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Objective: To assess the relationship o f  specific patient 
chief physical complaints to underlying depressive symp- 
toms in primary care practice. 
Design: A cross-sectional study that was port  o f  a larger 
prevale~e study o f  depression in primary care. 
Setting: A general medical primary care practice in a 
teaching medical center in rural New England. 
Patients: 1 , 0 4 2  c o n s e c u t i v e  outpatients screened f o r  de- 
pression w i t h  t h e  H o p k i n s  S y m p t o m  Checklist 49-item de- 
pression scale and f o r  whom physicians filled out a form 
recording both specific chief complaints and two aspects o f  
complaint presentation style, clarity and amplification. 
in tervent ions:  None. 
Results: Complaints that discriminated between depressed 
and non-depressed patients (at the p =  0.05 level) w e r e  

sleep disturbance (PPV 61%), fatigue (PPV 6096), multiple 
(3+) complaints (PPV 56%), nonspecific musculoskelet~ 
complaints (PPV 43 % ), back pain (PPV 39% ), s h o r t n e s s  of  
b r e a t h  (PPV 39%), amplified complaints (PPV 39%), and 
vaguely stated complaints (PPV 3 7 % ). 
Conclusions:  Depressed patients a r e  c o m m o n  in primary 
c a r e  practice and important to recognize. Certain specific 
complaints and complaint presentation styles a r e  a s s o -  
c i a t e d  with underlying depressive symptoms. 
Key words: physical complaints; depression; physician 
recognition; primary c a r e .  J GEN INTERN MED 1992; 
7:170-173. 

DEPRESSED PATIENTS are c o m m o n  in pr imary  care prac- 
tice. Several studies have demonstra ted  consistently 
high prevalence  rates for depressed patients  in a wide  
variety of  pr imary  care settings, v7 The majority of  pa- 
tients wi th  affective disorders of  all types are not seen in 
the special ty sector  of  the health care system. Consti- 
tuting what  Goldberg  et al. have referred to as the "hid-  
den mental  health ne twork"  in pr imary  care, such pa- 
tients represent  a chal lenge to both  physicians and 
researchers.  8-9 

Much of the l i terature on physician recogni t ion of  
depression in pr imary  care has focused on physician 
attributes that are associated wi th  increased or de- 
creased l ikelihoods of  recognition.  Such factors in- 
c lude psychiatr ic  knowledge  base, interviewing skills 
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and behavior,  personal i ty  characteristics, p rob lem 
solving ability, and attitudes towards psychiatric illness 
in general. 10-16 The process by  which  physicians are led 
to consider  the possibil i ty of  a pat ient ' s  be ing  de- 
pressed has been  less wel l  explored.  

Physicians are taught to create a differential diag- 
nosis of  et iologic possibili t ies in response to the pa- 
t ient 's  expressed chief  medical  complaint .  In this pro- 
cess, data gathering is hypothesis-driven. Focused on 
the pat ient ' s  ch ief  complaint ,  and modified and shaped 
by direct  questions asked of  the patient,  diagnostic hy- 
potheses  are generated and tested. What  kinds of  chief  
complaints  do depressed patients  bring to their  pr imary  
care providers? Are there specific clues to an underly- 
ing depression,  o ther  than dysphoric  mood,  to which  
the pr imary  care provider  should be attuned? What spe- 
cific complaints  significantly increase the odds that a 
pat ient  is suffering f rom a clinically meaningful  level of  
depressive symptoms? When should patients  be  
" sc reened"  for depressive s y m p t o m s - - d u r i n g  a re- 
v iew of  symptoms or in the process of  working up  a 
chief  medical  complaint?  

Several publ i shed  studies have addressed these 
issues. A minori ty  of  depressed patients have m o o d  dis- 
turbance  as their  chief  complaint ,  wi th  somatic com- 
plaints a more  c o m m o n  mode  of  presentation.  Widmer  
et al. found that pain and functional  complaints  sig- 
naled the onset and paral leled the course of  an underly- 
ing depress ion)  7 Chronic pain, pain of  unde te rmined  
cause in the head, chest, and abdomen,  and vaguely 
described " func t iona l"  complaints  were  often found in 
such patients. ~8 Fatigue, loss of  appeti te ,  and "vague"  
physical complaints  were  found by  Stoeckle and col- 
leagues to be associated wi th  an underlying depres- 
sion. ~9 Variations in h o w  cases were  identified, the ab- 
sence of controls,  failure to blind p r imary  care 
physicians to the psychiatr ic  assessments, and the retro- 
spect ive use of  the medical  record  alone to assess pa- 
t ients '  ch ief  complaints  have made interpretat ion of  
such studies difficult. 

In the course of  conduct ing  a prevalence  s tudy of  
depression in a general  medical  practice,  we  obtained 
present ing compla in t  data for a sample  of  depressed 
medical  outpatients.  The goal of  this repor t  is to pro- 
vide specific information about  h o w  our  depressed pa- 
tients presented themselves  to their  p r imary  care pro- 
viders, and to repor t  the posit ive predict ive values of  
(PPVs) of  specific chief  complaints  for significant de- 
pressive symptoms.  
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METHODS 

Subjects and Procedure 

Subjects were  the patients aged 18 years and over 
of  four general internists practicing at the Hi tchcock 
Clinic, the clinical arm of the Dar tmou th -Hi t chcock  
Medical Center in Hanover, NH. The general internal 
medicine (GIM) group practice provides comprehen-  
sive and continuous primary care to a stable cohor t  of  
adult (nonstudent)  patients residing in the communi-  
ties of  Hanover, NH, and Norwich, VT, as well  as o ther  
surrounding communities.  These communit ies  are 
home to a varied group of  people ,  including faculty and 
employees of  Dartmouth College, small retail business 
owners and employees,  crafts people ,  farmers, and a 
large retiree populat ion.  

During a 15-month intake period,  a research assist- 
ant was present in the waiting area for patients sched- 
uled to see one  of the four study physicians, all of  whom 
pract iced part t ime in the GIM group. Each patient was 
asked to complete  a 49-item self-report screening in- 
ventory asking him or her to check how often a variety 
of symptoms had been present  in the preceding week. If 
a patient was seen more than once, only the data from 
the first visit are repor ted  here. 

Each participating physician filled out  a record- 
ing form immediately after seeing each study subject, 
listing the chief  complaints as ment ioned by the pa- 
tient. Symptoms elici ted by the physician were  not  
included. 

Measures 

HSCL-90 D e p r e s s i o n  Scale. Embedded in the 
49-item screening inventory were the items making up 
the Hopkins Symptom Checklist (HSCL-90) depression 
scale. 2° For the purpose  of  this report ,  the scale was 
scored by summing the item scores, which could  range 
from 0 to 3, yielding for each individual a depression 
scale score that could  range from 0 to 39. The distribu- 
tion obtained was skewed, with many more low scores 
than high ones. For the purpose of this analysis, the 
depression scale was dichotomized into scores of 0 - 6 
and those of 7 or more. This cutoff point  was chosen to 
provide for our  patients the best combinat ion of sensi- 
tivity (77%) and specificity (81%) for any research 
diagnostic criteria (RDC) depressive disorder (major 
depressive disorder, episodic minor  depressive dis- 
order, chronic  intermittent  minor depressive disorder, 
labile personality, cyclothymia).21 

The cutoff score of 7 or more was felt to reflect a 
clinically significant level of depression, up to and in- 
cluding depressive disorders. Two hundred fifty-three 
patients (24%) scored 7 or higher. 

P h y s i c i a n  R e c o r d i n g  Fo rm.  At the t ime of  the 
patient visit, participating physicians recorded specific 
chief  complaints repor ted to them by their  patients. 

Elicited information was not  included. A minori ty of 
patients had no complaint  and physician recording 
forms were  not comple ted  for these patients. 

The chief  complaints were organized into mean- 
ingful groupings (if specific complaint  numbers were  
small) or left alone (if  the specific complaint  was com- 
mon).  Complaints of patients whose reason for visit was 
routine monitoring or screening were  included if the 
participating physician felt they would  have prompted  
an independent  visit, had the routine visit not been 
scheduled.  

In addition to the repor ted specific chief  medical 
complaints responsible for the visit, the internists re- 
corded the number  of  complaints and two dimensions 
of the patient 's  complaint  presentation style, amplifi- 
cation and clarity. Amplification refers to the process 
by which patients augment and exaggerate the intensity 
of physical distress caused by an organic process. Clar- 
ity refers to the degree of difficulty involved in under- 
standing a patient 's  chief  complaint.  Amplification and 
clarity were recorded on scales developed by us for use 
in this study and have been discussed in an earlier 
report . l°  

Analys is .  Data analysis consisted of  a series of  
2 X 2 tables comparing patients grouped by depression 
score ( 0 -  6 or 7 +)  derived from the self-report screen, 
with the internist 's note of  whether  a particular com- 
plaint was ment ioned spontaneously by the patient 
(chi-square values with one degree of  f reedom were  
calculated for each table).  Positive predictive value 
was defined as the percentage of those with the com- 
plaint who scored 7 or more on the depression scale. 

RESULTS 

Cooperat ion by the patients asked to participate 
was excellent.  Of  the 1,160 patients approached,  
1,055 (91%) comple ted  the screening inventory, 63 
(5%) refused, and 42 (4%) did not manage to complete  
the screen, usually because they were too ill or  because 
their  internist was ready to see them before they could  
comple te  it. Demographic characteristics of the 1,055 
patients who comple ted  the screen are given in Table 1. 
Nearly all the study subjects were  white  and most were  
married and middle-aged or elderly. 

Table 2 summarizes the results for the 1,042 pa- 
tients screened for whom physicians filled out  a record- 
ing form. Physicians failed to fill out  recording forms 
for 13 patients. The complaint  that discriminated best 
between low and high scores on the depression scale 
was sleep disturbance: 1.7% of the low scorers, but  
8.1% of the high scorers, complained of  sleep distur- 
bance, a difference significant at the p < 0.001 level. 
Although sleep disturbance affected overall only about 
3% of our  primary care patients, of  those with sleep 
disturbance, 61% had a score of 7 or more on the de- 
pression scale. 
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TABLE 1 

Demographic Characteristics of the Patients Completing the Screening 
Inventory (n = 1,055) 

n % 

Age 
18- 44 years 272 25.8 
45-  64 years 434 41.1 
65 + years 349 33.1 

Gender 
Male 458 43.4 
Female 597 56.6 

Marital status* 
Married 759 73.5 
Widowed 117 11.3 
Divorced/separated 74 7.2 
Never married 83 8.0 

Race 
White 1,048 99.3 
Other 7 0.7 

*Numbers may be less than full n because of missing data. 

Other complaints with high PPVs were fatigue 
(6 0%), three or more complaints of any sort (5 6%), and 
nonspecific musculoskeletal complaints (43%). 

Complaints that discriminated between the high 
scorers and the low scorers (p < 0.05) but had lower 
PPVs were: back pain (PPV 39%), shortness of breath 
(PPV 39%), amplification (PPV 37%), vaguely stated 
complaints (PPV 37%), chest pain (PPV 35%), and 
non-  abdominal-pain gastrointestinal complaints (PPV 
34%). 

Eighteen percent of high scorers on the depression 
scale had no complaint, and 12% of patients with no 
complaint were high scorers. 

C O M M E N T  

Our data describing the specific chief complaints 
of patients with significant depressive symptoms are 
consistent with the data from other published reports. 
These depressed patients commonly complained of 
vegetative symptoms of depression (fatigue, sleep dis- 
turbance) and appeared to somatize (multiple, vague, 
amplified, and nonspecific musculoskeletal com- 
plaints). 

In a recent epidemiologic study of sleep distur- 
bance, the risk of developing a new major depression 
was much higher in those who had insomnia compared 
with those who did not have insomnia (odds ratio 
39.8) .22 Our data support this conclusion, as depres- 
sive symptoms were very common in patients with a 
chief complaint of sleep disturbance. 

The "fatigued" patient has received increasing at- 
tention in primary care settings. Sixty percent of our 
patients with a chief complaint of fatigue had signifi- 
cant depressive symptoms. A similar percentage (56%) 
of significant depression was found by Kroenke et al. in 
a study of patients screened for "chronic fatigue," 23 
and by Manu et al., who found that 64% of patients with 
"chronic fatigue" studied in a "fatigue clinic" had psy- 
chiatric diagnoses, predominantly depression. 24 

Multiple (3+),  vaguely stated (particularly 
vaguely stated musculoskeletal and gastrointestinal and 
complaints), and amplified complaints were also asso- 
ciated with the presence of significant depressive 
symptoms in our patients. This result is consistent with 
data presented by others and would not surprise most 
primary care providers. The relationshp of depression 
to somatization is complex and significant, and has 
been the subject of several excellent reviews. 25-3° 

TABLE Z 

Presenting Physical Complaints of the Low Depression Patients (HSCL-90 Depression Score of O-6) Compared with Those of the High Depression 
Patients (HSCL-90 Depression Score of 7 +) 

Depression Level 
Low (n = 794) (%) High (n = 248) (%) pOc ~) Predictive Value Positive (%) 

Sleep disturbance 1.7 8.1 <0.001 61 (20/33) 
Fatigue 4.4 21.5 <0.001 60 (53/88) 
Three or more complaints 5.8 24.0 <0.001 56 (59/105) 
Nonspecific musculoskeletal complaints 4.1 9.7 0.001 43 (24/56) 
Back pain 3.4 6.9 0.02 39 (17/44) 
Shortness of breath 2.8 5.7 0.03 39 (14/36) 
Amplification of complaints 29.4 38.5 0.02 37 (77/208) 
Vague chief complaint 26.6 35.7 0.02 37 (71 / 190) 
Palpitations/fibrillations 2.0 3.6 O. 15 36 (9/25) 
Chest pain 3.9 6.9 0.05 35 (17/48) 
Gastrointestinal complaints 5.8 9.7 0.03 34 (24/70) 
Genitourinary complaints 4.4 7.3 0.08 34 (18/53) 
Headaches 2.9 4.9 O. 14 34 (12/35) 
Abdominal pain 3.3 4.5 0.40 30 (11/37) 
Dermatologic complaints 5.6 6.9 0.44 28 ( 17/61 ) 
Upper respiratory infection/viral/allergies 5.4 6.5 0.54 27 (16/59) 
Dizziness 4.2 4.9 0.65 27 (I 2/45) 
High blood pressure 2.2 2.4 0.80 26 (6/23) 
Numbness/paresthesias 2.2 2.4 0.80 26 (6/23) 
Specific musculoskeletal complaints 13.7 10.9 0.26 20 (27/135) 
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The depressed patient is not always easy to recog- 
nize. Modes of expressing depressive distress are deter- 
mined by lush psychological and cultural modifiers of 
affective experience. Our results were obtained in a 
population of educated, middle-aged, primarilyAnglo- 
Saxon patients with a prevalence of 24% for significant 
depressive symptoms. The results obtained may not be 
generalizable to populations with different demo- 
graphic and cultural characteristics. 

Recognition of depression in primary care is im- 
portant because it is common and it has a serious nega- 
tive impact on patient's lives. Recent data from the 
Medical Outcomes Study has shown the negative effect 
that depression has on a person's functioning and well- 
being. 31 The results from the Medical Outcomes Study 
apply to both patients with depressive disorders by 
DSM-III criteria and patients with significant depressive 
symptoms without disorder. In another study of the 
effect on depression on functional outcomes, using 
data from the Epidemiologic Catchment Area Study in 
North Carolina, Broadhead et al. found that both major 
depression and minor depression were associated with 
a significant increase in number of disability days and 
number of days lost from work. 32 Unrecognized de- 
pression recently has been shown to be a critical factor 
in smoking patients' inability to stop smoking) 3, 34 Rec- 
ognition of depressive symptoms in patients in primary 
care should be a major goal of the medical educational 
process. Educational strategies that help primary care 
physicians recognize patients with significant depres- 
sive symptoms are needed and should be welcomed by 
primary care providers. 

Patients with significant depressive symptoms are 
common in primary care practice, and the physician 
needs to have a high index of suspicion that the patients 
he or she sees may have such symptoms. We have found 
certain complaints and complaint presentation styles to 
be associated with the presence of underlying depres- 
sive symptoms. 

REFERENCES 
1. Klerman GL, Weissman MM. Increasing rates of depression. 

JAMA. 1989;261:2229-334. 
2. Barrett JE, Barrett JA, Oxman TE, Gerber PD. The prevalence of 

psychiatric disorders in a primary care practice. Arch Gen Psy- 
chiatry 1988;45:1100-6. 

3. Regier DA, Goldberg ID, Taube CA. The de factor U.S. mental 
health service septem: a public health perspective. Arch Gen 
Psychiatry. 1978:35:685-93. 

4. Nielsen A, Williams T. Depression in ambulatory medical pa- 
tients. Arch Gen Psychiatry 1980;37:999-1004. 

5. Zung W, Magill M, Moore J, Georges D. Recognition and treat- 
ment of depression in a family practice. J Clin Psychiatry. 
1983;44:3-6. 

6. Parker G, Holmes S, Manicevasagar V. Depression in general 
practice attenders: casiness, natural history, and predictors of 
outcome. J Affective Disord. 1986; 10:27-8. 

7. Myers JK, Weisman MM, Tischler GL, et al. The prevalence of 
psychiatric disorders in three communities, 1980-1982 .  Arch 

Gen Psychiatry. 1984;41:959-67. 
8. Goldberg ID, Bahigian HM, Locke BA, Rosen EM. Role of non- 

psychiatrist physicians in the delivery of mental health ser- 
vices: implications from three studies. Public Health Pep. 
1978;92(3):240. 

9. Jones L, Badger L, Ficken R, Leeper J, Anderson R. Inside the 
modern mental health network. Examining mental health care 
delivery of primary care physicians. Gen Hosp Psychiatry. 
1987;9:287-93. 

10. Gerber PD, Barrett J, Barrett J, Manheimer E, Whiting R, Smith R. 
Recognition of depression by internists in primary care: a com- 
parison of internist and "gold standard" psychiatric assessments. 
J Gen Intern Med 1989;4:7-13. 

11. Mark SJ, Goldberg D, Hillier V. Determinants of the ability of 
general practitioners to detect psychiatric illness. Psychol Med. 
1979;9:337-53. 

12. GoldbergD, SteeleJ, JohnsonA, Smith C. Ability of primary care 
physicians to make accurate ratings of psychiatric symptoms. 
Arch Gen Psychiatry. 1982;39:829-33. 

13. PR Jencks SF. Recognition of mental distress and diagnosis of 
mental disorder in primary care.JAM& 1985;253:1903-7. 

14. German PS, Shapiro S, Skinner EA, et al. Detection and manage- 
ment of mental health problems of older patients by primary care 
providers. JAMA. 1987;257:489-93. 

15. Prestidge BR, Lake CR. Prevalence and recognition of depression 
among primary care outpatients. J Fam Pract. 1987;25:67-72. 

16. SchulbergHC, McClellandM.Aconceptualmodel for educating 
primary care providers in the diagnosis and treatment of depres- 
sion. Gen Hosp Psychiatry. 1987;9:1-10. 

17. Widmer RB, Cadoret RJ, North CS. Changes in pattern of patient 
visits and complaints during a developing depression. J Fam 
Pract. 1978;7:293-302. 

18. Wilson DR, Widmer RB, Cadoret RJ, Judiescb K. Somatic symp- 
toms, a major feature of depression in a family practice. J Affec- 
tive Disord. 1983;5:199-207. 

19. Stoeckle JD, Zola IK, Davidson GE. The quantity and quality of 
psychological distress in medical patients. J Chron Dis. 
1964;17:959-70. 

20. Lipman RS, Covi L, ShapiroAK. The Hopkins Symptoms Checklist 
(HSCL): factors derived from HSCL-90. J Affective Disord. 
1979;1:9-24. 

21. Spitzer RS, Endicott J, Robins E. Research diagnostic criteria for a 
selected group of functional disorders. New York: Biometrics 
Research, NewYork State Psychiatric Institute, 1975. 

22. Ford DE, Kamerow DB. Epidemiologic study of sleep distur- 
bances and psychiatric disorders. JAMA. 1989;262:1479-84. 

23. Kroenke K, Wood DR, Maugelsdorff AD, Meier NJ, Powell JB. 
Chronic fatigue in primary care. JAMA. 1988;260:929-34. 

24. Manu P, Mathews DA, Lane TJ. The mental health ofpatientswith 
a chief complaint of chronic fatigue. Arch Intern Med. 
1988;148:2213-7. 

25. Katon W, Kleinman A, Rosen G. Depression and somatization: A 
review. Part I. AmJ Med. 1982;72:127-35. 

26. Katon W, Kleinman A, Rosen G. Depression and somatization: a 
review. Part II. Am J Med. 1982;82:214-7. 

27. Barsky AJ. Patients who amplify bodily sensations. Ann Intern 
Med. 1979;91:63-70. 

28. Katon W, Ries RK, Kleinman A. The prevalence of somatization 
in primary care. Compr Psychiatry. 1984;25:208-15. 

29. Lipowski ZJ. Somatization: the concept and its clinical applica- 
tion. AmJ Psychiatry. 1988; 145(11):1358-66. 

30. Kirmayer LJ. Culture, affect and somatization. Transcultural Psy- 
chiatr Res Rev. 1984;21:159-88. 

31. Wells KB, Stewart A, Hays RD, et al. The functioning and well- 
being of depressed patients. Results from the Medical Outcomes 
Study. JAMA. 1989;262:914-9. 

32. Broadhead WE, Blazer DG, George LK, Tse CK. Depression, dis- 
ability days, and days lost from work in a prospective epidemio- 
logic survey. HAMA. 1990;264:2524-8. 

33. Anda RF, Williamson DE, Escobero LG, et al. Depression and the 
dynamics of smoking. JAMA. 1990;264:1541-5. 

34. Glassman AH, HelzerJE, Covey LS, et al. Smoking, smoking cessa- 
tion and major depression. JAMA. 1990;264:1546-9. 


