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ABSTRACT
This paper compares rates of current depression
among men attending high-HIV-caseload general
practices in New South Wales and South Australia.
Current depression was assessed by the treating
general practitioner (GP), using the nine-item
Patient Health Questionnaire (PHQ-9), and by
patient self-reporting. The study found that GPs,
the PHQ-9 screening tool and patients were equally

likely to identify current depression. High rates
of depression were observed among the men
attending general practices, with the highest rates
among men with HIV and men who did not
identify as either heterosexual or homosexual.
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Introduction
In Australia, people who identify as homosexual
have a higher rate of depression than those who
identity as heterosexual; and people with HIV are
highly susceptible to depression.1–4 Gay men comprise the majority of people with HIV in Australia.5
General practitioners (GPs) who are accredited under
Section 100 of the Pharmaceutical Benefit Scheme
to prescribe antiretroviral drugs (i.e. HIV s100 GP

prescribers) are at the forefront of managing HIV as
well as its co-morbidities such as depression.3,6 One
study in Melbourne, of people with HIV attending
either general practices specialising in HIV medicine
or an infectious disease outpatient clinic, reported
that 20% had major depression at the time of the
study.3 A study in Adelaide, among men attending a
general practice with a special interest in HIV care,
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reported an even higher rate of current major depression (30%).4 However, no study to date has
reported rates of depression stratified by both sexual
identification and HIV status among men attending
general practices in Australia.
A sample of men with or without HIV, who selfidentified as gay/homosexual, heterosexual, or other,
were recruited from four urban and two non-urban
high-HIV-caseload general practices in New South
Wales and South Australia. In this paper, we report
rates of current depression by patients’ self-reported
HIV status and sexual identification. We investigated the concordance between three measures of
current depression: clinical diagnosis by a GP; the
nine-item Patient Health Questionnaire (PHQ-9);
and patient self-reporting. The first two measures
are based on the criteria for major depression of the
Diagnostic and Statistical Manual of Mental Disorders,
version four (DSM-IV).7

Methods
This was a multistage, multisite, and mixed-method
study. Ethics approvals were granted by the National
Research and Evaluation Ethics Committee of the
Royal Australian College of General Practitioners as
well as the human research ethics committees at the
Universities of New South Wales and Adelaide.
The study took place in six general practices that
provide care to large numbers of people with HIV:
three Sydney practices located in an area where a
large number of gay men live and socialise; one
Adelaide practice that operates a care and prevention programme specifically for gay men and people
with HIV;4 and two practices in a rural town in New
South Wales that together provide medical care to
the majority of people with HIV in that region.
As part of the study, between March and June
2007 every male patient visiting his GP at the participating practices on the days that the first author
conducted patient recruitment was invited to selfcomplete a patient survey. The patient survey included questions about socio-economic status, sexual identity and HIV status, as well as the use of
alcohol and other drugs. The average response rate
across the sites was 75%. After each consultation
with a participating male patient, the treating GP
was asked to assess the patient’s likelihood of having
clinical depression according to the DSM-IV criteria
and to note whether the patient was undergoing
treatment for depression at the time.
The three depression assessments were conducted
in the following way. In the GP survey, with reference to the DSM-IV criteria, GPs rated the likelihood

of ‘current’ clinical depression on a four-point Likert
scale for each participating male patient. At the
same time, the patients completed a depression
screening tool, the nine-item Patient Health Questionnaire (PHQ-9), which is based on the DSM-IV
criteria and has demonstrated validity and reliability.8 It comprises nine items relating to symptoms in the prior two weeks and these items were
summarised into a score for each patient. Current
major depression was defined as a PHQ-9 score
greater than 9.8 In the same questionnaire, patients
were also asked whether they believed that they
were ‘currently’ depressed.
Descriptive statistics and Pearson’s Chi-square tests
were used to compare the rates of current depression
between groups defined by HIV status and by sexuality, and using each of the three measures (i.e. GP
diagnosis, PHQ-9 and patient self-reporting).

Results
Seven-hundred and twenty-one men had matching
data from both the GP survey and the patient survey.
The majority of these men had been recruited from
the urban general practices: 78.2% of the men living
in Sydney and another 15.0% in Adelaide at the time
of the survey. As expected of a population of men
attending urban general practices treating high
numbers of people with HIV,3,4 76.1% of the men
in the sample self-identified as gay or homosexual.
Two-hundred and thirty-one men (32.0%) reported
they were HIV-positive, with the majority (92.2%)
self-identifying as gay/homosexual. The mean age
of all participants was 45.3 years (range 19–88 years);
37.9% had a university undergraduate or higher
education; and 63.1% reported a weekly income (before tax) of A$600 or more; 40.2% of the men were in
a same-sex relationship, and 12.8% were in an opposite-sex relationship at the time of the survey. The
use of alcohol and other drugs for recreational purposes was high: in the 12 months prior to the survey,
283 men (39.2%) reported having had six or more
standard drinks on one occasion at least monthly;
and in the six months prior to the survey, 511 men
(70.9%) reported having used a recreational drug
other than alcohol, including 67 (9.3%) who reported
at least one episode of drug injection in the previous
six months.
Of the 721 men, 27.5 % were assessed by their GPs
as being clinically depressed at the time of the survey;
25.4% were identified by the PHQ-9 as having current major depression; and 32.2% of patients selfreported that they were depressed. The reliability of
the PHQ-9 scale was very high (Cronbach’s = 0.93).
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Of the 198 men who were identified by their GPs
as clinically depressed, 135 (68.2%) had had some
assessment or treatment for an emotional or a mental health problem including depression in the six
months prior to the survey, and 123 (62.1%) were
being treated for depression including 86 (43.4%)
who were taking antidepressant medication at the
time of the survey. Similarly, of the 183 men who
were screened by the PHQ-9 as having major depression, 118 (64.5%) had had some form of mental
health assessment or treatment in the six months
prior to the survey, with 109 (59.6%) being treated
for depression including 76 (41.5%) who were taking
antidepressant medication at the time of the survey.
Of the 232 men who self-reported depression including major depression, an even higher proportion of men reported a clinical intervention for
depression, with 174 (75.0%) having had some form
of mental health assessment or treatment in the six
months prior to the survey, and 187 (80.6%) being
treated for depression including 123 (53.0%) who
were taking antidepressant medication at the time
of the survey.
Of the 704 men for whom we had data on all three
measures, there was agreement among all three
measures in the assessment of depression for 99
men (14.1%). In particular, the agreement between
GP clinical diagnosis and the PHQ-9 screen for major
depression was moderately high (Cohen’s k = 0.48;
see Figure 1).There was also agreement between the
three measures that 385 men (54.7%) did not have
major depression. Using the PHQ-9 screening results
as the standard, the psychometric properties of the
GP diagnosis of current depression were: sensitivity
64.4%; specificity 84.7%; positive predictive value
59.2%; and negative predictive value 87.4%.
When grouped by patients’ self-reported HIVstatus (see Table 1), the two DSM-IV-based measures
indicated that the HIV-positive men had the highest
rates of major depression, at over 30%. Across all
three HIV-status categories, the overall rates of clinical
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depression identified by the participating GPs closely
corresponded with the overall rates of major depression as measured by the PHQ-9 screening tool and
with the overall rates of depression as reported by
the patients themselves.
With regard to self-reported sexual identification,
the two DSM-IV-based measures revealed that men
who regarded themselves as neither gay/homosexual nor heterosexual had the highest rates of major
depression, at over 40%, although the sample size
of this subgroup was small. Across all three sexual
identity categories, again, the participating GPs, the
screening tool, and the male patients themselves
were equally likely to identify current depression
(Table 1).

Discussion
Our results validate previous findings that rates of
depression are high among men attending highHIV-caseload general practices in Australia (above
20%).1,3,4 In particular, men with HIV were the most
susceptible to depression. Consistent with the previous finding from a community sample of adults in
Australia, in our clinical sample, men who selfidentified as neither heterosexual nor homosexual
were more at risk of major depression than their
counterparts.2
The findings of our study differ from that of one
German study, which reported that the PHQ-9 screening tool outperformed physicians in recognising major
depression.9 We found that the three depression
assessments we investigated – GP clinical diagnosis,
the PHQ-9 screening tool, and patient self-reporting
– were reasonably congruent. In particular, the agreement between the PHQ-9 and the participating GPs
was moderately high.

Figure 1 Rates of current depression as measured by patient self-reporting, the PHQ-9 patient screening tool,
and GP clinical diagnosis among men attending high-HIV-caseload general practices in New South Wales and
South Australia (n = 704).9 Out of the 721 men who had data from both the patient and GP surveys, 17 men
were excluded due to missing data
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Table 1 Rates of current depression among men attending high-HIV-caseload general practices
in New South Wales and South Australia by self-reported HIV status and sexual identification
(n=721)
DSM-IV based

Patient self-report:
depression (%)

PHQ-9 screening:
major depression (%)

GP diagnosis: clinical
depression (%)

HIV status (n)
Positivea (231)

32.0

32.0

40.5

Negative (401)

21.4

26.0

30.3

Unknown (89)

26.4

23.6

23.5

P value

0.013b

0.178

0.005b

Sexual identification (n)
Homosexual (549)

32.3

26.0

24.8

Heterosexual (127)

28.2

29.1

22.8

Other (45)

51.2

43.2

41.9

P value
a
b

0.020b

0.045b

0.035b

213 out of the 231 HIV-positive men (92.2%) self-identified as gay or homosexual
Statistically significant, based on Pearson’s 2

By utilising DSM-IV criteria, this study, like the
previous Melbourne study, shows that GP clinical
diagnosis and a patient screening tool can achieve
moderate concordance in identifying major depression (over 60% concordance). This suggests that HIV
s100 GP prescribers in Australia are well-attuned to
diagnosing depression among their male patients.
In part this may be attributable to the quality of the
long-term doctor–patient relationships that these GPs
build and sustain with their patients. Most of these
GPs screen their patients routinely for co-morbidities,
such as depression, particularly their patients with
HIV.6,10 Male patients attending high-HIV-caseload
urban general practices appear, in general, to be
reasonably aware of depression as a diagnostic entity.11
Most men in our sample appeared able and willing
to acknowledge and disclose depression. Our data
have also demonstrated that, even in a busy general
practice setting, it is feasible to screen routinely for
depression by implementing a short patient selfscreening tool such as the PHQ-9.12 Screening for
depression, as suggested by existing evidence in
Australia and elsewhere, should be considered for
integration into the enhanced general practice management of people with chronic illness such as
HIV.12–14
There are some limitations to this study. The number of heterosexual men recruited into the study was
small. Furthermore, when compared with heterosexual men in the general population, those in our

sample reported much higher rates of recreational
drug use and drug injection. This suggests that heterosexual men attending general practices that specialise in HIV medicine may differ from those attending
general practices that serve different population
groups.
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