israel (63%) (p=.008). Overall, the 
highest rate of diagnostic accuracy was among PCPs who 

Table 1. Personal characteristics of the primary care physicians (PCPs) by medical specialty.
Total FPs1 Other-PCPs2

N % N % N % χ2 df p

Total 49 100.0 25 51.0 24 49.0

Gender Male 17 34.7 9 36.0 8 33.3 .04 1 NS

Female 32 65.3 16 64.0 16 66.7  

Place of Medical 
Education

Israel 14 28.6 12 48.0 2 8.3 9.55 2 .008

FSU3 28 57.1 10 40.0 18 75.0

Other 7 14.3 3 12.0 4 16.7  

Length of Time Since 
Graduation (years)

≥25 25 51.0 8 32.0 17 70.8 7.39 1 .007

<25 24 49.0 17 68.0 7 29.2  

1 Family Practitioners 
2 Internists, geriatricians or other specialists and non-specialists
3 Former Soviet Union
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Table 2: Response of primary care physicians (PCPs) to vignettes and Influencing Factor by medical specialty 
Total FPs1 Other-PCPs2

N % N % N % χ2(2) p

Total 49 100.0 25 51.0 24 49.0

Responses to Vignettes

Diagnostic Accuracy Incorrect for both 13 26.5 3 12.0 10 41.7 6.15 .046

One correct 15 30.6 8 32.0 7 29.2   

Both correct 21 42.9 14 56.0 7 29.2   

Psychotropic Drug Treatment 
by PCPs

No 15 30.6 6 24.0 9 37.5 1.17 NS

Sometimes 17 34.7 9 36.0 8 33.3   

Yes 17 34.7 10 40.0 7 29.2   

Referrals to MH Specialists No 23 46.9 13 52.0 10 41.7 0.53 NS

Sometimes 11 22.4 5 20.0 6 25.0   

Yes 15 30.6 7 28.0 8 33.3   

Factors Influencing Responses

Patient’s Age No3 3 6.1 0 0.0 3 12.5 3.36 NS

Sometimes4 4 8.2 2 8.0 2 8.3

Yes5 42 85.7 23 92.0 19 79.2

Patient’s Gender No3 7 14.3 4 16.0 3 12.5 0.55 NS

Sometimes4 14 28.6 8 32.0 6 25.0

Yes5 28 57.1 13 52.0 15 62.5

Patient’s Family/Social Status No3 2 4.1 0 0.0 2 8.3 2.41 NS

Sometimes4 10 20.4 6 24.0 4 16.7

Yes5 37 75.5 19 76.0 18 75.0

Patient’s Extent of Suffering No3 1 2.0 0 0.0 1 4.2 2.34 NS

Sometimes4 4 8.2 1 4.0 3 12.5

Yes5 44 89.8 24 96.0 20 83.3

Rules of Clinic or HMO No3 35 71.4 20 80.0 15 62.5 3.67 NS

Sometimes4 5 10.2 3 12.0 2 8.3   

Yes5 9 18.4 2 8.0 7 29.2   

Lawsuit Possibility No3 24 49.0 16 64.0 8 33.3 5.01 NS

Sometimes4 9 18.4 4 16.0 5 20.8   

Yes5 16 32.7 5 20.0 11 45.8   

Accessibility to Services No3 22 44.9 12 48.0 10 41.7 0.71 NS

Sometimes4 8 16.3 3 12.0 5 20.8   

Yes5 19 38.8 10 40.0 9 37.5   

1 Family Practitioners 
2 Internists, geriatricians or other specialists and non-specialists
3 In both vignettes the PCP did not consider the factor as affecting the decision
4 In only one vignette the PCP considered the factor as affecting the  decision
5 In both vignettes the PCP considered the factor as affecting the decision
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Table 3: Diagnostic accuracy1 by medical specialty and length of time since graduation or place of medical education. 
Total FPs2 Other-PCPs3

N/Total4 % N/Total4 % N/Total4 % χ2(1) p

Total 36/49 73.5 22/25 88.0 14/24 58.3 5.53 .019

Length of Time Since Graduation 
(years)

<25 21/24 87.5 15/17 88.2 6/7 85.7 0.03 NS

≥25 15/25 60.0 7/8 87.5 8/17 47.1 3.71 NS

χ2(1); p 4.75; .029 0.01; NS 3.05; NS

Place of Medical Education Israel 14/14 100.0 12/12 100.0 2/2 100.0 – –

Outside of Israel 22/35 62.9 10/13 76.9 12/22 54.5 1.75 NS

χ2(1); p 7.08; .008 3.15; NS 1.56; NS

1 Correct diagnosis for at least one vignette 
2 Family Practitioners 
3 Internists, geriatricians or other specialists and non-specialists
4 The number of PCPs with correct diagnosis of at least one vignette out of the total number of PCPs in the category.

Table 4: Mental health (MH) practices of primary care physicians (PCPs) by medical specialty.
Total FPs1 Other-PCPs2

N % N % N % χ2 df p

Total 49 100.0 25 51.0 24 49.0

PCPs’ Evaluation of the PCPs' Clinical Practice in MH

PCPs’ Estimate of the % of their 
Patients with Depression or Anxiety

Up to 10 12 24.5 4 16.0 8 33.3 8.19 2 .017

10-20 19 38.8 7 28.0 12 50.0   

Over 20 18 36.7 14 56.0 4 16.7    

Prescription of Psychotropic Drugs No 16 32.7 5 20.0 11 45.8 3.72 1 NS

Yes 33 67.3 20 80.0 13 54.2   

Reason for PCPs Avoiding Psychiatric Diagnoses:       

Stigma No 15 30.6 7 28.0 8 33.3 0.16 1 NS

Yes 34 69.4 18 72.0 16 66.7   

Lack of Knowledge No 20 40.8 15 60.0 5 20.8 7.78 1 .005

Yes 29 59.2 10 40.0 19 79.2    

Lack of Time No 12 24.5 8 32.0 4 16.7 1.56 1 ns

Yes 37 75.5 17 68.0 20 83.3    

Interest in Continuing MH Education No 7 14.9 4 16.0 3 13.6 0.05 1 ns

Yes 40 85.1 21 84.0 19 86.4

1 Family Practitioners 
2 Internists, geriatricians or other specialists and non-specialists

studied medicine in Israel (14/14=100%) for whom the 
majority (80%) were FPs and graduated more recently, 
while the lowest rate was among other PCPs for whom 
time since graduation was 25 or more years and who 
received medical education outside of Israel (7/16=44%) 
(χ2(1)=11.25; p=.001) .

As presented in Table 4, two aspects of the PCPs’ 
evaluation of their own clinical practice were found to 

be associated with specialization 1) significantly more 
FPs than other PCPs estimated that more than 20% of 
their patients suffered from depression or anxiety (56% 
vs. 17%, p=.017); 2) 80% of the FPs indicated that they 
prescribe psychotropic drugs compared to 54% of other 
PCPs (p=.054). 

Overall, three quarters of the PCPs indicated that lack 
of time was a reason for avoiding psychiatric diagnosis, 
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70% indicated stigma and 60% lack of knowledge. Lack of 
knowledge was found to be associated with specialization: 
40% of FPs compared to 80% of other PCPs indicated lack 
of knowledge (p=.005). The majority of the PCPs (85%) 
expressed interest in continuing education regarding MH 
in the framework of their work.

DISCUSSION
The current research reveals the importance of a spe-
cialization in family medicine, which includes teaching 
and training in mental health areas, in terms of diag-
nostic accuracy and treatment decisions. Responses to 
the vignettes showed the preference of FPs to prescribe 
psychotropic drugs while the other PCPs are more likely 
to refer patients to MH services. In addition, FPs com-
pared to others reported a higher percentage of their 
patients with depression and/or anxiety symptoms. This 
difference is consistent with previous research showing 
that FPs are more aware of MH problems among their 
patients than other PCPs, and that they tend to detect 
MH problems more than internal medicine specialists 
(17). This suggests that FPs are more willing than others 
to take treatment responsibility for MH problems rather 
than referring them to MH specialists (27) which may be 
consistent with having more therapeutic confidence (28). 
Furthermore, the enhanced confidence of FPs may be 
related to the trend for them to be less concerned about 
possible malpractice lawsuits compared to other PCPs. 

Additionally, a higher percentage of other PCPs indi-
cated a lack of knowledge regarding MH issues as a reason 
for not making a psychiatric diagnosis. This could be 
related to the fact that family medicine programs devote 
significantly more time to psychosocial issues than other 
PCP residency programs (15, 16). Indeed, the majority 
of PCPs in this study, similar to other studies, felt that 
MH training is very important and expressed interest 
in furthering their education in these issues (19, 29).

In the present research, only 50% of PCPs were FPs, 
similar to  other Western countries (22, 23). However, 
in contrast to these countries, in Israel the majority of 
other PCPs had no specialization recognized by the 
Israeli Medical Association, as described previously (24).

Two other factors related to improved diagnostic accu-
racy include  receiving medical education in Israel and 
more recent graduation. Most physicians not educated 
in Israel came from the FSU in the early 1990s. Since 
there were cultural and political stigmas attached to MH 
problems (30), a reasonable  assumption is that MH issues 

received little or no attention in medical curricula. The 
positive effect of more recent education may reflect the 
emphasis on MH in curricula during the last decades. 

One of the limitations of the study is the small sample 
size which allows only bivariate analyses. Another limi-
tation is that PCPs’ actual skills in diagnosis and treat-
ment, were not examined directly but indirectly through 
questionnaires and vignettes. An additional limitation is 
that PCPs were asked only about two options, prescribing 
psychotropic drugs or referring to a MH specialist. The 
option of CBT or any other psychological intervention 
was not offered. Despite these limiations, the results are 
important since the effect of specialization in family 
medicine on the ability to detect, diagnose and treat MH 
problems is seldom addressed.

CONCLUSION 
The results of the present study confirm that FPs compared 
to other PCPs are more likely to detect, diagnose and treat 
MH problems. This is consistent with the curricula for 
family medicine specialization giving significantly more 
attention to MH than curricula for other specializations 
(15, 16). Accordingly, specialization in family medicine 
should be encouraged. Moreover, additional MH training 
should be available for all PCPs.
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