Psychiatry and Primary Care

Recent epidemiologic studies have found that most patients with mental illness
are seen exclusively in primary care medicine. These patients often present with
medically unexplained somatic symptoms and utilize at least twice as many
health care visits as controls. There has been an exponential growth in studies in
this interface between primary care and psychiatry in the last 10 years. This
special section, edited by Wayne J. Katon, M.D., will publish informative re-
search articles that address primary care—psychiatric issues.
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Abstract: This article examines the prevalence, nature, and
comorbidity of depressive disorders using DSM-III-R criteria
among patients recruited from the waiting rooms of family
physicians. A total of 1928 family practice patients completed
a screening form including the Center for Epidemiologic Stud-
ies-Depression Scale (CES-D), and patients with elevated
CES-D scores were oversampled for possible interviews using
the Structured Clinical Interview for the DSM-III-R (SCID).
In the resulting weighted sample of 425, a prevalence of 13.5%
was obtained for major depression and 22.6% for all depressive
disorders. Over 40% of the patients with major depressive
disorder (MDD) were only mildly depressed. Gender and other
demographic variables failed to distinguish depressed patients,
but a variety of self-ratings did. Depression was associated
with comorbid anxiety disorders and substance abuse. Results
are discussed in terms of the implications of depression in pri-
mary care as a public health problem, but also in terms of some
diagnostic issues, particularly the use of an impairment crite-
rion for major depression.

Introduction

Whereas only 20% of community residents with
major depression are seen by mental health prac-
titioners, over half are seen in primary medical
care settings [1]; yet 50%-70% of them go unde-
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tected by their physicians [2-5]. The prevalence of
major depression among primary care patients ap-
pears to be considerably higher than the 2.7%
found in samples drawn directly from the commu-
nity [6]. Past research has varied in the assessment
procedures, diagnostic criteria, and particular pop-
ulations studied, but they have yielded estimates
of the prevalence of major depression from 4.8% to
8.6% among primary care patients [4,7-11]. The
lower estimates may still make major depression
the most common condition in primary care, per-
haps exceeding even hypertension [7]. Milder
forms of depression not meeting full criteria for
major depression are also common [7,12]. Esti-
mates of the rates of dysthymia or minor and in-
termittent depression among primary care patients
range from an additional 2%-9% [11,13,14].

In addition to establishing the prevalence rates
of depressive disorders in primary care, it is im-
portant to develop a more refined picture of their
nature and severity. It has been suggested that un-
detected depression in primary care is a major
public health problem [15]. Furthermore, strate-
gies for improving the management of depressed
primary care patients have assumed some compa-
rability between them and the more extensively
studied depressed psychiatric patients. However,
the validity of such assumptions remains to be
demonstrated in more detailed study of depressed
patients in primary care [16].

Available data are still limited, but it has been
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suggested that there is conspicuous psychiatric
morbidity among primary care patients [12,17] but
that much of the depression is mild and self-
limiting [7,18,19]. There have also been indications
of a high prevalence of mixed anxiety-depression
conditions among primary care patients [4,13,14].

The present study explored the prevalence and
nature of depressive disorders among family prac-
tice patients, including psychiatric comorbidity,
using a two-stage selection and assessment proce-
dure involving the Center for Epidemiologic Stud-
ies-Depression Scale (CES-D) [20] and the Struc-
tured Clinical Interview for the DSM-III-R
(SCID)[21]. Family practice patients were screened
in their physician’s waiting rooms, and patients
scoring above an established cutpoint on the
CES-D were oversampled in making selections for
the diagnostic interview. Rates of psychiatric diag-
noses obtained in the interview were then ad-
justed for the oversampling procedure. Such two-
staged selection strategies are an efficient means of
studying prevalence when an economical screen-
ing instrument is available that has good sensitiv-
ity, even if poorer specificity [22]. The CES-D is
suitable for this purpose [23]. Two-staged strate-
gies actually yield more accurate estimates of prev-
alence than when the same number of diagnostic
interviews is obtained from a full population [24].

In interpreting the results of the present study, it
will be important to keep in mind the particular
structured interview and diagnostic criteria that
were employed. The SCID differs from other inter-
view schedules that have been used to diagnose
depression among primary care patients. It super-
sedes the Schedule of Affective Disorders and
Schizophrenia (SADS) [25] which employed Re-
search Diagnostic Criteria (RDC) [26]. In the RDC,
a diagnosis of major depression required a mini-
mum of 2 weeks of mood disturbance, five depres-
sive symptoms in addition to mood disturbance,
and impairment as represented by seeking of treat-
ment or interference with social roles. The RDC
also employed a hierarchical rule that limited the
diagnosis of a current anxiety disorder when a de-
pressive disorder is present. If a person experi-
enced symptoms of anxiety only during a depres-
sive episode, only the depressive episode would
be diagnosed. The SCID provides for DSM-III-R
[27] diagnoses. DSM-III-R requires 2 weeks of
mood disturbance and at least five depressive
symptoms including mood disturbance for the di-
agnosis of major depression, and there is no re-
quirement of impairment. The hierarchical rule for
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diagnosing anxiety disorders in the presence of de-
pression was also relaxed in DSM-III-R, allowing
for greater comorbidity of depression and anxiety.
Finally, the inclusion of Adjustment Disorder with
Depressed Mood and Adjustment Disorder with
Mixed Mood allows for diagnosis of some depres-
sive conditions which would be too mild and tran-
sient to obtain a diagnosis with RDC.

The Diagnostic Interview Schedule (DIS) [28]
can be used for assignment of DSM-III-R diag-
noses, and it has become the most widely used
research tool for diagnosing depression in primary
care by interview. Whereas the SCID employs
trained mental health professionals as interview-
ers, the DIS employs lay interviewers. Because of a
lack of confidence in the ability of lay persons to
judge the presence of mild symptoms in a nonpsy-
chiatric population, diagnosis of major depression
based on results of a DIS interview routinely re-
quires respondents to meet an additional impair-
ment criterion [29]. Finally, with few exceptions
[4], most applications of it in primary care have
relied on DSM-III criteria [30] which, like the RDC,
included a hierarchical rule excluding diagnosis of
an anxiety disorder confined in duration to a con-
current major depression.

These are not merely technical or methodologi-
cal points. To our knowledge, the present study is
the first to utilize the SCID to examine the full
range of DSM-III-R depressive disorders in a pri-
mary care population as assessed by trained men-
tal health professionals. The prevalence, severity,
and correlates of depression which were found
may differ from past studies, particularly because
of the dropping of the impairment criterion and
greater allowance for anxiety-depression comor-
bidity. Results are relevant to appraisal of the pub-
lic health problem posed by undetected depression
in primary care and evaluation of recommenda-
tions for improving detection, diagnosis, and treat-
ment. Yet, these results may also reflect on the
clinical utility of unmodified DSM-III-R criteria
within the context of primary care [3,16]. Notably,
DSM-III-R criteria were developed and validated
mainly in psychiatric settings in which patients
meet an impairment criteria by virtue of their hav-
ing sought help. In contrast, most depressed pri-
mary care patients are not seeking treatment for
depression in their index visit to their physician,
and application of unmodified DSM-III-R criteria
in this setting may identify a group of patients who
are distinctly different from depressed psychiatric
patients and for whom recommendations based on



research in psychiatric settings may be less appro-
priate.

Method

The data reported here are derived from a larger
project comparing depression among family prac-
tice patients to what is presented in an outpatient
depression program based in a university depart-
ment of psychiatry [2]. Patients enrolled in this
study were recruited from the practices of 50 fam-
ily physicians in what are primarily rural and sub-
urban areas of southeastern Michigan.

In the physicians’” waiting rooms, patients com-
pleted a screening form which included the CES-D
and a number of demographic questions and self-
ratings. The self-ratings included primary and sec-
ondary reasons for visit; reports of appetite, sleep,
and energy levels; and 7-point measures of stress
and mood. Based on CES-D scores, a subsample of
patients was selected for a possible structured in-
terview by a trained psychiatric social worker or
masters level mental health professional and sub-
sequent follow-up. A total of 1928 patients com-
pleted the screening,

Two considerations shaped the sampling strat-
egy for screened patients selected to receive a
SCID interview in this study. First, we sought to
follow a sample of approximately equal numbers
of family practice patients who had a current de-
pressive diagnosis and those who did not. Because
the CES-D has good sensitivity but poor specificity
[23], there could be some confidence that patients
with low scores were not depressed, but most pa-
tients with high scores were also not depressed
[32,33]. Therefore, we oversampled patients with
high scores. Second, concerns about both the tem-
poral instability of patients’ scores on the CES-D
and about the need to match the time period cov-
ered by CES-D and the SCID led to a decision to
impose a 2-week limit on the time between the
screening and the interview. Although respectable
reliability coefficients have been reported for the
CES-D, the stability of high scores is considerably
lower than one would expect from such figures
[34]; elevated scores may drop substantially in
weeks [35] or even hours [36]. Furthermore, in-
structions for the CES-D indicate that responses to
questions should refer to the past week, whereas
current status as assessed by the SCID covers the
last month. To insure an overlap between the pe-
riods covered by the two measures, the SCID must
thus be administered within 3 weeks of the screen-
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ing. In this study, the more stringent limitation of
2 weeks was adopted in order to capture more ac-
curately the status of patients at the time of their
visit to the physician. Taking these considerations
together, the resulting strategy involved oversam-
pling patients meeting the standard cutpoint of 16
on the CES-D, and limiting diagnostic interviews
to patients who could be scheduled within 2
weeks. Of the 1928 patients screened in the phy-
sicians’ waiting rooms, 1254 (65.0%) obtained a
low score on the CES-D (<16). From this group,
620 were targeted for possible administration of
the SCID. Of the targeted group, 154 (24.8%) re-
ceived the SCID; 212 (34.2%) refused the SCID at
the point of screening, 56 (9.0%) refused participa-
tion when contacted by an interviewer, 81 (13.1%)
lived out of the geographical area or could not be
contacted by telephone, and 117 (18.9%) could not
be scheduled within the designated time period. In
the screened sample, 674 (35.0%) of the patients
scored at or above the CES-D cutpoint. Of them,
271 (40.2%) received the SCID, 101 (15.0%) refused
the SCID at the point of screening, 53 (7.9%) re-
fused the SCID when contacted by an interviewer,
72 (10.7%) lived out of the geographical area or
could not be contacted by telephone, and 117
(17.3%) could not be scheduled within the desig-
nated time period.

Administration of the SCID was audiotaped
with the patients’ consent, and a subset of the
tapes were used to determine the reliability of in-
terviewer judgments. Interrater reliability was
high: 97% for rating of symptom levels and 93% for
diagnostic decisions. In addition to making a DSM-
III-R diagnosis, interviewers completed the semi-
structured interview version of the Hamilton Rat-
ing Scale for Depression [37,38]. Interrater reliabil-
ity for the Hamilton was 0.89.

Results

Analysis of Sampling Bias

Use of a two-staged selection procedure necessi-
tates a weighting procedure to compensate for the
oversampling of patients more likely to have a dis-
order [39]. However, an additional question is
whether the transition from completion of a
screening instrument to acceptance and comple-
tion of a diagnostic interview introduces a selective
loss of subjects and systematic biases in subse-
quent findings. With few exceptions [40], studies
of psychiatric disorders in primary care have either
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simply noted such a problem and speculated about
its effects or ignored it. The issue can be addressed
by examination of differences in screening data for
patients receiving a SCID v those who did not. For
patients scoring below the cutpoint on the CES-D,
few differences were found when we examined
the full range of demographic variables, total and
individual item scores on the CES-D, and the var-
ious patient self-rating scales on the screening
questionnaire. Patients receiving a SCID had re-
ported more physician visits in the past year, X*(2)
= 7.89, p < 0.05, were somewhat less likely to be
currently working, x*1) = 4.37, p < 0.05, and
were slightly younger, #(1241) = 2.02, p < 0.05.

A similar pattern of few differences was found
for patients with CES-D scores above the cutpoint
who received a SCID versus those who did not.
Those receiving a SCID were more likely to en-
dorse acute problems as their reason for a visit,
and were more likely to have a psychological com-
plaint for a secondary reason for a visit, X2Q2) =
6.70, p < 0.05. They also had fewer children under
age 6, t(328) = 2.00, p < 0.05.

Estimated Prevalence of Depressive Disorders

Table 1 presents the raw and weighted breakdown
of depressive disorders identified in the two-stage
selection and diagnosis procedure. To obtain
weighted estimates of prevalence, patients were
stratified according to whether they scored below

the cutpoint on the CES-D, and weights were as-
signed according to the proportion of screened pa-
tients receiving a SCID. These weights were then
used to adjust the observed number of patients in
each stratum diagnosed with major depressive dis-
order (MDD), any depressive disorder, or a psy-
chiatric diagnosis other than depression in the in-
terviews. For major depression, a weighted, esti-
mated prevalence of 13.5% (SE = 0.9) was
obtained. For all depressive disorders, a weighted,
estimated prevalence of 22.6% (SE = 1.1) was ob-
tained. Thus, little more than half of the depressed
patients met criteria for unipolar MDD, and even if
we count patients with bipolar disorder as MDD,
we still find that over a third of the depressed pa-
tients fail to meet criteria for MDD.

Nature and Correlates of Depressive Disorders

Severity of MDD. Table 2 gives the breakdown
of the patients with MDD according to severity as
assessed by DSM-III-R criteria as well as the mean
Hamilton scores for each of the categories. Accord-
ing to DSM-III-R, the category “mild” designates
patients with major depressive disorder who have
few, if any, symptoms in excess of what was
needed for a diagnosis and only minor impairment
in their social roles; “moderate” designates pa-
tients with symptoms or impairment falling be-
tween “‘mild” and “severe”’; and the “severe” cat-
egory indicates several symptoms in excess of

Table 1. Depressive diagnoses in the weighted and

unweighted sample

Unweighted  Weighted  Estimated
SCID diagnosis sample sample prevalence
N N
All major depression 91 57 13.5%
Major depression only 80 51
Double depression 2 1
Bipolar I, depressed 3 2
Bipolar II, depressed 6 3
Bipolar I, mixed 4 2
Bipolar II, mixed 2 2
Dysthymia 17 9
Adjustment disorder
with depressed or
mixed mood 20 18
Depression, NOS 0 0
Uncomplicated bereavement 7 6
Organic mood disorder _0 _0
Total depressive disorders 141 94 22.0%
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Table 2. Severity of major depression

Mild Moderate Severe
Number 2 (445%) 22 (37.9%) 10  (17.6%)
Mean 17-item
Hamilton Score  10.42 (6.17) 13.43 (7.24) 17.04 (5.06)

Note: Data missing for one subject.

what was required for a diagnosis and marked in-
terference with occupational functioning or usual
social involvements. DSM-III-R distinguishes
whether severe MDD is associated with psychotic
features, but for the purposes of our analyses, we
lumped the 1 patient with psychotic features with
the other patients with severe MDD. As can be
seen, the largest group of patients, over 40%, were
only mildly depressed in terms of severity of
symptoms and impairment. Indeed, the estimated
prevalence of MDD of at least moderate severity
was only 7.5% (SE = 0.7).

Demographic Variables. Table 3 provides com-
parisons of three groups of patients: those with
MDD, those with other depressive disorders, and
those without a depressive diagnosis. Starting
with demographic variables, we note that there
were no differences among the three groups in

terms of gender, age, or marital status. The ab-
sence of a gender difference in depression is note-
worthy. Although most depressed patients were
female, that was true of the sample in general.

Self-Ratings. In contrast to the null finding with
respect to demographic variables, self-ratings on
the screening questionnaire strongly distinguished
between the MDD patients and all others, as well
as between the patients with other depressive
diagnoses and the nondepressed patients. Nota-
bly, the MDD group reported being more de-
pressed and having more stress, and a greater
proportion of them rated themselves as having
less energy, often feeling worn out, and having
sleep and appetite disturbances. The patients with
other depressive diagnoses were distinguished
from nondepressed patients by higher self-ratings
of depression and stress and more frequent en-

Table 3. Demographic and clinical features in weighted sample

Major depression

Other depressed  Not depressed

N = 58 N =39 N = 329

Percent female 79.8% 76.1% 74.0%
Percent white 97.1% 95.5% 96.9%
Age 39.10  (12.97) 39.73  (16.77) 40.95 (14.68)
Percent currently married  74.0% 67.4% 78.5%
Hamilton rating 12.88 6.9* 7.98 (5.2 3.83 (3.79)
Global functioning 60.36 (9.5)*** 66.78 (10.1)*** 79.66 (8.85)
CES-D 26.02  (12.1y**  20.60  (11.8)*** 10.85 (8.0)
Percent lifetime Tx 68.6%*** 51.2%** 42.8%
Hospitalizations 0.21 (.50 0.13 (.64} 0.06 (.35)
Patient ratings of

Stress 5.89  (1.24)y*** 550  (1.75)* 4.58 (1.49)

Depression 4.64  (1.65)*** 4,06  (1.83)** 2.87 (1.61)

Much less energy 26.3%*** 5.7%* 3.3%

Often worn out 60.7%*** 40.5% 29.4%

Sleep (6 hours or less) 51.7%*** 33.9%" 24.5%

Appetite disturbance 18.3%*** 22.1%** 2.9%

For MDD patients, significance levels refer to comparisons between the MDD patients and all others.
For other depressed patients, significance levels refer to comparisons between them and nonde-

pressed patients.
p < 0.10; *p < 0.05; **p < 0.01; **p < 0.001.
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dorsement of having less energy and appetite dis-
turbance.

Clinical Variables. The MDD patients were also
distinguished from other patients in terms of a full
range of clinical variables, and the patients with
other depressive diagnoses were similarly distin-
guished from nondepressed patients. Specifically,
MDD patients were distinguished by scores on the
self-report CES-D, interviewer assessment on the
Hamilton Depression Rating Scale, interviewer rat-
ings of global functioning, and patient reports of
previous treatment and hospitalizations. This is a
rather consistent pattern of differences. However,
examination of mean scores on these standardized
measures indicates that even the MDD patients in
our sample were relatively mildly depressed and
high functioning. This is consistent with our ear-
lier finding that the largest group of MDD patients
had only mild severity according to DSM-III-R cri-
teria. Patients with other depressive diagnoses dif-
fered from nondepressed patients in terms of CES-
D, Hamilton Rating Scale, and Global Assessment
scores and past mental health treatment, but not
hospitalizations.

Psychiatric Comorbidity. There was a high rate
of lifetime psychiatric comorbidity for the patients
with MDD (Table 4). Notably, over 40% of them
had lifetime histories of anxiety disorder and over
40% similarly had histories of substance abuse,
which in each instance was significantly higher
than for nondepressed patients. Over a quarter
met criteria for current anxiety disorders which is
also significantly higher than for nondepressed pa-
tients. The patients with depressive disorders
other than MDD differed from the nondepressed
patients only in having greater lifetime comorbid-
ity for anxiety disorders, x2(1) = 4.4, p <0.05and
substance abuse, x*(1) = 4.16, p < 0.05. However,
the excess of current substance abuse over what
was found among nondepressed patients ap-
proached significance, x*(1) = 3.51, p = 0.06.

Discussion

This study examined depressive disorders among
family practice patients using unmodified DSM-
II-R criteria as assessed by the SCID, a structured
interview administered by a trained masters level
interviewer. Our results can be discussed in terms
of the prevalence, nature, correlates, and comor-
bidity of DSM-III-R depressive disorders in pri-
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Table 4. Comorbidity of depression and other
psychiatric disorders in a
weighted sample

Other Not
Comorbid MDD  depressed depressed
disorders (N=58 (N=239 (N=2329
Current anxiety 16%** 6 39
(28.0%) (16.0%) (12.0%)
Lifetime anxiety 25%* 13 64
(44.1%) (33.8%) (19.3%)
Current substance
abuse 3 3 10
(5.7%) (8.9%) (3.0%)
Lifetime substance -
abuse 24 18* 104
(42.6%) 47.7%) (31.5%)
Current
somatization 2 1 3
(2.9%) (2.8%) 0.9%)

*p < 0.05; **p < 0.001.

mary care. Yet, rather than uncritically accepting
the DSM-III-R diagnostic criteria as the “gold stan-
dard,” we can also utilize our results to evaluate
the appropriateness of these criteria for primary
care [16].

To summarize our findings, more than one in
eight family practice patients met criteria for MDD,
and overall, a fifth of the patients recruited met
criteria for some depressive disorder, if one in-
cludes uncomplicated bereavement which would
have been diagnosed as MDD on the basis of
symptomatology alone. However, over 40% of the
patients with MDD had few or no symptoms be-
yond what is needed to meet criteria, and as seen
in global assessment of functioning scores, they
were not substantially impaired. Demographic
variables did not distinguish between the de-
pressed and nondepressed patients, and, in par-
ticular, men in this sample were no less likely to be
depressed than women. As in another recent
study [41], the excess of depressed females oc-
curred because females were more likely to be
found in the waiting room of a family physician.

Self-ratings of stress, depression, and reports of
vegetative symptoms on a screening form distin-
guished between depressed and nondepressed pa-
tients. The same was true for CES-D scores, inter-
viewer ratings of depressive symptomatology and
global functioning, and patient reports of past
mental health treatment. Nonetheless, such clini-



cal findings are congruent with the ratings of se-
verity according to DSM-III-R in indicating that
much of the depression in primary care is rela-
tively mild and not associated with substantial im-
pairment.

Our findings thus indicate that depressive dis-
orders diagnosed according to DSM-III-R are
highly prevalent and yet relatively mild in primary
care. Our estimates of prevalence are substantially
higher than what was found in past studies [4,7-
11], but we may be among the first to apply un-
modified DSM-III-R criteria to a primary care pop-
ulation. Unlike past studies, we thus did not re-
quire for a diagnosis of MDD that a patient had
sought help, taken medication, or suffered impair-
ment in role functioning, and this may account for
both the higher prevalence and relative mildness
of the depression that we found. If we count only
cases of major depression with at least moderate
severity, our estimated prevalence is more in line
with past studies.

There was substantial psychiatric comorbidity—
notably current and lifetime anxiety disorders and
lifetime substance abuse—among patients diag-
nosed with MDD. With the hierarchical rule for
diagnosing anxiety disorders having been relaxed
in DSM-III-R, a quarter of the patients with MDD
were also diagnosed as currently having an anxiety
disorder. However, we should note that whereas
DSM-III-R allows for diagnosis of a panic disorder,
agoraphobia, social or simple phobia, or obsessive-
compulsive disorders in a patient with a concur-
rent mood disorder, it still does not allow for di-
agnosis of a generalized anxiety disorder (GAD)
when the anxiety is limited to the course of a mood
disorder. Furthermore, the SCID assesses only
current, not past anxiety disorders, and the GAD
module is simply skipped if the patient has a cur-
rent mood disorder. This feature of the SCID is
particularly unfortunate for the purposes of re-
search with primary care patients, because it limits
the opportunity for investigators to examine the
prevalence and significance of general anxiety
symptoms among depressed primary patients, in-
cluding the effects of such symptoms on physician
detection, differential diagnosis, and treatment of
depression, as well as patient acceptance of diag-
nosis and adherence to treatment. Though our re-
sults indicate a high prevalence of past and current
anxiety disorders among depressed primary care
patients, they undoubtedly underestimate the ex-
tent to which the depressed patients are also char-
acterized by considerable anxiety. Studies of de-
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pressed psychiatric patients suggest that panic dis-
orders, phobias, and obsessive-compulsive
disorders predict greater subsequent depressive
morbidity [42], but there is a lack of data for pri-
mary care patients or data relevant to the signifi-
cance of symptoms of anxiety that would other-
wise be sufficient to warrant a diagnosis of GAD.
We encourage modification of the SCID for the in-
vestigation of this topic, notably eliminating the
skipping of the GAD module when a mood disor-
der is present.

Two separate sets of issues have been raised
about the adequacy of DSM-III-R in primary care.
The first is that it may fail to allow for the diagnosis
of conditions of mild depression or mixed anxiety
and depression which may be highly prevalent.
Thus the criticism is that it provides too high a
threshold for diagnosis of these conditions. Yet,
we found that DSM-III-R allowed for identification
of a substantial number of depressed persons as
having MDD without substantial symptomatology
or impairment. Indeed, our results raise questions
whether DSM-III-R criteria are too lenient when
applied in an unmodified form to a primary care
population. Furthermore, DSM-III-R allows for the
diagnosis of additional patients with few depres-
sive symptoms as having an adjustment disorder
with depressed mood or mixed emotional features.
Depressed mood, tearfulness, or feelings of hope-
lessness in reaction to an identifiable is sufficient
for such a diagnosis if the symptoms are judged to
be in excess of a normal reaction or if they interfere
with everyday life. In our sample, such adjustment
reactions had a weighted prevalence of 4.2% and
accounted for a fifth of the depressive disorders.

On the other hand, it is possible that our use of
DSM-III-R criteria still failed to provide a diagnosis
for patients who have intermittent periods of
mood disturbances that meet neither the require-
ment of a 2-week duration needed for MDD nor
the absence of 2-month periods without symptoms
required for a diagnosis of dysthymia. It is also
possible that our application of DSM-III-R failed to
give diagnoses to substantial numbers of patients
who had mixed anxiety-depression states, but who
did not have a sufficient number of symptoms spe-
cific to either an anxiety or depressive disorder to
get any diagnosis [13,43]. The DSM-IV Draft Cri-
teria [44] proposes giving a diagnosis of Anxiety
Disorder NOS to such patients, and ICD-9-CM rec-
ognizes anxiety depression. Given the high rate of
comorbid anxiety disorders among patients who
were diagnosed with MDD, it is conceivable that
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some patients with mixed anxiety and depression
were not given a diagnosis even though their lives
were impaired by their combination of symptoms.

This must remain a matter of speculation. The
structure of the SCID is such that if patients fail to
give a positive answer to questions concerning
mood disturbances, other depressive symptoms
are not assessed.

The second set of issues about the application of
DSM-III-R in primary care concerns the validity of
findings for categories whose validity is based on
research that has mainly been conducted with psy-
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concerning the validity of psychiatric diagnoses in
primary care [16]. In contrast to DSM-III-R, the
next revision of the DSM incorporates impairment
criteria for major depression [44]. In order to be
diagnosed with major depression, a patient must
suffer significant distress or impairment in social
or occupational functioning in addition to meeting
symptom criteria. Application of such a rule would
undoubtedly have lowered the estimate of the
prevalence of depression in the present sample,
but the criteria are imprecise and their validity and
clinical utility will need to be specifically demon-
strated with primary care patients. In the absence
of significant distress, differences in the level of
role responsibilities faced by these patients, in-
cluding their employment status, would influence
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needed for a diagnosis of depression. These con-
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mildly symptomatlc patients without validly pre-
dicting differential response to treatment. Further-
more, even if the revised criteria would dictate that
a considerable proportion of the mildly depressed
patients found in the present study would no
longer be diagnosed as MDD, there is still the
question of how primary care physicians should
manage them. At the minimum, the existence of
such a group of mildly depressed patients high-
lights the nature of the challenges facing primary
care physicians attempting to adhere to practice
guidelines in their efforts to detect, diagnose, and
treat depression effectively.

A diagnosis of MDD has generally been shown
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ment with antidepressant medication or brief,
structured psvchotheranies in psvchiatric popula-
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tions [45]. Given the large number of studies com-
paring antidepressant medication to a placebo, it
has been estimated that the probability that anti-
depressant medication is no more effective than a
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placebo for MDD is less than 10731 [46]. However,
the National Institute of Mental Health Collabora-
tive Study [45] found that differences between ac-
tive treatments and placebo in a 16-week treatment
trial were not significant for patients having Ham-
ilton scores less than 21, and that would include
most of the depressed patients in the present
study. Limited studies with depressed patients
drawn from primary care have demonstrated ef-
fectiveness for both antldepressants and psycho-
lllﬂfdpy, Ul.lI lIleE are IEW IdIluOrI‘liZeu treatment
studies, and they tend to be methodologlcally in-
One aJ—nAy faiind of
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adeqguate [471
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amitriptyline to placebo in a sample of relatively
mﬂdlv denressed, gpnpra] prnrhnp patients [48].

However, this superiority was hmlted to patlents
with initial Hamilton scores of 13 or above, and
many of the depressed patients in this sample
would not meet that minimal severity criterion.
Thus, the mildness of the DSM-III-R major depres-
sion found in the present sample highlights the
need for more treatment outcome studies with rep-
resentative samples of depressed primary care pa-
tients.

Because results presented in this paper are lim-
ited to a single two-stage screening and structured
interview, they cannot provide definitive answers
as to the significance of the relative mildness of the
depression that was found. There is a need for a
longitudinal perspective in order to ascertain the
extent to which this mildness variously represents
an inherently mild and self-limiting condition or
the early or late stages of more serious episodes of
depression. Similarly, these results do not address
the extent to which intervention would be accept-
able or efficacious with these patients or the extent
to which the more mild depression represents vul-
nerability to subsequent episodes. It has been sug-
gested that persons with mild and even subsyn-
dromal depressive symptoms may be at risk for
more severe depression and thus suitable for pre-
ventive psychosocial intervention [49], but the
benefits of such interventions with primary care
patients remain to be demonstrated. It might also
be suggested that physicians adopt a strategy of
“watchful waiting” with such patients [50], but

thic wotld ha camimiar o ALICODPR T 3 dal
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hnes calhng for active treatment of patients meet-
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