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Backgroundand Objectives Primary care patientswith depresson may prefer or requireanon-pharma-
cological treatment such as counseling. We investigated the feasibility of teaching family medicine res-
dents an evidence-based brief counseling intervention for depression (Problem-solving Treatment of De-
pressonfor Primary Care[PST-PC]). Methods: Elevenresidentsover 3 consecutive yearswere provided
a brief training program in PST-PC. Resdents were evaluated for skill acquisition, changesin self effi-
cacy, intentionsto improvether carefor depresson, and post-resdency integration of PST-PCinto thar
daily pradice. Reaults: Trainees met established criteria for competency to administer PSI-PC. They
improved to moderate-to-high levelsof self efficacy for treating depression, includingfor their counseling
skills, and in their intentionsto improve their depresson management. At up to 3 years post resdency,
90%indicated they wereusing PST-PC, often ina modified form, andalso for illnessesother thandepres-
son. They indicated they would recommend the training to new residents. Conclusons: The PSI-PC
training program evaluated in this study is feasble in resdency training and appearsto influence prac-
tice post resdency. Thesefindingswarrant continued investigation of thistraining programwith a larger
sample of resdents and evaluation of outcomes with depressed patients treated with PST-PC in real-

world practice settings.

(Fam Med 2004;36(3):204-8.)

Depresson isone of the most prevalent illnesses seen
in primary cae practice’ but patients may refuse or
not respond to antidepressant medication and may be
unwillingto accept referral tomental health profession-
als.?® Evidence-based counseling interventions exigt,
but due to their length and complexity, family phys-
ciansarenot oftentrained to use them.*® Family physi-
ciansregularly provide pragmatic supportive counsel-
ing, such as planning pleasant activities® and are re-
ceptive to learning evidence-based counseling meth-
ods, ' but feasible treatment methods and training mod-
els are needed.

Problem-solving Treatment of Depresson for Pri-
mary Care (PST-PC) isabrief intervention specifically
designed for primary carethat iseffectivefor redudng
depressve symptoms and increasing function anong
patients with major depresson and possibly minor de-
presson and dysthymia** PST-PC has been shown
to be equally effective when provided by nurses and
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primary care physiciansasby mental health profession-
als™®* PST-PC iscomprised of seven treatment steps
that are outlined in Appendix 1 and have been thor-
oughly described elsewhere'” The full seven-step
PST-PC treatment program is typically conducted in
four to sx 30-minute office visits. However, the ca-
pacity to deliver more brief modules makesit feasble
for vigts as short as 10-15 minutes.

The PST-PC training program used for research is
time consuming'**’ If PST-PC isto have an influence
infamily medicine, thenamorefeasbletrainingmodel
mugt be developed. We redesigned the PST-PC train-
ing model (Table 1) to bemore suitablefor aresdency
programand examineditsfeasibility andeffectinterms
of acquired kills, self efficacy in depresson manage-
ment, and reported routine use after training.

Methods
Study Design

Three consecutive classes of residents (n=11) were
provided training by the first author during their sec-
ond year of resdency. Evaluation of resdents perfor-
mance induded videotape reviews of thetwo PST-PC
role-play sessions, self-report questionnaires completed
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beforeand after training, and apost-residency follow-
up survey at 2 to 4 years after training, as described
below. Because the training program and assessment
toolsused in this project were part of normal curricu-
lum development, informed consent procedures were
not necessary. Traineeswereingructedto not put their
name on the survey to assure anonymity.

Measures

Probl em-solving Tr eatment Skills. We measured PST-
PC sills with the seven-item Problem-solving Treat-
ment Adherence and Competence Scale (PST-PAC) %
rated by thetrainer from avideotaped PST-PC session.
Theitems assess the seven key problem-solving steps
(Tablel) rated ona5-point scale (O=very poor, 5=very
good). Item seven (evaluating the outcome of home-
work assgnments) was eliminated from the scale be-
cause it was not completed for the initial PST-PC ses-
sion andtherefore provided nobasisfor ratingimprove-
ment between the two role-plays. An average score of
>3indicatesa“ satisfactory” performance. Anindepen-
dent PST-PC expert not involved with the family medi-
cine resdency also raed the videotapes.

Internal consistency checks®® were conducted on the
sx-item PST-PAC scaleusingratingsprevioudy com-
pletedfor 15 tranees, primarily nurses, from anearlier
study.** Cronbach’'s alpha ranged from .83to0 .89. The
sxitemswere also subjectedtoaprincipal components
factor analyss with iterations, pairwise deletion for
missing values, and varimax rotations. The analyss
supported theinternal consistency checksin that items
one through six loaded on a common factor and ac-
counted for 76.6% of the total variance

Self Efficacy in Diagnosing and Treating Depression.
The Perceived Self Efficacy in Diagnosing and Treat-
ing Depression Scale€” is comprised of four items (al-
pha=.86) measuring four different aspeds of diagnos-
ing and treating depression: (1) | can diagnose depres-
son, (2) | cantreat depression with medication, (3) |
can tred depression with counseling, and (4) Overall, |
can manage depressed patients. Eachitem israted ona
4-point scale (1=nat confident, 2=somewhat confident,
3=mostly confident, 4=very confident). Items are
summed and divided by the number of itemsinthe scale.
Scores =3 indicate that on average the trainee feels
mostly confident in diagnosing andtreating depression.

Intention to Change Care of Depressed Patients. The
I ntentionto Change Care of Depressed Patients Scale™
iscomprised of four items(alpha=.75) measuringhow
likely the person is to change the way he/she recog-
nizes or manages depression in thenext 6 months: (1)
Ask paients about depresson more often, (2) Use a
depression screening instrument, (3) Use formal diag-
nogtic criteria, and (4) Attend continuingmedicd edu-
cation(CME) on depresson. Eachitem israted ona4-
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Tablel
Seven Week PST-PC Training Program
for Family Medicine Residents

Week one: Didactic overview of PST-PC principles, procedures, and
supporting empirical daa.

Week two: Resident reads the PST-PC treatment manud.

Week three: Resident viewsvideotape of thetraine demonstrating proper
PST-PC procedures.

Weekfour: Residentrole-playsandvideotapesaninitial PST-PC treament
session.

Week five: Resident andtrainer meet for a review andfeedback session on
the initial PST-PC role-play.

Wek six: Resident role-plays and videotapes afollow-up PST-PC trest ment
session.

Week seven: Resident and traine meet for a review and feedback session
on the second PST-PC role-play.

PST-PC—Problem-solving Treatment for Primary Care

point scale (1=unlikely, 2=somewhat likely, 3=very
likely, 4=almost certain). | temsare summed and divided
by the number of itemsin the scale. Scores=3 indicate
that traineeson averagefeel very likely toimprovetheir
care of depressed patients.

Problem-solving Training Post-residency Survey
(PSTS). The PSTS was designed by the authorsto as-
sess the manner in which trainees were usng PST-PC
skillsin their practice post residency. The PST Siscom-
prised of three sections addressing (1) how well train-
ees remember the PST-PC <kills and how helpful they
have beenfaor counseling depressed patients (twoitems
rated on a 5-point scale where O=nct at all, 5=com-
pletely), (2) how often trainees have made use of the
skills, in what manner, and with what types of prob-
lems (eg, how often they providethe full PST-PC in-
terventionor modifiedversonsfor depressonor other
illnesses) (six items rated on a 5-point scale where
O=never, 5=always), and (3) whether they have pro-
vided thefull scaleor modifiedversonsof PST-PCon
at least two consecutive vists with depressed patients
(yesor no), and if so, for what percentage of their de-
pressed paients (four items; percentage chosen from
choice of deciles, ie, 1%-10%, 11%—20%, etc). Addi-
tional questionsaskedwhether they would recommend
PST-PC training to new family medicine resdents,
whether they have mental health specialistson site or
available in their community, and the number of pa-
tientsthey see in a typicd week.
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Results
Inter-Rater Agreement and Reliability
for the PST-PAC

I nter-rater agreement peritem forthe PST-PAC (de-
fined asagreement ontherating plusor minus1 point)
between the trainer and independent rater averaged
86%. Ratings also correlated highly between the two
ratersfor bothsessions(sesson1: r=.822, P=.007; ses-
son 2: r=.918, P=.001). Based on these analyses, the
averaged mean summary scores from the two raters
were chosen asthe final outcome measure of kill ac-
qui Sition.

Problem-solving Treatment Skills Acquisition

Performancefor eachrole-play averaged >3for role-
plays oneand two. The meanvaluefor sessononewas
3.78 (standard deviation [SD]=0.56), and mean value
for sessontwowas3.48 (SD=0.89). The quality of role-
plays one and two were not g gnificantly different
(t=.82, df=10, P=.884). A breakdown of mean summary
scores per itemis presented in Figure 1.

Self Efficacy and Intention to Change

Traineesreported improved self efficacy for treating
depressonfrom pretrainingto post training (meanpre-
training score=2.75, SD=0.58; mean post-training
score=3.41, SD=0.59; df=10, t=-4.143, two-tailed
P<.002). Traineesalso reported improved self efficacy
specifically for counseling (mean pre-training
score=2.00, SD=1.00; mean pog-training score=2.91;
SD=.9%; df=10, t=-3.63, two-
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four trainees=2 years, four trainees=3 years, number
of patient encountersper week: (four trainees<50, three
trainees=50and <100, four tranees>100; mental health
praditioners on ste=55%), thus justifying corrdation
analyses. There was, however, no significant correla-
tion between any of these variables and the likdihood
of usng PST-PC.

Two trainees (18%) reported that they use the full
PST-PC modd (six to seven steps) duringtwo or more
consecutivevidts foraminority of thar depressed pa-
tients (mean=10%, SD=0). Eight trainees (72%) re-
ported that they use a modified PST-PC model (three
to four steps) ontwo or more consecutivevistsfor the
majority of their depressed patients (mean=58%,
SD=22%, range=20%-90%). Resultsfor PSTS items
relating to the frequency of using the full PST-PC
model, or versons thereof, for depresson and other
illnesses are presented in Table 2.

Themajority of trainees(n=10, 91%) indicatedthey
would recommend PST-PC training to new residents.
Onetraineerespondad in the negativeto thisquestion.
It should be noted, however, given the smdl sample
szein this study that this same trainee accounted for
one regponse in each of the least endorsing categories
peritem in Table 2.

Discussion

We conducted apreliminary examination of thefea-
sbility of aresdency training program for abrief evi-
dence-based counseling intervention for depression,

tailed P<.005), andincreased

intentions to improve their
depression management
(mean pre-training score
=2.55, SD=0.39; mean post-
training score=3.18, SD
=0.50; df=10, t=-6.53, two-

Figure 1

Resdents Mean Summary Scores Per Item From the Problem-solving
Treatment Adherence and Competence Scale (PST-PAC)

tailed P< .00L).

PSTS

The PST Swasreturned by
the entire sample of trainees
(n=11). We first examined
whether the likelihood of us-
ing PST-PC would diminish
with increasing numbers of
yearsafter resdency, patients
seen perweek, and the avail-
ability of mental hedth pro-
fessionals. Although the
samplesize was small, there
wererelatively evendigtribu-
tions for these variables
(number of years post train-
ing: three trainees=1 year,
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Table2
Trainee Responsesto the PSTS

Not At All— Somewhat— Most of It—
PSTSItem \ery Little A Good Bit Completely
How wel do you remember the PST skills? 18% (n=2) 55% (n=6) 27% (n=3)
How helpful arethe skillsfor depressed patients? 18% (n=2) 64% (n=7) 18% (n=2)
PSTS Item Never— Sometimes— Very often—

rarely fairly often always
How often use full PST model (six to seven steps) for depressed patients? 36% (n=4) 64% (n=7) 0% (n=0)
How often use full PST model (six to seven steps) for other illnesses? 45% (n=5) 45% (n=5) 10% (n=1)
How often use modified PST (threeto four steps) for depressed patients? 27% (n=3) 36% (n=4) 36% (n=4)
How often use modified PST (threeto four steps) for other illnesses? 27% (n=3) 36% (n=4) 36% (n=4)
How often use very brief PST (one to two steps) for depressed patients? 27% (n=3) 45% (n=5) 27% (n=3)
How often use very brief PST (one to two steps) for other illnesses? 18% (n=2) 64% (n=7) 18% (n=2)

Percentage totals may not dways be 100% due to rounding of f of numbers.

PST—Problem-solving Treatment
PSTS—Problem-solving Training Post-residency Survey

PST-PC. After training, resdents surpassed the mini-
mum competency criteria for administering PST-PC.
Their self efficacy for treating depression alsoimproved
(mean post-training self-efficacy score=3.41, SD=0.59).
As a point of comparison, these self-dficacy scores
wereat least comparableto scoresof pradicingfamily
physicians who had attended a depresson educdion
program®® (mean self-efficacy score=3.20, SD=0.45).
Trainees also reported that they intended to improve
their depresson management in the future. A substan-
tial majority (91%) indicaed that they would recom-
mend PST-PC training to new residents.

At upto 3yearsafter resdency, the mgjority of train-
ees report that they ill remember the kills and are
using them regularly. By and large they are using an
abbreviated version of the seven-step PST-PC model,
andthey arenat confining itsuseto depressed popula-
tions. Thisis not surprisingto us, asin fact we encour-
aged tham to find multiple usesfor their skillsto rein-
force the learning and promote the transfer of these
skillsinto their practice patterns.

Thiswasarelatively low-intensity andlow-cost train-
ing programrequiring few resourcesfromthe residency
program. Videotaping and viewing equipment are typi-
cally standard equipment in resdency programs. Fac-
ulty timeisminimal at 3 hourstotal. Trainingwascon-
ducted individually in thisstudy, dueto the conflicting
schedules of the trainees, but it does not need to be so.
In other research projects, wetypicaly trainin groups
of up to six toeight members. Group-based traning, in
fact, offersthe advantages of broader discusson and
vicariouslearningthrough interaction with other train-
ees. In addition, with group training, the trainees can

taketurnsplayingtherdesof therapist and patient and
effectively doubletheir exposure tothe PST-PC proce-
dures.

Limitations

Several limitations of this sudy should be noted.
First, it wasconducted withasmall number of trainees
and may have been underpowered to detect true
changes. Second, it was conducted at onetraining site
by an expert PST-PCtrainer. Theresultsmay be differ-
ent when testedwithalarger sample of traineesinother
settingswith non-expert trainers.® Finally, some of the
outcomes measured werederived from self-report in-
sruments that may have been influenced by the de-
manding charaderistics of a training environment.

Conclusions

Thispreliminary study suggeststhat PST-PC, aprac-
tical evidence-based counseling intervention, can fea-
sibly betaught during residency trainingandthat train-
ees continue to find it helpful in their future practices.
Further evaluation of the training program withalarger
numbe of traineesiswarranted, aswell as evaluaing
depression outcomes for patients treated with PST-PC
by their physiciansin real-world primary care settings.
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Appendix 1

The Seven Stages of PST-PC

Sep 1: Defining the problem

Soecific, feasible problem
Described in objective terms
Problem explored and clerified
Complex problem broken down

Sep 2: Establishing realistic goalsfor problem resolution

Goal isobjective

Described in behavioral terms

Goal isachievable

Follows directly from problem statement

Sep 3: Gener ating multiple solution alter natives

Brainstorming is facilitated
Soluti ons come from patient
Withhold j udgment

Sep 4: Implementing decison-making guidelines

Cue for mgor themes at start
Consider prosand consfor sdf and others
Compare solutions as they are reviewed

PST-PC—Problem-solving Treatment for Primary Care

Sep 5: Evaluating and choosing the solution(s)
Deliberate, systematic process
Soluti ons satisfy the goals
Negdive impact islimited

Sep 6: Implementing the pr eferred solution(s)
Soecific tasks areidentified
Tasks arerelevant to solution
Realistic behavior requirements

Sep 7: Evaluating the outcome
Review dl homework tasks
Exploration of falure
Reinforoce problem-solving model
Review pleasant adtivity scheduling






