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OBJECTIVES: 

 

To review recent findings on the epidemiology,
burden, diagnosis, comorbidity, and treatment of depression,
particularly in general medical settings; to delineate barriers
to the recognition, diagnosis, and optimal management of de-
pression in general medical settings; and to summarize ef-
forts under way to reduce some of these barriers.

 

DESIGN: 

 

M

 

EDLINE

 

 searches were conducted to identify scien-
tific articles published during the previous 10 years address-
ing depression in general medical settings and epidemiology,
co-occurring conditions, diagnosis, costs, outcomes, and
treatment. Articles relevant to the objective were selected
and summarized.

 

CONCLUSIONS: 

 

Depression occurs commonly, causing suffer-
ing, functional impairment, increased risk of suicide, added
health care costs, and productivity losses. Effective treat-
ments are available both when depression occurs alone and
when it co-occurs with general medical illnesses. Many cases
of depression seen in general medical settings are suitable for
treatment within those settings. About half of all cases of de-
pression in primary care settings are recognized, although
subsequent treatments often fall short of existing practice
guidelines. When treatments of documented efficacy are
used, short-term patient outcomes are generally good. Barri-
ers to diagnosing and treating depression include stigma; pa-
tient somatization and denial; physician knowledge and skill
deficits; limited time; lack of availability of providers and
treatments; limitations of third-party coverage; and restric-
tions on specialist, drug, and psychotherapeutic care. Public
and professional education efforts, destigmatization, and im-
provement in access to mental health care are all needed to
reduce these barriers.
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his report reviews recent findings on the epidemiol-
ogy, burden, diagnosis, comorbidity, and treatment

of depression, particularly in general medical settings; de-
scribes barriers to the recognition, diagnosis, and optimal
management of depression in general medical settings;
and summarizes efforts under way to reduce these barri-
ers. The American Medical Association’s Council on Sci-
entific Affairs produced a series of reports on depression
in 1991.
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METHODS

 

M

 

EDLINE

 

 searches were conducted to identify scientific
articles published during the previous 10 years addressing
depression in general medical settings and epidemiology,
co-occurring conditions, diagnosis, costs, outcomes, and
treatment. Articles relevant to the objective were selected
and summarized.

Major depression is the depressive disorder on which
most research has been conducted. Other depressive dis-
orders, such as dysthmyic disorder (“chronic” depression)
and mixed depressive-anxiety states, are also common in
general medical settings but have been studied far less.
Similarly, most research has been done in adult popula-
tions; this report notes a few instances of information
about children. Except for comoribidity, most of the re-
search in this area has been in primary care settings
rather than in more specialized medical environments;
most research on treatment has been conducted in spe-
cialty mental health settings.

 

EPIDEMIOLOGY IN GENERAL MEDICAL SETTINGS

 

Depressive disorders are common in the general pop-
ulation, with a point prevalence of about 2% to 4% for
major depressions

 

2

 

 and about a 20% lifetime risk for the
development of major depression or dysthymic disorder.

 

3,4

 

The rate of depression among women is 2 to 3 times that
of men.
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 These findings are based on large community
surveys using structured interviews. Of those seeking
help for depression in the United States, nearly three
fourths go to a primary care physician rather than to a
mental health professional. The most common presenta-
tion in primary care is not dysphoria but rather com-
plaints of sleep disturbance, fatigue, or pain.
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 Overall, 5%
to 10% of ambulatory primary care patients and 10% to
14% of medical inpatients suffer from major depression.
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One study in a general internal medicine practice treating
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a diverse population found that 10% of the patients had
diagnosable depressive disorders, while 11% had a disor-
der with depressive symptoms that did not fit into any
standard diagnostic categories
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; this underscores the
high prevalence of depressive complaints that do not fit
into current diagnostic schemes.

Another study examined more than 1,000 primary
care patients whose diagnostic screen was positive for
major depression and who then underwent a psychiatric
evaluation.
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 Seventy percent of these patients were suffer-
ing from major depression that could be treated in a pri-
mary care setting, 13% had major depression but re-
quired specialty sector care, and 17% had conditions
other than major depression. Of those with major depres-
sion suitable for primary care treatment, nearly 75% had
suffered at some time during their life from an additional

 

Diagnostic and Statistical Manual of Mental Disorders, 4th
ed.

 

 (DSM-IV) axis I disorder (most commonly generalized
anxiety or panic disorder),
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 and 68% were felt to have an
axis II (personality) disorder. A high percentage had expe-
rienced episodes of major depression prior to the study
episode. This study illustrates both benefits and limita-
tions of screening, the predominance of cases suitable for
primary care setting treatment, the need to inquire about
past history of depression, and the high rates at which
other psychiatric disorders co-occur with depression.

 

BURDEN

 

Among the well-known burdens caused by depres-
sion are patient suffering, family distress and conflict, im-
paired cognitive development of young children in cases of
postpartum depression,
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 and the strikingly increased
risk of suicide. More recent studies have examined the
impact on functioning and the economic burdens. The
Medical Outcomes Study looked at patient physical func-
tioning in several chronic diseases. Patients with depres-
sion had functioning scores about the same as those with
advanced coronary artery disease, scores that were in
turn lower than all other conditions studied, including
hypertension, diabetes mellitus, and arthritis.
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 This im-
pairment in functioning, when coupled with the high
prevalence, chronic or relapsing course, and frequent
early onset, led a group of World Health Organization re-
searchers to conclude that unipolar major depression is
the leading cause of disability worldwide.

 

13

 

 Functional im-
provement occurs with effective treatment.

Costs of depression in the United States have been
estimated at $43 billion per year.
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 Only 30% of the cost is
from direct medical care; the remainder is from prema-
ture death and impaired workplace productivity. The eco-
nomic cost to employers is estimated at $6,000 per de-
pressed worker per year.
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The effects of depression on consumption of medical
care are striking. When the diagnosis of depression is
missed, the search for physical explanations of symptoms
causes unnecessary increases in medical utilization rates.

When depression co-occurs with other general medical
conditions, patient adherence to treatment is worsened,
chances for improvement or recovery from the other con-
dition are lessened, and health care costs are further in-
creased.

 

16

 

 One study in a large group HMO compared two
groups of “high utilizers” (i.e., patients whose annual
medical expenses were above the HMO median). Costs for
high utilizers who were depressed were $1,500 higher per
year than for those who were not depressed.
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 Health care
costs in patients with depression and co-occurring medi-
cal illness are increased even when the nature and sever-
ity of the medical condition are controlled.
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DIAGNOSIS

 

The diagnosis of major depression is fundamentally
clinical. As with most psychiatric disorders, it is made on
the basis of a careful clinical interview and mental status
examination. Considerable evidence suggests that such
an interview is comparable in sensitivity and specificity to
many radiologic and laboratory tests commonly used in
medicine. The criteria in the DSM-IV (Table 1) are gener-
ally considered the standard diagnostic approach. Major
depression is a syndromal diagnosis: on the basis of the
patient’s medical history and physical examination, it
may be appropriate to consider other psychiatric disor-
ders (obsessive-compulsive disorder, panic disorder, bu-
limia nervosa, dementia), general medical conditions,
medications, or a substance use disorder as etiologic and
to pursue relevant diagnostic investigations.

A number of screening tools are available to help phy-
sicians identify patients most likely to be depressed. As
with most screening instruments, they tend to be fairly
sensitive but not too specific for identifying depression.
Most authors suggest screening when the physician has
some a priori suspicion of depression, typically a specific
depressive symptom, unexplained physical symptoms,
impaired functioning, or subjective distress out of propor-
tion to a known general medical condition, or another
psychiatric disorder. Physicians must interpret specific
screening results correctly and appreciate the need to
carry out further clinical assessment. No preventive ser-
vice guide calls for depression screening in asymptomatic
individuals.

 

20,21

 

Long-established, symptom-oriented patient self-report
screens include the General Health Questionnaire,
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 the
Beck Depression Inventory,

 

23

 

 the Symptom Checklist,

 

24

 

the Inventory of Depressive Symptoms,

 

25

 

 and the Zung
Depression Scale.
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 Scores above a predetermined cutoff
suggest the need to perform a more comprehensive evalu-
ation for depression. These screens have sensitivities of
70% to 85% and specificities of about 80%. The Center for
Epidemiologic Studies Depression scale

 

27

 

 and the short-
ened Geriatric Depression Scale

 

28

 

 have been proposed
as particularly valuable in the elderly.
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 These tools are
designed simply to produce a depression rating (sever-
ity) score; however, two more recent instruments, the
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Symptom-Driven Diagnostic System for Primary Care

 

30

 

and the Primary Care Evaluation of Mental Disorders,

 

31

 

are diagnosis-oriented, patient-administered screens that
are supplemented by a clinician-driven diagnostic module
if any of the patient screens are positive. These instru-
ments probe for several different psychiatric disorders, in-
cluding major depression. There also are other symptom
checklists or inventories. All screens require diagnostic
confirmation by a careful clinical interview.

The primary care version of DSM-IV provides in abbre-
viated form the DSM-IV diagnostic criteria of the mental
disorders most commonly seen in primary care settings,
including depression.

 

32

 

 It also contains symptom-driven
algorithms to move from a patient’s complaint to a spe-
cific diagnosis. A pediatric version has been developed by
the American Academy of Pediatrics.

 

33

 

 The World Health
Organization has developed a primary health care version
of the International Classification of Diseases dealing with
mental disorders (ICD-10 PHC, chapter 5) that contains
cards with information about the common complaints,
diagnosis, and management of 24 common psychiatric
disorders.
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Several aspects of the DSM approach may be prob-
lematic in a medical setting. A number of the symptoms
are somatic. Although the diagnostic criteria give equal
weighting to all nine symptoms, clinicians often fail to
consider depression as part of a differential diagnosis of
the patient’s chief complaint unless the complaint itself is

of dysphoria or the patient is observably and notably sad.
Patients may tend to emphasize physical symptoms be-
cause these are most troubling, because they are reluc-
tant to disclose emotional distress, or because they be-
lieve the physician will be most interested in or helpful for
those symptoms. At times, it may be difficult to determine
whether any particular symptom is caused by a depres-
sion or by another medical disorder.

 

COMORBIDITY

 

Depression occurs frequently with anxiety disorders
and with substance use disorders, including alcoholism.
More recent research highlights the relation between nic-
otine addiction and depression.

 

35

 

 Diagnosis of co-occurring
depression and substance abuse is complicated, as either
condition may overshadow the other. A number of recent
textbooks and review articles are devoted to issues of di-
agnosing and treating depression and other psychiatric
disorders in general medical populations.

 

36–38

 

Recent studies and reviews confirm the high rates of
depression and its morbidity seen in many general medi-
cal conditions, especially those that affect the central ner-
vous system. Table 2 summarizes some of the studies
examining the rates of depression in various medical con-
ditions.

Advanced age also may be an important factor that
exists concurrently with depression. Depression in the

 

Table 1. Criteria for Major Depressive Episode

 

*

 

A. Five (or more) of the following symptoms have been present during the same 2-week period and represent a change from 
previous functioning; at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

 

†

 

1. Depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g., feels sad or empty) or 
observation made by others (e.g., appears tearful). 

 

Note: In children and adolescents, can be irritable mood.

 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (as indicated by 
either subjective account or observation made by others).

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body weight in a month), or 
decrease or increase in appetite nearly every day. 

 

Note: In children, failure to make expected weight gains.

 

4. Insomnia or hypersomnia nearly every day.
5. Psychomotor agitation or retardation nearly every day (observable by others, not merely subjective feelings of restlessness 

or being slowed down).
6. Fatigue or loss of energy nearly every day.
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not merely self-

reproach or guilt about being sick).
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed 

by others).
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific plan, or a suicide 

attempt or a specific plan for committing suicide.
B. The symptoms do not meet criteria for a Mixed Episode.
C. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of 

functioning.
D. The symptoms are not due to the direct physiologic effects of a substance (e.g., a drug of abuse, a medication) or a general 

medical condition (e.g., hypothyroidism).
E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of a loved one, the symptoms persist for longer 

than 2 months, or are characterized by marked functional impairment, morbid preoccupation with worthlessness, suicidal 
ideation, psychotic symptoms, or psychomotor retardation.

*

 

From American Psychiatric Association.
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†

 

Note: Do not include symptoms that are clearly due to a general medical condition, or mood-incongruent delusions or hallucinations.
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elderly may be particularly hazardous and costly if un-
treated, and it also may be more complicated to treat.

 

39–41

 

Finally, untreated depression in the presence of terminal
medical illness is one of several psychosocial factors asso-
ciated with patient requests for physician assistance in
dying.

 

42

 

TRENDS IN TREATMENT

 

Recent trends in the treatment of depression have
been driven by scientific advances as well as changes in
the practice environment. Over the past 10 years, nine
newly marketed antidepressants (fluoxetine [Prozac], ser-
traline [Zoloft], paroxitene [Paxil], bupropion [Wellbutrin],
venlafaxine [Effexor], fluvoxamine [Lu-vox], nefazodone
[Serzone], mirtazapine [Remeron], and citalopram [Cel-
exa]) were released in the United States. These drugs are
structurally and pharmacologically quite different from
the older tricyclic and monoamine oxidase inhibitor agents.
For the most part, these drugs exhibit a more benign side
effect profile, a simplified dosing strategy, better patient
adherence, and a lower risk of death in overdose situa-
tions compared with the older drugs. As a result, they
have quickly been adopted in medical settings, and sev-
eral are among the most commonly prescribed drugs in
all of medicine. These newer drugs do, however, continue
to demonstrate the delay in full therapeutic action (sev-
eral or more weeks) seen with older drugs, they generally
lack a clear relation between serum drug level and thera-
peutic response, and some pose risks of significant drug-
drug interactions with other medications.

 

43

 

Parallel advances in the development and testing of
psychotherapies have occurred as well. Cognitive behav-
ioral and interpersonal psychotherapy, which are both
structured and time-limited in nature, have been shown
to be equal in efficacy to antidepressant medication for
mild-to-moderate, nonbipolar, nonpsychotic major de-
pression, the type seen most commonly in general medi-
cal settings.
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 Such therapies offer a genuine alternative
to patients intolerant of or averse to using antidepressant

medications, to those who prefer psychotherapy, and to
pregnant or nursing women. It is still uncertain whether
combining pharmacotherapy and psychotherapy yields
better outcomes than either form of treatment alone.

 

45,46

 

The exact role of other forms of psychotherapy (e.g., be-
havioral, marital/family, group, psychodynamic) in de-
pression also remains unclear.

These specific therapies for major depression are dif-
ferent from the general supportive care offered by many
physicians. Although such support may be vital to the
doctor-patient relationship, may encourage medication
adherence, and can be helpful to the patient, there is no
empirical evidence of its efficacy as a specific treatment
modality. Few nonpsychiatrist physicians are trained in
cognitive-behavioral or interpersonal psychotherapy, al-
though other specific forms of counseling by the primary
care physician may also improve outcomes.
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 Primary
care physicians most commonly prescribe medications
themselves as a sole treatment modality, offer a few ses-
sions of supportive psychotherapy, or refer patients to
mental health practitioners for psychotherapy (either as
sole therapy or in conjunction with primary care antide-
pressant prescribing, so-called split treatments). The im-
pact on outcomes of these different provider approaches
is not well understood.

 

49

 

A further development in depression treatment is the
growing appreciation of depression as a chronic, often re-
current illness. At least 50% of those who experience an
episode of major depression without a co-occurrent gen-
eral medical condition will go on to have another, and af-
ter several such episodes the risk of future recurrences
probably exceeds 90%. In addition, while most patients
make a full recovery from any particular episode (with or
without treatment), about one fifth to one third have a re-
sidual persistence of symptoms or impairment in func-
tioning or both.

 

50

 

 Thus, interest has increased in using
medications prophylactically (after a likely episode recov-
ery but in anticipation of a subsequent one), particularly
after the patient has experienced several episodes. In ad-
dition, studies have sought to clarify whether any specific

 

Table 2. Rates of Depression Co-Occurring with Other Medical Conditions

 

Condition Depression Rate, % Comment

 

Myocardial infarction 20–40 In 6 months after myocardial infarction
Parkinson’s disease 40 About half major depression, half dysthymia
Huntington’s disease 50 About half major depression, half dysthymia
Alzheimer’s disease 30–35 Generally early in illness course
Stroke 25–50 Major depression in first year after stroke; risk correlates with site of lesion
Cancer 3–50 Varies with type, location, stage
HIV/AIDS 10–20 In later stages, 4%–11% in asymptomatic seropositive
Rheumatoid arthritis 12 Up to 42% lifetime
Diabetes mellitus 14–18 33% lifetime
Chronic pain 30 60% lifetime
Disabling tinnitus 60 75% lifetime
End-stage renal disease 5–22
Spinal cord injury 37
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psychotherapeutic interventions afford a protective effect
against future episodes (i.e., after cessation of psycho-
therapy or when it is provided at infrequent intervals).

 

51

 

Much of the information on illness prevalence, course,
and treatment efficacy was reviewed, synthesized, and
published as a set of treatment guidelines on depression
for primary care settings by the Agency for Health Care
Policy and Research (AHCPR).

 

52

 

Several trends also have emerged as a result of
changes in health care delivery systems. There is growing
appreciation of the important role of the primary care sector
in caring for those with a variety of psychiatric illnesses.

 

53

 

The “gatekeeper” role has come to include an increased
pressure on primary care physicians to diagnose and treat
depression themselves. This pressure is both clinical (they
can provide more integrated care) and economic (to limit
more costly specialty sector referrals). As with other ill-
nesses, patients with uncomplicated depression are likely
to receive care from their primary care physician, while
those with complex (e.g., bipolar, psychotic, suicidal, other
co-occurrent psychiatric disorders such as substance use
disorders) or treatment-refractory illnesses, or those requir-
ing specialized treatments (e.g., electroconvulsive therapy,
light therapy, cognitive-behavioral psychotherapy) may be
followed in the specialty mental health sector.

There has been a dramatic rise in recent years of
mental or behavioral health “carve outs,” where an orga-
nizational entity contracts with a managed care organiza-
tion or other general health provider to provide all ser-
vices for patients identified as in need of mental health
services. This entity may be clinically or geographically
distinct from the primary medical care setting. The pro-
posed advantage of this approach is to guarantee an ex-
pert set of specialized clinicians and services that can
care for all of a patient’s mental health problems (e.g., de-
pression, substance abuse, personality disorders) and
provide an optimal level of access and treatment setting
(e.g., outpatient office, partial hospital, detoxification set-
ting, inpatient hospital). Potential disadvantages center
on the fact that such care is not integrated into the pa-
tient’s general medical care. Thus, the patient may need
to utilize different facilities, the record-keeping system is
separate, and the feedback loop between referring and
treating clinician is stretched or nonexistent. Unlike tra-
ditional practice in which the referring physician selects
the consultant (often based on previous shared experi-
ences), carved-out care seldom allows the primary care
physician to decide to whom he or she is sending the pa-
tient or even which type of mental health professional the
patient will see. However, to date there has been little re-
search to inform this debate.

 

MANAGEMENT IN GENERAL MEDICAL SETTINGS

 

A number of studies indicate that about half of those
with psychiatric disorders (including depression) are de-
tected in primary care settings.

 

54

 

 Only about half of these

receive any treatment, and that occurs largely (50% to
75% of the time) in the primary care setting rather than in
the mental health care system.

A multisite outpatient study of health care system
factors in the recognition and care of depressed patients
found that 46% to 51% of these patients were recognized
by medical clinicians, while 78% to 87% were recognized
by mental health specialists.

 

55

 

 Among the medical clini-
cians, depression was less likely to be recognized or
treated under a prepaid system than under fee-for-service
care. Nonetheless, depression outcomes in the general med-
ical sector were similar under prepaid and fee-for-service
care (because rates of treatment were similarly low to
moderate in both payment systems).

 

56

 

Several studies have examined physician factors that
may influence recognition of depression. In one study,
high physician interest in psychosocial issues did not cor-
relate with the type of interviewing behaviors necessary to
diagnose depression. Several specific interviewing behav-
iors did, however, lead to great recognition of depression,
including open-ended questioning, periodically summa-
rizing the patient’s information, and responding to non-
verbal and emotional patient cues.

 

57

 

 Robbins and col-
leagues found that primary care physicians who were
more sensitive to affective and nonverbal patient cues made
more psychiatric diagnoses, and physicians who tended
to blame patients for their depression made fewer and
less accurate diagnoses.
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 Overall, these authors found
that false-positive psychiatric diagnoses were uncommon.

A few studies have examined the impact of recogni-
tion on patient outcomes. Simon and VonKorff screened
patients attending a primary care clinic and interviewed
those with positive depression screens: they found that
unrecognized and untreated cases had a milder self-
limited illness.
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 As a result, they concluded that a focus
on increased recognition might not improve overall out-
comes significantly. The Groningen Primary Care Study
also found that recognition of psychological disorders by
primary care physicians was not associated with better
patient outcomes, and concluded that recognition was
necessary but not sufficient unless primary care physi-
cians had the skills or resources to provide appropriate
treatments after making a diagnosis.

 

60

 

Katon and Gonzales reviewed all randomized trials of
mental health interventions in primary care settings de-
veloped by consultation-liaison psychiatrists.
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 They too
concluded that screening interventions and feedback to
the primary care physician somewhat increased recogni-
tion and treatment of depression, but that the effect on
patient outcomes was unclear. In general, although the
link between diagnosis and treatment of depression may
seem conceptually clear, in practice these tasks are not
invariably linked.

 

62

 

A recent review of studies of unrecognized psychiatric
illnesses in general medical outpatient settings found
that: (1) half of the disorders were unrecognized; (2) the
natural history of unrecognized depression suggested no
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worsening of course; and (3) interventions to teach physi-
cians led to greater recognition and treatment but had lit-
tle short-term effect on symptoms or health care use.

 

63

 

The review concluded that efforts to increase recognition
alone that are not connected to strategies to improve
management may not reduce patient suffering or de-
crease health care costs. Nonetheless, this conclusion
may be less applicable over a longer period of time, as
some milder depressions may worsen slowly over time.

Four studies have examined the rates of recognition
of psychiatric disorders in children in primary care set-
tings: the percentage of cases recognized ranged from
17% to 59%.
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 Insufficient data exist to reach any con-
clusions about the clinical or economic significance of
such nonrecognition in children.

Even when patients’ depression is recognized, treat-
ment provided is highly variable. One study on high utiliz-
ers of one HMO’s primary care medical services (a patient
group known to be at high risk of depression) found that
half of these patients were clinically depressed, yet only
45% of the depressed high utilizers had received an anti-
depressant during the preceding year.
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 Only one fourth
of those receiving an antidepressant received a dose or
duration of treatment that would be considered adequate
by relevant practice parameters.

Another study that looked at depression treatment in
a variety of different primary care settings found that only
11% of mildly and 29% of markedly depressed patients
received any antidepressant.
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 In that same study, only
about one third of all of the patients cared for by psychia-
trists received any antidepressant, and only 41% received
an adequate dose. In another study in a group of academ-
ically affiliated primary care offices, physicians were ex-
plicitly informed by investigators of patients with major
depression and urged to provide treatment.
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 Only about
three fourths of the patients were treated, 60% of them
with antidepressants; only 43% of those prescribed anti-
depressants received them in amounts consistent with
AHCPR guidelines.

Psychotherapy or counseling is even scarcer in pri-
mary care settings. In the Medical Outcomes Study con-
ducted at multiple sites, less than half of depressed pa-
tients in the general medical sector settings received 3
minutes or more of counseling from their primary care
physicians.
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 Counseling rates were lower under prepaid
than fee-for-service plans.

A limited number of studies have examined the effect
of increasing treatment to depressed patients by various
methods. One small uncontrolled study examined high
utilizers who were depressed and who were treated by the
primary care physician with antidepressants following a
study protocol. There were significant reductions in symp-
toms, improvements in quality-of-life measures, and in-
creases in work performance. Overall general medical costs
fell by 50%, and even when depression treatment costs
were figured in, there remained a modest cost saving.
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Sturm and Wells estimated the effects of restricting
access to specialty care and predicted that shifting pa-
tients away from mental health specialists decreased
costs but worsened patients’ functional outcomes.
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 They
suggested that there should be quality improvement in
the general medical sector rather than changing the pri-
mary care–specialty care mix. Schulberg and colleagues
attempted to have primary care physicians follow AHCPR
guidelines for treatment of depression.
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 They found that
doing so is feasible but challenging, that keeping patients
in treatment is problematic (only 33% completed a full
treatment regimen per the guidelines), and that physi-
cians need to be more flexible than the guide regimens
suggest.
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 There was a 70% recovery at 8 months when
AHCPR guidelines were adhered to versus a 20% recovery
among patients receiving usual care, suggesting high ef-
fectiveness of the guidelines. In those recovering, func-
tional improvements occurred across a broad range of do-
mains in addition to symptomatic improvement.

 

76

 

Two recent studies looked at a multifaceted interven-
tion that integrated a psychiatrist or psychologist into the
primary care area. The intervention consisted of a struc-
tured program of patient education, behavioral counseling,
improved psychopharmacologic management, drug refill
tracking, and physician education. This approach led to sig-
nificant improvement in depression, patient satisfaction,
medication adherence, and cost-effectiveness when com-
pared with usual care, but only for those with major depres-
sion and not for those with minor (milder) depression.
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BARRIERS TO OPTIMAL MANAGEMENT

Recognition Barriers

 

Because of the stigma still attached to psychiatric ill-
nesses, many patients are reluctant to acknowledge to
themselves or their physicians that they are experiencing
emotional distress. Patients may deny or minimize symp-
toms, rationalize them as expectable because of life
stresses or as due to other general medical problems, be-
lieve them to be failures of will or moral shortcomings, or
not see them as within the physician’s purview or capa-
bilities. These attitudes may be reinforced by familial or
cultural beliefs. Similarly, patients may be reluctant to
disclose information they fear could be included in insur-
ance or employment records; they may be especially con-
cerned about having a psychiatric diagnosis recorded.
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Attention also has been called to physician deficits in
this area.

 

81,82

 

 Some physicians harbor the belief that de-
pression is not a “real” illness. Some believe that depres-
sion reflects a personal shortcoming or laziness and is
thus something the patient could improve with more ef-
fort, willpower, or “positive thinking.” Others are doubtful
about the existence of depression as a clinical entity
because of the absence of confirmatory laboratory or ra-
diologic studies. These doubts may take different forms,
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from simply never inquiring about depressive symptoms
to having an unduly high threshold for considering de-
pression in the differential diagnosis of a patient’s chief
complaint.

Even when attitudes are appropriate, some physi-
cians lack the requisite skills to properly elicit the rele-
vant history.
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 Many adopt a highly focused closed-ended
interviewing technique that may prevent patients from
bringing up affectively laden or psychosocial material.
Failure to recognize nonverbal cues and to ask follow-up
questions in response to indications of distress are also
potential impediments to obtaining an appropriate his-
tory. Some physicians fail to offer empathic, supportive
comments during the interview, cues that patients may
interpret as lack of interest or unwillingness to discuss
these concerns. Finally, some physicians, uncomfortable
with displays of affect, may consciously or unwittingly
steer the interview toward less difficult areas.

Differences in age, gender, or cultural background
may result in barriers in the interaction between patient
and physician. One of the most common interactional
barriers is the medicalization of presenting complaints.
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As discussed above, 50% to 70% of depressed patients
will present with somatic rather than psychological com-
plaints.
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 Patients may believe or hope that something
physical is wrong, the cause will be found, and they will
be healed. Because of stigma issues, there may be a po-
tent investment on the part of the patient in keeping the
focus on the somatic complaints. The physician, too, may
feel more comfortable in the physical realm, and the as-
sessment will emphasize these complaints. This focus in
medical training, which covertly reinforces a more limited
biomedical rather than biopsychosocial model, has been
referred to as the “hidden medical curriculum.”

 

86

 

 Symp-
toms that are not physical in nature (e.g., sadness, guilt,
hopelessness) may not be asked about or voiced by the
patient, and the recognition that the patient has a psychi-
atric disorder eludes both patient and physician. This ap-
pears to be especially the case among older patients.

Medicalization and other barriers may be compounded
by the increasing time demands of an office visit. Physi-
cians may be reluctant to elicit affectively laden informa-
tion that can require more time to explore and to reach
closure. Patients also may be reluctant to discuss topics
for which they know insufficient time may be available. In
addition, physicians often have a multiplicity of tasks
during an office visit, such as assessment and ongoing
management of known general medical problems, preven-
tion and health maintenance, and paperwork. Limited re-
muneration for the time spent on assessing depression
may influence the outcome.

In addition, the lack of appropriate performance stan-
dards for depression in managed care and other medical
settings limits knowledge of actual practice and impedes
feedback to clinicians, administrators, consumers, and
purchasers of health care.

 

Diagnostic Barriers

 

One group of barriers concerns physician appraisal of
the patient’s willingness to consider having a psychiatric
disorder. Physicians may not wish to compromise patient
confidentiality or may fear offending patients or families
by making a psychiatric diagnosis. At times, physicians
may accurately assess that a patient is simply not ready
to accept a diagnosis (e.g., by observing defensiveness
during relevant inquiries), so they defer a full assessment
decision about the diagnosis.

Other barriers pertain to appropriate diagnostic crite-
ria. The DSM-IV criteria were developed largely in psychi-
atric settings, and some have questioned their applicabil-
ity to primary care and other medical situations. One
controversy concerns patients who meet some but not all
criteria for major depression, a group encountered far
more often in primary care than psychiatric settings. An-
other problematic group are those with mixed symptoms
of depression and anxiety that fall short of DSM-IV
thresholds for a disorder. Patients in either of these
groups may be symptomatic and have functional impair-
ment but, because they fail to meet full diagnostic crite-
ria, may not be appropriately diagnosed or treated.

A third set of factors relates to inadequate physician
knowledge about depression. Physicians may be unfa-
miliar with the diagnostic criteria and thus may not ap-
preciate the differences between transient sadness, be-
reavement, and a clinical illness. Others understand the
diagnostic criteria but fail to appreciate the import of the
illness: they may believe it will remit spontaneously, that
it is understandable in the context of the patient’s life, or
that it does not cause much suffering or dysfunction.
Thus, they may not perform a careful diagnostic assess-
ment because they would not be inclined to treat anyway.

The complexities of some clinical situations also may
impede an accurate diagnosis. Symptoms of certain con-
current general medical conditions may overlap those of
depression and may be attributed to the concurrent con-
dition. A similar attribution problem may occur when a
patient is taking medications that can cause depressive
symptoms. When patients have another psychiatric disor-
der in addition to depression (e.g., panic disorder), that
condition’s symptoms might overshadow the depression
and cause a missed diagnosis. Finally, depression may
simulate other psychiatric disorders (e.g., dementia) and
thus confound the diagnostic process. One study found
that recognition of depression by primary care physicians
was only 29% in patients with comorbid general medical
illness versus 67% in those without comorbidity.
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Financial considerations also may intrude: for exam-
ple, reluctance to diagnose depression in a patient with
little or no mental health third-party coverage because
the patient may be unable to obtain care once the diagno-
sis is made. The physician may find it necessary to treat
specific physical symptoms (e.g., insomnia, pain, fatigue)
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because these nonpsychiatric disorders will be covered.
Rost and colleagues describe some of the reasons that
physicians deliberately miscode diagnoses.
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Treatment Barriers

 

Some patients may be unwilling to accept a diagnosis
of depression and thus will not accept any treatment.
Others may be hesitant about beginning specific treat-
ments. Some patients are reluctant to take antidepres-
sants for fear of “becoming addicted,” “needing a crutch,”
taking “mind-control drugs,” or for other reasons; some
may then be prone to mislabel pretreatment symptoms as
drug-related after beginning on antidepressants.
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 Other
patients will avoid psychotherapy, fearing it to be too in-
trusive, complicated, lengthy, expensive, or overly focused
on childhood experiences. Patients who begin treatment
may be dissuaded by unexpected or unpleasant side ef-
fects of medications, delay in sufficient improvement, or
difficulty in forming an alliance with a psychotherapist.
Patients also may be reluctant to see a mental health spe-
cialist even if such services are available.

Even if patients initially agree to treatment, they
must adhere to enough of a treatment plan to make it
likely that outcomes will be improved. Many patients dis-
continue their medications within the first month.
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 Pa-
tient education improves adherence for those with depres-
sion in almost all studies in which it has been examined,
as it does for many other medical conditions. The differ-
ence between outcomes of adherent and nonadherent pa-
tients may be considerable, equivalent to the difference
between active antidepressant use and a placebo.
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Several physician-related barriers exist as well. As
noted above, too many physicians interpret a depression
as “appropriate” for the patient’s circumstances and thus
not in need of treatment. At other times, physicians will
fail to appreciate the duration or severity of a depression
and take an inappropriately expectant approach, with-
holding treatment for a certain time or unless certain con-
ditions are met.

Even when the physician decides that treatment is
warranted, the treatment offered may be suboptimal. An-
tidepressants may be prescribed in inadequate doses or
for periods too short to be effective. A common problem is
that a physician reacts to reports of side effects that occur
shortly after starting an antidepressant by discontinuing
the drug, lowering the dose below the therapeutic range,
or switching to another drug. This may lead to a series of
inadequate drug trials, resulting in multiple side effects
but no improvement. Not uncommonly, the patient may
decide to forgo further treatment.

Similar problems may occur with psychotherapy. Be-
cause few physicians are trained in the empirically proven
effective psychotherapies, brief office counseling may be
offered. This results in psychotherapy of inadequate in-
tensity or duration. Even if referral is made to a mental
health practitioner, that clinician too may undertake a

form of psychotherapy (most commonly psychodynamic
psychotherapy) that has not been proved to be efficacious
for depression.

A number of health care system factors also serve as
barriers to treatments. Third-party coverage for mental
health care may be limited or nonexistent. Thus, patients
may be covered for only a certain number, duration, or
frequency of psychotherapy sessions. Even though the
empirically validated psychotherapies generally require
only 12 to 20 sessions, this often exceeds a health care
plan’s limits for psychotherapy. Visits for medication
checks, even if provided by the primary care physician,
may be considered part of the mental health benefit, so
the lowered limits on visits, percentage of reimbursement,
or total costs covered and any higher copayments may ap-
ply. In some settings in which mental health care is
carved out, primary care physicians may not be reim-
bursed for any treatment of depression they provide.

In many areas (particularly rural), availability of men-
tal health professionals may be limited, and patients
must make do with whatever care the primary care physi-
cian or a limited mental health clinician community can
provide. Patients who are covered by mental health carve
outs must accept the care provided through that system,
even if it is difficult to access or limited in provision.

It is likely that the use of newer antidepressants, de-
spite being more expensive than older agents, results in
equal or lower total costs overall by reducing adverse drug
reactions, drug monitoring, and hospitalizations for wors-
ened depression or other adverse events (e.g., severe side
effects, suicide attempts).
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 Nonetheless, some man-
aged care organizations continue to influence treatment
by formulary restrictions of antidepressant drugs, often in
favor of older, less expensive, and less safe choices. Man-
aged care organizations also may influence physician be-
havior by discouraging appropriate specialty referrals,
thus reducing access of depressed patients in need of spe-
cific psychotherapies or more expert psychopharmaco-
logic care.

Barriers to recognition, diagnosis, and optimal treat-
ment are summarized in Table 3.

 

ACTIVITIES TO REDUCE BARRIERS

 

Many professional organizations and advocacy groups
have drawn attention to the undertreatment of depression
and the need to increase public and professional aware-
ness. For example, a consensus panel sponsored by the
National Depression and Manic-Depressive Association
issued a report on undertreatment of depression,
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 pro-
posing five immediate steps to reduce the gap between
knowledge about depression and actual treatment re-
ceived: enhancing the role of patients and families, devel-
oping performance standards for behavioral health care,
increasing provider knowledge and awareness, enhancing
collaboration among providers for disease management,
and conducting research for new treatments.
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Many attempts have been made to identify critical
skills and knowledge for primary care physicians. A model
curriculum for physicians to diagnose and treat the most
common mental and behavioral disorders seen in primary
care settings has been developed by a task force of the So-
ciety for General Internal Medicine, with input from the
American College of Physicians, the American Academy of
Physician and Patient, the American Association of Medi-
cine and Psychiatry, and the American Psychiatric Associ-
ation.94 Major depression and dysthymia are included
among the “mental disorders of central importance in pri-
mary care.”

The importance of family physicians has been high-
lighted by publications such as a White paper of the
American Academy of Family Physicians that referred to
mental health services as “an essential component of
comprehensive primary medical care.”95 A model curricu-
lum for the psychiatric training of family practitioners
also has been developed.96

The primary care version of DSM-IV is designed to as-
sist in the recognition and diagnosis of depression; prac-
tice guidelines for treating major depression in adults in
primary care settings have been developed by the AHCPR.
The American Psychiatric Association, with input from
many medical organizations, also has developed treat-
ment guidelines for major depression in adults, which are
primarily directed at psychiatrists, but may be helpful to
primary care physicians as well.97

An example of an approach to teaching the interview-
ing skills needed to increase recognition of depression is
McWhinney’s “patient-centered” and “problem-based” ap-
proach to interviewing, which has been extensively tested
in Great Britain.98 These techniques may be taught to
trainees or self-taught by practicing physicians. Evidence
suggests that depression-recognition skills are improved
and that the patients of physicians using these tech-
niques have better clinical outcomes.99

Once the diagnosis is made and treatment initiated,
so-called disease management programs may assist with
clinical monitoring and patient adherence. Several phar-
maceutical manufacturers and managed care entities
have developed proprietary programs to help educate pa-
tients about depression, assist physicians in tracking the

course of a patient’s illness, and increase treatment ad-
herence. The effectiveness of such programs is not cur-
rently known. Model programs such as those of Schulberg
et al.,74 Katon et al.,77 and others, which have been or are
being rigorously studied, provide additional, on-site staff
for treatment as well as physician education and guide-
line utilization.

For the past 10 years, the National Institute of Mental
Health has operated the Depression Awareness, Recogni-
tion, and Treatment program,100 which includes educa-
tional components directed to the public, professionals,
and employers. More recently, it has emphasized the im-
portance of recognizing and treating depression when it
co-occurs with other general medical disorders. A similar,
nongovernmental approach was the Defeat Depression
Campaign, a public and professional education campaign
undertaken jointly by the Royal College of Psychiatrists
and the Royal College of General Practitioners that ran in
the United Kingdom from 1992 through l996. The effects
of the campaign are currently being evaluated.101

Other campaigns that emphasize public awareness
include National Depression Screening Day (part of Na-
tional Mental Illness Awareness Week) each October and
the National Public Education Campaign on Clinical De-
pression, a public service campaign launched in 1993.
The latter is sponsored by the National Mental Health As-
sociation and cosponsored by more than 100 professional
groups and advocacy groups. The National Association for
Research on Schizophrenia and Affective Disorders (NAR-
SAD) also has a public education campaign on depres-
sion, whose slogan is “depression is a flaw in chemistry,
not character.”

The American Medical Association has adopted poli-
cies that emphasize physician and public education, the
need for outcomes research, and the importance of equiv-
alent third-party coverage for psychiatric disorders. The
following statements, recommended by the Council on
Scientific Affairs, were adopted as AMA Policy at the AMA
Interim Meeting in December 1997: (1) The AMA encour-
ages medical schools, primary care residencies, and other
training programs as appropriate to include the appropri-
ate knowledge and skills to enable graduates to recognize,
diagnose, and treat depression, both when it occurs by

Table 3. Some Barriers to Recognition, Diagnosis, and Optimal Treatment of Depression*

Patient Factors Physician Factors Health Care System Factors

Denial, minimization of symptoms,
believing can handle by self

Not believing it is real illness, very serious,
or particulary distressing

Time constraints

Not seeing as medical in nature Interviewing skills deficiencies Other pressing clinical issues
Concerns about confidentiality Medicalization of symptoms Limitations on third-party coverage
Not ready to accept diagnosis Fear of offending patient Limited treatment resource availability
Fear of treatments or nonadherence

with treatment plan
Knowledge deficit regarding diagnosis 

and/or treatment
Restrictions on access to particular

treatments
Stigma of mental health treatment Diagnosis obscured by comorbidity Fragmentation of care

*Modified from Goldman.82
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itself and when it occurs with another general medical
condition. (2) The AMA also encourages all physicians
providing clinical care to acquire the same knowledge and
skills. (3) The AMA encourages additional research into
the course and outcomes of patients with depression who
are seen in general medical settings and into the develop-
ment of clinical and systems approaches designed to im-
prove patient outcomes. Furthermore, any approaches
designed to manage care by reduction in the demand for
services should be based on scientifically sound outcomes
research findings. (4) The AMA fully supports equivalent
third-party coverage for all psychiatric disorders, includ-
ing depression, with that for other medical disorders, and
it strongly opposes any arbitrary restrictions or limita-
tions on the provision of mental health services. (5) The
AMA will work with the National Institute on Mental
Health and appropriate medical specialty and mental
health advocacy groups to increase public awareness
about depression, to reduce the stigma associated with
depression, and to increase patient access to quality care
for depression.

SUMMARY

Depression, a commonly occurring disorder in the
general population, is seen even more frequently in gen-
eral medical settings and is associated with marked indi-
vidual and family suffering, an elevated risk of suicide,
functional impairment, and a high economic toll in health
care costs and lost productivity. Diagnostic criteria are
well established, and a number of screening tools exist for
use in symptomatic patients. Highly effective psychophar-
macologic and psychotherapeutic treatments are avail-
able. Most cases of depression seen in general medical
settings are milder forms of the illness than are typically
seen in specialty settings, and they are frequently amena-
ble to treatment in the primary care setting by those with
appropriate expertise.

Depression frequently co-occurs with a number of
chronic general medical illnesses, and such comorbidity
may complicate the recognition of a depressive illness.
Co-occurring depression often impairs patient adherence
to medical care and may seriously worsen the course and
prognosis of both conditions. Therefore, it is essential to
diagnose and treat such co-occurring depression.

Only about half of all cases of depression are recog-
nized and diagnosed in primary care settings, although
such unrecognized cases generally are milder and more
self-limited in nature. Improved recognition by physicians
is largely associated with attitudes about depression and
the use of certain specific interviewing skills. Even when
cases are recognized, both pharmacologic and psycho-
therapeutic treatments provided often fall short of exist-
ing practice guidelines. When practice guidelines are fol-
lowed, patient outcomes are quite good.

Barriers to diagnosing and treating depression in
general medical settings include those related to stigma;

patient somatization and denial; time; patient adherence
to treatment; physician knowledge and skill deficits; lack
of availability of providers and specific treatments; limita-
tions of third-party coverage; and restrictions on special-
ist, drug, and psychotherapeutic care. A number of pro-
grams are under way to reduce these barriers, but
undertreatment remains a serious problem.
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