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Preface 

This book presents the resul ts of the World Health Organization (WHO) 
Collaborative Study on 'Psychological Problems in General Health Care', It is the 
first time that a study of such magnitude and broad international involvement has 
ever been undertaken. Centres in 14 countries participated, representing different 
cultural and economic environments and working with different lypes of health 
structures and services. More than 25000 patients were screened and nearly 5500 
were assessed in detail, using a set of instruments shown to be reliable in the 
different settings. 

I wish to take this opportunity to thank the patienh for their cooperation; and all 
the staff in the many si tes concerned, fo r their dedication and hard work which 
made it possible for us to achieve the goals of our study on time. My g ratitude also 
extends to the governments and agencies which have supported the WHO in the 
conduct of this project as well as to Professor J.A. Costa e Silva, formerly Professor 
and Chairman of the Medical SchooL University of Rio de Janeiro, now the 
Director of the new Division of Mental Health, who initiated the idea of this 
project, and to Delagrange and Synthelabo which provided generous assistance to 
the project from its inception . 

The achievements of this study are many. It has provided comparable and 
meaningful data about the nature and frequency of mental disorders within 
primary health care, in different counhies. [t has shown that as much as 24% of all 
patients contacting general health services suffer from well-defined psychological 
disorders and that another 10% have psychological problems which may not meet 
the criteria for a formal diagnosis of mental disorder, but diminish quality of life 
and cause disability. Although many similarities were observed in the form and 
frequency of these mental disorders, there were also significant differences 
between the centres which would require further clarification. In all settings, 
psychological disorders were accompanied by disability, which, both in extent and 
severity, was usually greater than thaI: caused by other illnesses observed in 
primary care. 

The study has not only provided important data, but has also paved the way fo r 
further work in the future. It has produced a set of standardized assessment 
methods to identify and evaluate psychological disorders in general health care 



xII PREFACE 

facilities . II has alw helped to develop a network of centres which are now familiar 
with research methods that can be applied usefully for future studies in general 
health care. 

The findings of this study are of dire<:t and pracliC<lI relevance to the provision 
of care for people with psychological dirorders. In a broader sense, they should 
also contribute to a reorganization of health care in general. The infonnation thus 
gathered can be used in the training of health workers at undergraduate and 
postgraduate levels. Sufficient evidence has now been made available to persuade 
governments worldwide to adjust their health services so as to take better accounl 
of psychosocial disorders. The project has also made it possible for scientists to 
move forward in an area that was previously negJe<:ted in many countries. 

I hope lhal this book will be read by all those engaged in the organization and 
delivery of health care. Mental disorders in general health care are a major public 
health problem since they cause so much suffering and disability. We have 
acquired sufficient knowledge to ad. We now must do everything we can to help 
the many millions who suRer from these disorders. 

Hiroshi Nakajima MO phD 
Director-General 

World. Health Organization 
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The Background and Rationale 
of the WHO Collaborative Study 
on 'Psychological Problems In 

General Health Care' 
T.B. OSTON AND N. SARTORIUS 

Psychological problems in general health care settings are frequent. Several studies 
of primary care selVices indicate thai a large proportion of people seeking help 
suffer from psychological problems (Sartorius tt aL 1990). Table 2 gives an 
overview of studies carried out on psychological problems in general heal th care, 
both in developed and developing countries. 

UNRESOLVED ISSUES CONCERNING PSYCHOLOGICAL 
PROBLEMS IN GENERAL HEALTH CARE 

The number of publications concerning the prevalence of mental disorders in 
primary care has consistently gro\lVTl over the past few decades. Numerous 
questions, however, are remaining without an answer. First. in many parts of the 
developing world such studies have not yel been undertaken. Do psychological 
disorders in those settings appear as frequently as elsewhere? Strond, in a number 
of countries, studies which are most often quoted were carried out many years ago, 
sometimes using instruments and methods which would not be considered 
suitable today. Has the prevalence of mental disorders seen in general health 
services in those ~ countries changed over the years? Third, many developed 
countries have not studied mental disorders in general health care: such is the case 
of most countries in central, southern and eastern Europe, in South America and in 
many countries in the Middle and Far East. Is there a difference in the prevalence 
and fonn of mental disorders in general care among countries of similar economic 

MmlAI UInm Do Gmtr.11+II!1~ Curr' A .. '"I"....,;,-j ShoJv Edileci by T.B. Omn ....d N. S.rtorius 
C 1995 by John Wdey II: Sons Ud 



Table 1. Studies of psychiatric morbidity in general health care settings 

Prevalence of Ra~e of 
disorder physidan 

Sample ('Cilsene5s1 ft'algnit ion 
Authors Location size Instrum~nts (%) (%) 

Goldberg and Blackwell (I970) UK 553 GHQ 50 65 
Goldberg et <11. (1976) UK 365 GHQ 30 36 
Chancellor el al. ([ 977) AustTalia ]J01 GHQ 52 14-
finlay-/ ones and BurviU (1978) AusITalia 4798 GHQ 28 NJA 
Hoeper el al. (1979) USA 1072 GHQ 30 N/A 
Hoeper et al. (1984) USA 1452 GHQ 28 54 
Coh.en-Cole (1982) USA 150 GHQ, CES-D 48 N/A 
Hankin and lockE' (1981) USA 1937 CES-D 21 N/A 
Schulberg el III. (1985) USA 1554 CES-D, DIS .31 44 
Kessler et QI. (1985) USA 1072 GHQ. SADS 35 10 
Vazqllez-Barqucro el Ill. (1986) Spain 1223 GHQ,PSE 19 N/A 
Von Korff el al. (1987) USA 1242 GHQ, DIS 25 49 
Bellanluono eI Ill. (1987) ltaly 153 GHQ,ClS 36 57-6$ 
Boardman (1987) UK 920 GHQ 43 35 
Barren el 111. (1988-9) USA 1055 HSCL. SADS 2j 57 
Onnel el al. (1990) Netherlands 2237 GHQ, ?SE 46/15 26 
Perez-S~abJe ef III. (1990) USA 265 as-D, BDI, DIS 26 36 

Ndetei and Muhangi (1979) Kenya 83 Clinical exam 20 N/A 
Harding e/ £/1. (1960) Colombia 444 SRQ, PSE II <35 
Harding eI al. (19&1) India 361 SRQ. PSE 17 <35 
Harding d III. (1980) Sudan 360 SRQ. PSE 11 <.35 
Harding el 01. (1980) Philippines 459 SRQ, PSE 16 47 
Marl and Willjams (1984) Brazil 120 GHQ.crS 46 26-71 



MaTi and Williams (1986) Brazil 
Shamasundar tI al. (1986) India 
Jong el ill. (1960) Cufne Bissau 
Sen and WiUiams (1987) India 
E1-Rufaic (1988) S. Arabia 
Penayo el 171. (1990) Nicaragua 

5t If- rrpan m=>Wl::<; 

GHQ General Health Ques.t(onnalfe 
CES-D Center for Epidemiologic Studies Depression Scale 
HSCL Hopkins Symptom o,ecklist 
HAD Hospital Anxiely and Depression Sale 
SRQ SeII.Reporting Questionnaire 
SOl Seck Depression Inventory 

870 GHQ, SRQ. CiS 55 
581 GHQ 36 
151 SRQ. PSE 14 

202 SRQ. OS, HDRS 41 

100 HAD 26 
781 SRQ 47 

Irtlm:lirw :>elm/lilts; 

PSE Present Stat~ Examination 
DIS Diagno.;tic Interview S<l1edule 
SADS Schedul~ (or Affective Di50rders and Schizophr<:nI~ 
CIS Clinical Interview Schedule 
l-IDRS Hamillon Depression R.lting Scale 

70 
10 
JJ 

N/A 
N/A 
<13 



Table 2. Reasons for Ihe seleclion of cenlres 

(l) on (III) 
Previous Previoo~ with 
community primary care (IV) 

Cenlre smvey sw:vey instrumenls Previous WHO coUaboration 

Ankara Yes No PSI:. SCAN Oi~biljly 

DIS Inslrumenl dellelopment 
PaJhways itudy 
ICD·lO tests 

Athens Yes 1967 CHQ Jnstrument delrdopmcnt 
PSE Biological research 
SCAN. CD! ICD-LO tests 

BangaJorc Yes No SRQ. GHQ instrument developmenl 
PSE. SCAN Pathways sludy 
ODJ ICD-lO tests 

Berlin No No GHQ, SOD Psychopharmacology 

Groningom Ye-s 1989° GHQ, SRQ Instrument developmenl (disability) 
PSE. SCAN dassiiic.ation of services 

lbadan Yes No PSE Sdlizophxe1\ia 
Psychoph.armaoology 
Psychological consequences of sterilization 

Mainz Yes No CDl Instruml.'nt developmenl 

Manchesl t'r Yes 1910. 1916b GHQ Palliways study 
PSE. PAS. CIS Training programmes 

Training material s 

Nagasaki Possible' No PSE Schizophren ia 
Depres5l ve disordl.'TS 
ICD-lO lests 



Pans No No 

Rio de Janeiro No 19Mb 

Santiago de Chile Underway No 

Seattle Possible' 1987° 

Shanghai Yes No 

Verona Yes 1987b 

'Dilt.::nont su"'''y .r .... bul p<»siDle oxnp..m.on w;lh ,la"d.,,,,:Ii,,,.j n.;,.lionA) <ill., 
bop.,.,;!,i. wmporlsoru ov,", lime with C1.lTI<TI1 .rudy d.ta. 

aD! No 

GHQ. SRQ Pathways study 

am Alcohol-related problems 

GHQ. DIS No 

PSE Instrumenl development 
DIS ICD-l0 t~ts 

GHQ Service eva)uJbon 
P$E. OS. PAS 

Abbreviations: GHQ. General Health Qu~liOMaire; SRQ. SeII·Reportlng Qu<,>tlonOil;re; PSE. Pre'enl Sl.te Exami""tion; SCAN. Schedule, for Oinical A"""smcnl In 
N"",op"Yci>;.try; DiS. Dlagn""t;c Interview Schedule, CIS. Clinical [nle ..... iew Schedule; PAS, Psychiatric As,essrnent Schedule, 



6 MENTAL ILLNESS IN GENERAL HEALTH CARE 

level but different sociocul tural background? Fourth. in many countries menial 
disorders have not been covered in general morbidity surveys, nor have special 
studies of these d isorders-in the community or in health 5etvices--been carried 
out. Are there d ifferences between countries in the proportions of those who have 
menial d isorders and who contact health services? Fifth. in many studies carried out 
in developed and developing counhies, relatively little aHention has been given to 
the standardization of sampling methods and of instruments for the assessment of 
the menial state of the patients. Even where such instruments were used the need 
to ensure thai data obtained in one study are comparable with those obtained with 
other studies has frequently been neglected. This shortcoming is particularly 
disturbing in attempts to compare data cross-cullurally and nationally and to plan 
for international mental health programmes. Is it in fad possible to develop 
standardized instruments which can be applied in different sociocultural settings 
and can their application produce comparable results? Sixth. the number of studies 
which examined the course and outcome of psychological disorders seen in 
primary care is still very small (Mann tf al., 1981; Kessler ef at 1985; Ormel et at.. 
1990; Seivewright ef at 1991) and to our knowledge there are no comparisons on 
the similari ties and differences in course and outcome of primary care mental 
disorders across cultures. Studies of severe mental d isorders indicate that their 
outcome in the developing countries is better than in the industrialized world: are 
differences in course and outcome between developing and developed countries 
also true for less severe mental disorders? 

The need to obtain answers to these questions became more pressing when 
reports indicating that psychological disorders in primary health care are not only 
frequen t but also costly to treat began to emerge. (Mumford et al.. 1984; 
Croft-Jeffreys and Wilkinson. 1989; Von Korff et aT., 1990). In addition. it has 
become increasingly apparent that doctors in highly developed countries do not 
recognize 30-70% of patients with psychological disorders appearing in primary 
care (see Table 1) and that the course of these disorders is often not benign (Onne] 
et aT., 1990; Mann et ai., 1981). Many of the above questions could be answered by 
an examination of comparable data about the frequency. course and outcome of 
mental disorders seen in general and primary health care services in different 
cultural settings. After many years of work three prerequisites necessary for such 
an investigation have been fulfilled. First, knowledge about the construction, 
translation and use of instruments for the assessment of mental health problems 
has grown. Second. managerial skills needed for multi-centric, cross-cu1tural and 
cross-national studies have become better understood and rules for equitable 
collaboration between developing and developed countries have gained general 
acceptance (Sartorius, 1988). Third. the value of cross-cultural studies of mental 
(and physical) diseases has been confirmed, and comparative studies in several 
cultures have become accepted as a major stra tegy for progress in this area. 
WHO-coordinated research has made important contributions in this respect 
(World Health Organization. 1973; Sartorius et ai., 1983). WHO's Division of 
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Mental Health has, therefore, undertaken an international study on psychological 
problems in general health care, which aimed to address these issues. 

THE WHO COLLABORATIVE STUDY ON 'PSYCHOLOGICAL 
PROBLEMS IN GENERAL HEALTH CARE' 

This international study was organized to investigate the frequency, form, recog· 
nition, management, course and outcome of psychological disorders encountered 
in general health care settings. This study used a natura listic longitudinal design to 
allow the exploration of diagnostic issues (including 'subthreshold disorders') and 
of effects of mental disorders on functional status of patients. The main questions 
this research addressed were thus formulated as follows: 

1. What are the complaints, symptom profiles and frequency of general health 
care patients with: 
i. well-defined psychological disorders; 
ii. subthreshold disorders; 
iii. common symptom conditions involving psychologica l facto rs (e.g., sleep 

problems, fatigue); 
and their co·moribidity (I.e., coexisting physical and psychological morbidity)? 

2. How do symptom patterns and diagnoses vary by demographic characterist ics? 
3. What is the relationship of standardized research diagnoses to clinical 

diagnoses and severity7 
4. How are symptom severity and diagnosis related to management and outcome7 
5. Do these findings d iffer across cultural settings? (What are the cross·national 

Similarities and differences7) 

To answer these questions the WHO study, therefore, had to be designed as a 
prospective, cross-cultural. comparative epidemiological investigation. This decision 
has implications for (i) the choice of centrE'S, (ii) the definition of 'cases' (and the 
method by which these will be selected), (iii) the choice of methods for their 
assessment and (iv) the managerial arrangements for the conduct of the 
investigation. The rationale for each of these four types of decisions follow s. 

The ChOice of Centres 

TablE' I shows some of the results of previo us studies of mental disorder5 sei!n in 
general health care and sheds light o n the underlying rat ionale in the selection of 
centres. The WHO study had a wide choice of cultural settings in which no 
previous studies had taken place. This choice was narrowed by: (i) the need to use 
thE' selection of centres as a strategy to obtain answers about the similarity (or 
difference) of prevalence of mental disorders in general health care among 
countries; (ii) IhE' need to compare the findings of the study carried out in the 
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general health services with the findings of stud ies carried o ut in the community in 
the some sociocultural settings; and (iii) the need to involve at least some centres 
which had some experience in the use of epidemiological methods and in the use of 
standardized instruments for the assessment of mental states, The choice was 
further influenced by practical considerations-for example, by the centre's access 
to general health care services and iI record of previous productive participation in 
collaborative studies and in WHO coordinated work. Table 2 provides a synoptic 
list of reasons for the selection of the centres which were finally included in the 
study. 

As can be seen in column I of Table 2 several sites both in the developed (e.g., 
Seattle), and developing world (e.g., Bangalore) had epidemiological data from 
previous population studies on the magnitude of the problem. Thus, our results in 
primary care settings can be compared with results from the population as a whole. 

The inclusion of centres which had results of previous studies in primary care 
was useful because they would offer the possibility of examining temporal trends. 
As can be seen in column Il of Table 2 previous studies allowing such an 
examination had taken place in Manchester (Goldberg and Blackwell, 1970; 
Goldberg tt al., 1976), Verona (Bellantuono et al., ]987. 1991) and Groningen 
(Onnel et al., 1990). 

Centres which had previous experience in the use of standardized instruments 
were included so the results and experience obtained in instrument development 
could inform the current study. Centres in Ankara. Athens, Bangalore, Groningen, 
Manchester, Paris and Seattle had extensive experience in the development and 
use of standardized methods and assessment instruments, as shown in column III of 
Table 2. They had previously developed or translated instruments and standardized 
them for their culture. 

Finally we were interested in experience in previous WHO collaborative work.. 
This experience was necessary for the current study because the latest version of 
leo and its assodated instruments were used in the study. Experience in 
international collaboration has many advantages (Sartorius, 1988). For example, 
some centres (Ankara, Bangalore and Manchester) had already participated in the 
Pathways Study, which provided information about the manner in which people 
with mental health problems reach psychiatric services (Gater tf al., 1991). A study 
of pathways taken by patients with psychological disorders to reach psychiatric 
services was carried out using the same methodology in the remaining centres 
before the start of the main study. The findings will be compared to those 
concerning the pathways of patients with psychological problems who have 
mental problems and seek help in primary care facilities . 

The collaborating site teams all had access to primary health care services 
similar to those offered in other parts of their country. For this study primary care 
services have been described in functional tenns as (i) the first level at which help 
from the medical system is sought. (ii) continuing care is provided and (i ii ) the 
delivery of many different types of health and social services is coordinated. The 
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selection of facilities was not based on statistical procedures for representativeness 
and comparability. Yet, several possible settings in each country were examined 
by the WHO staff and the local investigators in terms of sociooemographic 
characteristics, organization of health care and patient-flow characteristics for 
selection in the study. 

The description of the settings in which the study has been carried out is given 
in detail in chapter J of this book. Whenever a Single si te was likely to be different 
from the majority of primary care agencies functioning in the country hvo or more 
additional sites were also included: in India. for example, two rural health care units 
were added to the study since they are the most common units for health eare 
delivery. Berlin, Groningen, Mainz, Manchester, Paris, Seattle and Verona used 
general practitioner settings whereas in other countries hospital outpatient clinics 
(e.g., internal medicine units in Athens and Nagasaki), semi-urban health care units 
(e.g., in Ankara, Bangalore) or urban health care units (e.g., Ibadan, Rio, Santiago) 
were used. The array of centres thus provides opportunities to examine practices in 
different types of health care systems and to learn about the diagnostiC practices of 
care providers working in settings differing in their health culture (e.g., attitudes, 
beliefs, reporting styles). 

Caseness and Sampling 

'What is a case with a psychological problem in general health care?' is a question 
with several answers: a patient may consider caseness in tenns of problems, a 
general practitioner in terms of management, a researcher in terms of diagnostic 
classifications. This problem is confounded in an international study because 
concepts of illness may differ among rultures and health care services: a case in one 
culture may not be given the same status in another. 

Previous research in primary care settings has demonstrated that a significant 
proportion of those who contact primary health services present with so-called 
'functional complaints' or symptoms and syndromes which do not find their place 
easily in the currently used classiocations of psychiatric disorders. The considerable 
burden on health services which these cases present makes it necessary to obtain 
more precise infonnation about their fonn . frequency and outcome so as to be able 
to build an appropriate response of health services. In addition to these 'ill-defined' 
cases, numerous contacts with health services are made by people who suffer from 
mental disorders corresponding to lCD-tO descriptions. It is unknown whether 
these disorders appear in similar fonn. frequency and outcome across rultures and 
different types of health services. 

Since there was no solid basis on which a single common definition of caseness 
in primary care, valid for all cultures could be produced, the study examined 
caseness with three methods: the doctor's assessment, the screening instrument 
(GHQ-12) score, and the subjects' self-definition. It was presumed thai a high score 
on the screening instrument is likely to indicate caseness; however, people with 
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low or medium scores were also included in the sample (see below) to include 
people who came to ask for help and thus defined themselves as cases. 

The 'cases' in the WHO study fell into onc of the three categories mentioned 
above: (0 a patient whose complaints and symptoms corresponded to the 
description of disorders in the ICD-ID-'welJ-defined disorders'; (ii) a patient 
whose symptoms did not meet the criteria in this classification but who was 
severely disturbed or impaired and/or sought help from health care-'iIl-defined 
disorders'; (iii) a patient presenting with a complaint (e.g., persistent pain. sleep 
problems, fatigue, or a small number of such complaints) which brought them to 
the health services, caused distress, disability or both, without necessarily being a 
symptom of a particular type of disorder. 

The diagnostic fonnu lations used in the study were based on four different 
statements; (i) reference diagnoses according to lCD+ 10 generated by the 
standardized diagnostic interview (a research diagnosis obtained by computerized 
algorithms); (ii) local practitioners' diagnosis; (iii) the interviewer's diagnosis; and 
(iv) the subjects' own rating of their problems and overall health. These multiple 
statements concerning disorders were collected to allow comparisons between 
them and other relevant data about disease (e.g .. symptoms, response to treatment, 
disability, health care utilization and other relevant fads). 

In view of the importance of data on the course and outcome for diagnosis and 
classification the study had a longitudinal design. A two-stage sampling procedure 
was adopted because of its proven efficiency in epidemiological research in several 
countries (Williams tf al., 1980). Three months after the initial examination. all 
patients thought to be 'cases' (i.e., had a mental d isorder according to an 
operationalized definition at the initial examination) were asked for follow+up 
information. A 20% random sample of subjects was also included in the group. 
which was followed up in order to see whether the thresholds for inclusion in the 
study and follow-up missed any cases. The purpose of the follow-up at three 
months was: (i) to obtain data about the short-tenn outcome, since many of the 
minor disorders may be short lived; (ii) consolidate the tracing process to reduce 
attrition over time; and (ii i) examine the course of disease in the year following the 
initial examination. The initial sample selected for follow-up was reassessed using 
an identical set of instmments to assess the outcome of the disorder. The decision 
to limit the follow-up to 12 months was based on the idea of maintaining 
comparability with results of o ther studies and to provide data which could be 
used in comparison with yearly statistics which many countries use to organize 
their public health and economic policies. 

An issue of particular importance in multi-stage sampling is the sample size. 
Large sample sizes were needed because most of the questions about the outcome 
of disorders included in this study (e.g .. whether the symptoms continued and the 
syndromes persisted. over time; how psychological distress and social disability are 
associated and how this changes over time; how illness affects health care 
utilization and medication use) requir~ advanced statistical techniques which 
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necessitate large sample sizes. Furthermore. we wanted to explore the natural 
clustering of symptoms with multivariate classificatory techniques (e.g .. latent trait 
analysis, grade of membership analysis) and to test the effect of cultural variables 
on the outcome of minor psychological disorders, formulating specific hypotheses 
which again require large sample sizes to be valid. 

Ensuring Comparability: Standardization of Methods and Instruments 

A!; displayed in Table 1, previous studies of psychiatric morbidity among primary 
care altenders have used various sampling schemes, numerous instruments and 
different diagnostic criteria to assess psychological distress or mental status. These 
differences mean that the data so far obtained cannot be used for international 
comparisons. In contrast, previous WHO collaborative studies, such as the Inter
national Pilot Study of Schizophrenia (World Health Organization, 1973) or 
Standardized Assessment of Depressive Disorders (Sartorius tf Il l., 1983), have 
allowed cross-cultural comparison because they used the same instruments (in 
eqUivalent language versions) and paid special attention to ensuring comparability 
of data. Based on this experience both the sampling methods and the instruments 
were standardized so thai each participating site uti lized the same methods, and 
dearly operationalized definitions at each step 10 allow various comparisons 
between findings in different centres. 

In order to produce both culturally meaningful and comparable results, several 
steps were taken. First, in selecting study instruments preference was given to 
those which were previously used in different cultures and were shown to be 
acceptable 10 the population. and applicable in different settings. A comprehensive 
review of available instruments was made before the shldy (Witlchen and Essau, 
1990). Table 3 summarizes the features of some frequent ly used instruments which 
were considered for use in the study. 

To ensure cultural applicability of the instruments selected or developed for the 
shldy, they were translated with extensive protocols, and each procedure in the 
protocol (including those concerning follow-up tracing) was pre-tested; the key 
trainers from each centre were invited to attend two international sessions to unify 
views and agree on the use of the inslTuments; inlerviewer-observer reliability 
assessments were undertaken for each centre and also for inter-centre assessments 
during three different meetings. Centres which used the study inslTumenh for the 
first time in their own cultural setting also carried out independent reliability and 
validity studies. These steps are described in detail in chapter 3 of this book. 

IMPLEMENTATION OF THE PROJECT 

Experience from previous studies carried out by the WHO has led to the 
formulation of a set of principles which were used in the organization of this study. 



Table 3. Overview of instruments considered for selection in WHO Primary Care Study 

A. ~If-reporl; (s.:reening) instruments 

Name 

General Health 
Questionnaire (GHQ) 

Self-Reporting 
Questionnaire (SRQ) 

Hopkins Symptom 
Cheddist (HSCL) 

Authors 

Goldberg and Williams GHQ-Il 
(1988) GHQ-28 

GHQ-60 

WHO (1980) 

Derogatis (I 98.3) 

20 

53 
Brief Symptom 
Inventory 

90 

Time to 
apply 
(min) Advantages 

.3-5 
11 
25 

5 

20 

Wide usage 
>.30 tca I1slations 
Best-studied psychometrics 
Bottom-up approach 
(generated from large item 
pool) 

Cultural applicability 
Simple yes/no fOl111.at 

Wide usage 
Reliable fador strudure 
Useful to dOOJJllent change 
over time 

Symptom Checklist 40 

Disadvantages 

Possible Western standard 
Questionable specifidly for 
50mat iLatio n 

Umited psychomemc 
studies 
TOp-dOWll approach 
(generated by expert 
opinion) 

Limited cultural applicability 
lower predicti ve values 
than GHQ 



B. Diagnostic instruments 

Time to 
apply 

Name Au.thors Origin (fnio) Advantages Disadvantages 

Composite !nternational WHO (1990) DIS 60 Designed primarily for Possible Western style of 
Diagno@tk Interview !'SE epidemiological studies qu~tioning 

«(lOll Applicable by llon-clinicians Highly rigid, mechanical 
Fully structured: no room interview 
for interviewer Lifetime approach raiS<1:& 
interpretation memory problems 
> 20 tran5lalions Highly diagnostic cril:eria 
High reliability dependent (insensitive to 
Both [CD-JO and DSM subthreshold disorders) 
diagnoses 

Present Siale WHO (1988) PSE-9 60 SemJ-structured Requires clinician 
Examination 10 cross-examination application 
(PSE) Highly acceptable interview lnterview", interpretation 

style allowed 
PJ'e5ent state (last one Lower reliability 
month) information bears 
more validHy 
Sensitive to subthreshold 
diagnoses 
Has General S1:verity Index 

Psychiatric Assessment Dean d aL (1983) PSE-9 SO (Same as Pst) No lifetime information 
Schedule (PAS) SADS (Olhers same as PSE) 
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These included the selection of the centres in a manner which ensured that the 
problems studied were of relevance and perceived as important in aU of the centres 
participating in the study; the establishment of a managerial structure which 
ensured that all major decisions in the study were taken jointly by the 
collaborating investigators; formulation of agreements about the policy and 
practice of publication of results of the study; and the application of rules 
concerning the ethical condud of the study thai were in line with rules in the centre 
in which they were stridest. 

The study was coordinated by a team at WHO Headquarters in Geneva. This 
team maintained a close collaboration with an advisory group composed of 
experts representing different disciplines and having experience in previous 
studies similar to the present investigation. The initial work of the advisory group 
was a literature review which provided the conceptual framework for the study 
(Sartorius et al., 1990). This work examined the interrelationships between 
different forms of psychological illness, physical symptoms, disability and health 
care organization. 

The chief investigators from each of the centres met several times during the 
study; their agenda included discussions and the making of deciSions concerning 
the steps and procedures to be used in the study. Meetings of staff carrying out the 
study were also organized to carry out training in the use of instruments and to 
examine detailed timetables and plans for the study. The WHO Project 
Coordinator visi ted all of the study centres to discuss the day-to-day conduct of 
the study and reach solutions which were specific to centre conditions and yet 
congruent with the overall protocol. 

Modem technology, including computer-based data entry systems which 
permit on-site data entry, centralized analysiS and improved means of communica
tion, for example via electronic mail, helped to improve the quality and speed of 
data collection and analysis; however, it did not obviate the need for regular 
meetings of investigators, visits to the centres and other elements of coordination 
described above. In fact, when comparing the coordination of the present study 
with those of studies carried out by the WHO 25 years ago it is clear that modem 
technology can facili tate a study, but cannot replace the human factors-meetings, 
discussions. joint training and evaluation sessions, visits among study 
centres-which all selVed to create an active international 'network' to proVide a 
better understanding of psychological problems around the world. 

REFERENCES 

Barretl, J,E., Barrett. I.A .. Oxman. T.E. and Gerber, p.o. (1988). The prevalence of 
psychiatric disorders in a primary care practice. Arch. Gen. Psychiatry. 45, 1100-1106. 

BeUan~uono, c.. Fiorio. R., Williams, P. and Cortina, P. (1987). Psychiahic morbidj~y in an 
Italian general practice. PsychQ/. Mid. 17. 243-247. 



BACKGROUND AND RATIONALE 15 

BeUantuono, C., Williams, P. and Tansella.. T. (1991). Psydtiatri(: morbidity in general 
pract ice. In M. Tansella (ed)' Psychologiad Nmlidnt, Monograph No. 19. 

Boardman, AP. (J987). The general health questionnaire and the detection of emotional 
disorder by general practitioners. Br. J. Psychiatry. 15 1. 373-381. 

BurvilL P.W. (1990). The epidemiology of psychologirn disorders in general medical 
settings. In N. Sartorius, D. Goldberg. G. Girolamo, IA Costa e Silva, Y. leerubier and 
H. Witkhen (Ns), Psychological Disonkrs in Gmeral Mdical &ttings (pp. 9--20). Toronto: 
Hogrefe 5< Huber. 

OtanceUOI', A , Mant. A and AndwYs, C. (1977). The general practitioner's identification 
and management of emotional disorders. Aust. Fam. PhysirilUl. 6 . 1137-1143. 

aeary, P.D., Irving. D., Goldberg. M.P.H., Kessler, LG. and Gregory, R.N. (1982). 
Screening for mental disorder among primary cafe patients. Arch. ern. Psy,hWry, 39 , 
837-840. 

Cohen-Cole, SA, Boker, J., Bird J. and Freeman. A.M. (J992). Psychiatrk education fOl' 
primary cue: a pilot study of needs of residents. J. Mtd. EJuc. 57, 931-936. 

Croft·Jeffreys, C. and Wilkinson. G. (1989). Estimated costs of neurotic disorders in UK 
general practice 1985. Psychol. Mtd., 19 , 549--55B. 

Dean, C., Surtees, P.G. and Sashidharan, S.P. (I9B3). Comparison of research diagnostic 
systems in Edinburgh community sample. Br. }. Psychiatry, 142, 247-256. 

Derogatis, l.R. and Melisaratos, N. (19B3). The Brief Symptom Inventory; an introductory 
report. Psychol. Mtd., 13, 595--605. 

El-Rufaie. o.E.F.A .. Nbar, AA and AI·Dabal, B.K. (I9B8). Identifying anxiety and 
depressive disorders among primary care patients; a pilot stud y. Acta. Psychian-. Scand., 
7'1, 28G--282. 

Finlay·Jones, RA and Burvill, P.W. (I97B). Contrasting demographic patterns of minor 
psychiatric morbidity in general pradice and the (:ommunity. Psycho/, Md., 8, 455-466. 

Gater, R., Sousa.. B.A.E., Barrientos, G. tt al. (1991 ). The pathways to psychiatric care: a 
cross·cultural study. Psychol. Mtd .. 11 , 761-774 . 

Gerber, P.O., Banett, J,A., Barrett, J.E., Manheimer, E., Whiling. R. and Smith, R. (1989). 
Recognition of depresSion by in ternists in primary care.). Gtn. fl1/"". Mrd .. 4, 7-13. 

Goldberg. D.P. and Blackwell, B. (]970). Psychiatric illness in general practice: a detailed 
study using a new method of case identification. Br. Mtd ]., 1., 439-443. 

Goldberg. D. and Williams, P. (I9B8). A Usm Cuid£ to 1M Gmeral Htalth Qittsfiomlllir,: 
CHQ. Windsor: NFER·Nelson. 

Goldberg. D., OiA"ord, K. and Thompson. L (1976). Psychiatric morbidity in general 
practice and the community. Psychol. Mtd.., 6, 565-569. 

Hankin, ).R. and locke, B.Z. (1982). The persistence of depressive symptomatology among 
prepaid group practice enrollees: an exploratory study. Am. ]. Public Health, 71., 
1000-1007. 

Harding. T.W ~ Arango. M.V .. Baltazar, J. tI al. (19&0). Mental disorders in primary health 
care: a study of their frequency and diagnOSiS in four developing countries. Psychol. 
Mni., to, 231-241 . 

Hoeper, E.W .. Nycz, G.R., Cleary, P.D~ Regier, D.A. and Goldberg. D. (1979). Estimated 
prevalence of ROC mental disorder in primary mooical care.Il1t.}. Mml. Htallh. 8, 6--15. 

Hoeper, EW., Kessler, LG., Nycr, G .R., Burke. J.D. and Pierce, EW. (1984). The usefulness 
of screening for menial illness. Lanul, 1. 3J- 35. 

long.).TV M ., Klein, CAl and Ten Horn. S.GHH.M. (19&6). A baseline study on mental 
disorders in GuiTlfo-Bissau. 8,. J. P5ychiatry. 148. 27-32. 

Kempinski, R. (1991). Menial health and primary care in Tanzania. Acta Psychian-. Salnd. , 
Suppl., 364. 8J, 1I2-121. 

Kessler, LC .. Cleary, P.O. and Burke, J.D. (1985) Psychiatric disorders in primary care. Arch. 



16 MENTAL ILLNESS IN GENERAL HEALTH CARE 

Gm. Psychi4try, 42, 583-587. 
Mann, A.H~ Jenkins, R. and Belsey, E. (1981 ). The hYelve·month outcome of patients with 

neurotic illness in general practice. Psychol. Mm., 11, 535-550. 
Mari, J.J. and Williams, P. (1964). Minor psychiatric disorder in primary Cilre in Brazil: a 

pilot study. Psychol. Mtd., ]4, 223-227. 
Marl. J.I. and Williams, P. (1986). A validity study of a psychiatric sa«ning questionn.tire 

(SRQ-z) in primary care in the city of Sao Paulo. Br. ). Psychiatry, 14&, 23-26. 
Mumford. E., Schlesinger, H.J~ Class, CV ~ Patrick. C. and Cuerdon, T. (1984). A new look 

at evidence about reduced cosl of medical utilization following mental health treatment. 
Am. J. Psychi4/Ty, 141. 1145-1158. 

Ndetei. D.M. and Muhangi. ,. (1979). The prevalence and clinical presentation of 
psychiatric illness in a rural setting in Kenya. Br. /. Psychiatry, 135, 269-272. 

Onnel. J.. van den Brink. W " Koder, M.Y.J, tf Ill. (1990). Recognition. management .md 
outcome of psychological diwrders in primuy care: ~ naturalistic follow-up study. 
Psycho/. Md., 10, 909-923. 

Penayo, U" Kullgren. C . and Caldera. T. (1990). Mental disorden among primary health 
are ~tienk in Niangua. Mil Psj,Knilifr. 5amd~ 81, 82--BS. 

Pb-ez-St~ble, E.J ~ Miranda. J ~ Munoz. R.F. and Yu-Wen. Y. (1990). Depression in medical 
outpatients: underre«>gnition and misdiagnosis. Arch. Intern. Mtd., uo, 1083- 1038. 

Sartorius, N . (1988). Experience from the ment~l he~lth programme of the World He~lth 
Organization. At/II Psychilltr. ScanJ., 18, 71-74, 

Sartorius. N. and Harding. T.W . (1983). The WHO collaborative study on strategies for 
extending menial health care, I: the Gel'lt1is of the study. American }owma/ of Psychiatry, 
140, 1470-1473. 

Sartorius, N" Davidian. H~ Emberg. C , tf al. (1983). DeprtSSioe DiSOTdm in Dilfert1lf 
CuUUrls.· RLporl an tilt WHO co//aboranrJl study an slatUiRrdiud IlSSWmml of deprtSSivt 
di5Ofdm. Geneva: WHO. 

Sartorius, N" Goldberg. D., Girolamo, C., Silva, A.c., Lecrubier, Y. and Wittchen, H. (cds) 
(1990) . Psychowgia// Discrdus in Gmtral MtdiUl/ Stftings. Toronto: Hogrefe & Huber. 

Schulberg, H.C, Saul. M., McClelland. M., Ganguli, Mo, Christy, W. and Frank. R. (19&5). 
Assessing depression in primary medical and psychiatric practices. Arch. Gt1I. Psychiatry, 
41. 1164- 1170. 

Seivewrighl. H., Tyrer, P., Casey, P. and Seivewright, N. (1991). A three-year follow-up of 
psychiatric morbidity in urban and rural prirmry care. Psychel. Md. ll, 495-503. 

Sen. B. and Williams, P. (1987). The extent and nature of depressive phenomena in primary 
health care, a study in Calcutta, India. Br. ]. Psychiatry, 151, 4~93. 

Shamasundar, C, Murthy,S., Prakash, 0 ., Prabhakar, N. and Krishna, O.K. (1986). 
Psychiatric morbidit y in a general practice in an Indian dty. Br. Mtd. J .. Z91, 1713-1716. 

Stewart, A.L .. Hays, R.D. and Ware, J.E. (1988), The MOS short form general health 
survey: reliability and validity in a patient population. M ed. Cart, 16, 724-735. 

van den Brink, W " l eenstra. A., Ormel. J. and van de Will ige. C. (1991), Mental health 
intervention programs in primary care: their scientific basis.]. AIf«t. Diwrd. 11, 273- 284. 

Vuquez-Barquero, J.t . Diez-Manrique, J.F" Pena. C, Quintan~l, R.G. and Labrador-Lopez, 
M . (19&6), Two stage design in a community survey. Br. ]' Psychiatry, 149, 88-97. 

Von Korff, M., Katon, W.J. and lin, E.H. (1990). Psychological distres.s, physical symptoms, 
utilil..ation and the cost·offset effect. In N. S~rtoriU5, D.P. CoJdberS G . Girolamo. J.A. 
Costa e Silva, Y. Lecrubier and H. Wittchen (005), Psychological Disardm in Gaul'lll 
MtdicalSdtingj (pp. 159-169). Toronto: Hogrefe & Huber. 

Von Korff, M , Shapiro, S., Burke, J.D. t/ al. (1987). Anxiety and depression in a primary care 
clinic. Arch. Gm. Psychiatry, 44, 152-156, 

Wiel'$ma, D .. Jong. A. and Ormel. 1- (1988). The Graningen Social Disabilities Schedule: 



BACKGROUND AND RATIONALE 17 

Oevelopm~t, relationship, wi th I.CI.O.H., and psychometric properties. Inl.}. &habil. 
&5. 11, 213-224. 

Wiersma. 0" Jong. A" Kraaijkamp. H.J.M. and Ormel. J. (1990). GSDS·/I: The GroninKtH 
Sodal DlsabiliJirs Schtdu/'. Groningen: University of Groningen. 

Williams. P. and Macdonald. A. (1966). The effe<:t of non·response bias on the rerults of 
two+stage screening surveys of psychiatric disorder. Soda/ Psychiatry, 21, 182-166. 

Williams. P., Tamopolsky, A. and Hand. D. (1980). Case definition and case identification in 
psychiatric epidemiology: review and asse;sment. Psyclwl. Mtd" 10, 101-114. 

Wiltcht!n, H. and E5~U, C.A (1990). Assessment of symptoms and psychosocial 
disabilities in primary care. In N. Sartorius, D. Goldberg, G. Girolamo, J.A. Costa e Silva. 
Y. Lecrubier and H. Wittchen (eds). Psychological Di50rw in Gfflernf Mmirai Sdling5 (pp. 
111- 136). Toronto: Hogrefe &. Huber. 

World Health Organiution (1913). Rrporl of Jiu InJtmaJiOlUl1 Pilot 5twJy of Schizophrmill. 
Vol. 1. Geneva: WHO. 

World Health Organiution (1978). Report and lHc/ara/ion from /Iu World Heallh 
Organiwtion on Primary Htnllh Cart a/ Alma Ala. 

World Health Organization (1987). Pr~nt Stair &uminalio/J; 10th vmion (Fel1ruary 1987 
Version for Field T ria&J. Division of Mental Health, Geneva: WHO. 

World Health Organi:r;ation (t988). WHO Psychia/ric Disability A.sstssmmf 5chtduk 
(WHOIDAS). Division of Mental Health, Genevol, WHO. 

World Health OrganiUltion (199O). CIDI·Cort. Compositt lnltmtl/iona/ Diagll05Jic Tnttroirw, 
Cart VtrSion. Division of Mental Health, Geneva; WHO. 



2 

Methods of the WHO 
Collaborative Study on 
'Psychological Problems In 

General Health Care' 
M. VON KORFF AND T.B. OSTON 

In order to achieve its goals as described in chapter 1, the study had to attain the 
following methodological objectives: 

1. The study should be replicated in a large number of participating centres to 
allow comparisons across diverse cultural settings and health care delivery 
arrangements. 

2. A sample design should be employed that maximizes the yield of cases with 
definite and subthreshold diagnoses, while still permitting unbiased" estimates 
of the frequency of these disorders in the population of consecutive general 
health care aUenders at each centre. 

3. The sample size should be sufficient to provide stable prevalence rate estimates 
at each centre; to permit any two centres to carry out comparative studies with 
adequate statistical power; and to permit any single centre to compare definite 
to subthreshold disorders and physician-recognized to physician-unrecognized 
fo rnu of disorder. 

4. Study methods should be standardized across the centres within the limits 
imposed by the differing health care settings participating in the research. 
Quality-control procedures should be carried out to ensure study data of the 
highest possible quali ty. 

5. The mental health status of study patients should be measured by multiple 
methods including a self-report symptom questionnaire, a fully structured 

• 'Unbiased' means that the average value of the estimate over all possible samples is equal to the 
population value being estimated (Snedecor and Codll"an. ]967). 

Mtrt/a/ 111_ m Gmrnli Ht.ailh C""" A" 1n1"""IWrIi>I Study. Edll...! by T.B. O.!iin ;md N. Sartorius 
o 1995 by John Wiley &: So", Ud 
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diagnostic assessment administered by a researmer, and by physician ratings 
evaluating the patient so as to allow a$~ssment of whether results of the study 
in each a..lt-ur.lll setting can be generalized across measurement methods. 

6. Patient variables such as disability, physical health status, help-seeking 
behaviors of patients, and the recognition and treahnent of psychological 
disorders by providers should be assessed to provide a means of underst-anding 
the broader impad and the correlates of identified psychological disorders. 
These variables should also be measured by multiple methods when possible. 

7. A subsample of persons initially interviewed should be re-interviewed twice 
during a one-year follow-up period to provide longihldinal data on the COUI"Sf' 

and outcome of psychological illness and associated disability_ 

The application of the research methods employed in the WHO CoUaborative 
Study of Psychological Problems in General Health Care were facilitated by 
technological developments that occurred. in the previous dccade: the worldwide 
availability of microcomputers, the increased quality of international telecom
munications (e.g., phone networks, facsimile machines, electronic mail), video ' 
cassette recorders and the increased speed of international travel. Of greater 
significance, however, than these improvements in technology was the presence at 
each centre of a research team capable of executing complex and ambitious 
research protocols in general health care !>f!ttings. 

This chapter describes how the achievement of these objectives was embodied 
in the study design carried out at each of the participating centres. We describe the 
details of the methodology, including how problems encountered in the conduct 
of this study were resolved and give the overall results of the fieldwork 

SELECTION OF THE PARTICIPATING CENTRES 

Participating centres represent different cultures, and cover major language areas, 
different levels of socioeconomic development and t ypes of health care system. 
The previous chapter laid the rationale for centre selection. Basic requirements for 
the selection of centres were: (i) capability of making aU the arrangements to ensure 
the rigorous application of sampling procedures; (ii) capability of training staff to 
conduct the examinations required by the study protocol and to monitor the 
quali ty of their assessments; (iii) previous experience of collaboration or joint work 
with general practitioners and general health care facilities; (iv) access to general 
health care facilities commonly found in the participating countries, prOViding a 
sufficient volume of services to ensure that the required number of patients could 
be screened in the time prescribed by the protocol; (v) access to records of patients 
visiting the health care facilities; (vi) ethical approval from relevant bodies to carry 
out the study. 

In accordance with these requirements each centre had access to a general health 
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care setting 'prototypically representative' of the primary health care services in 
their country. Representativeness was reviewed using available national data. and 
the reports of the investigaton: that provided a full description of the seUing in 
accordance with standard guidelines, pilot test data, and findings of site visits to 
each centre by the Project Coordinator (Dr T.B. Ostlin). Following the selection of 
suitable facili ties, the service areas and population were delineated: a standard 
questionnaire was completed by the investigators for each centre describing the 
setting, the population, the providen:, the kinds of services provided, health care 
insurance arrangements, the availability and use of mental health personnel and 
treatments, and related infonnation. Each centre also described the characteristics 
of participating facilities in a free narrative. 

Through this selection process, a few problems with centre populations were 
identified thai required changes. For example, one centre had selected a facility thai 
had recently been converted from a menial heallh to a general health facili ty, 
resulting in a large caseload of patients with severe psychological illness. Another 
facility served a predominantly elderly population. Problems of this nature were 
rectified by changing the facility where data collection was carried out. Data foons 
were completed describing each facility participating in the study and each 
provider whose patients were enrolled in the study. 

Chapter 4.3 provides summary data on the facilities participating in the study at 
each cenhe and the populations served by those facilities. The facilities varied 
considerably with respect to the size of the population served, their urban or rural 
location, the number of physicians, and their service basis (located in hospitals, 
Free-standing clinics or practitioners' offi ces). The centre reports in the following 
chapters provide furt her information on the patient populations and delivery of 
health care in each centre. 

STUDY DESIGN 

As shown in Figure 1, the study protocol called for screening 1500 patients per 
centre with a psychological screening scale (I he General Health Questionnaire, or 
GHQ). Based on each patient's GHQ score, 10% (of low GHQ scorers), 35% (of 
medium GHQ scorers) and 100% (of high GHQ scorers) were sampled for the 
second-stage examination. which included a standardized diagnostic assessment of 
selected psychological disorders. Second-stage examinations were to be completed 
with about 400 patients per centre. Based on infonnation obtained in the 
5e'<:ond-stage examination. patients completing thc s«ond-stage examination 
were then sampled for follow-up three months and one year after the initial 
interview. At nvc centres (Bangalore, Berlin, Nagasaki, Paris and Seattle) the 
investigators eleded to follow up all persons participating in the second-stage 
examination. This section describes the considerations involved in the specification 
of this deSign. 



22 

I 

MENTAL ILLNESS IN GENERAL HEALTH CARE 

Screen patieru with GHO-12 
N ,. 1!500 (per site) 

I 
SlJatify on GHa score 

I 
Lowes'''"' Nelrt highest 20% 

I 

! OAAW SAMPLE 

~ 
'0"4 '''''' 

I BASELINE DIAGNOSTIC ASSESSMENT (n ,. .oo) I 
~ ~ l 
FoIIow' L4): AU CURRENT DISORDER t- 20% RANDOM SAMPLE 

I 3-MONTH FOllOW-UP (n. 240) I 
l l l 
I 12·MONTH FOUOW-UP ('," - 4(0) I 

Figure 1. Study design 

The Bluely Population 

The study population of interest consisted o f consecutive patients attending the 
participating general health care fa cilities. The objective of the plan for sampling 
this population was to conduct diagnostic interviews with a sample thai included a 
larsc number of pahcnts with definite or subthreshold psychological disorders, 
while retaining the ability to make unbiased and reasonably precise estimates of 
the prevalence and correlates of these disorders in the population of consecutive 
aHenders. 

Exclu. lon. 

Patients were excluded if they were less than the customary age of majority 
(generally IS years of age), were too ill to participate in screening, had no fixed 
address, had been screened on a previous visit, were not coming to the clinic for a 
m~ica l consultation. o r had a language or other communication problem. The 
decision to exclude persons over the .1,ge of 65 was made after the pilot test to 
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increase the comparability of the patient populations across the participating 
centres. Several centres had very few patients over the age of 65, while other 
centres had a large percentage of these. 

Ethical approval for the conduct of the study in any participating centre was 
obtained from the local governing bodies. Infonned consent fonns from each 
parHcipating patient were duly acquired. 

Screening 

Eligible patients were infonned of the purpose and requirements of the study. 
Infonned consent was obtained at all participating centres. Those willing to 
participate were administered the 12-item version of the General Health 
Questionnaire (GHQ-12) (Goldberg and Williams, 1988). At some centres, the 
volume of patients was too great to administer the GHQ-12 to every consecutive 
patient who was eligible. At these centres. centre-specific procedures were 
developed to sample a fixed proportion of consecutive attenders. These sampling 
procedures were developed in collaboration with WHO staff and the study 
advisers, and their implementation in the field was reviewed by WHO staff. 

Second-stage Sampling 

Large differences in GHQ score distribution across the participating centres were 
found in the pilot test. If invariant GHQ cut-points had been used across centres, 
the proportion of consecuHve attenders sampled for second-stage examination 
would have been substantially higher in centres with high GHQ score distributions 
than centres with lower GHQ score distributions. Thus. some centres would have 
fulfilled the second-stage sample quota of about 400 patients after screening only 
hundreds of consecutive aHenders while other ccnhes would have been required 
to screen thousands of consecutive aUenders to fill the second-stage sample quota. 
This was undesirable both logistically and scientifically. The study advisers 
wanted the number of consecutive aHenders screened at each centre and the 
number of second-stage intetviews to be similar across the participating centres. 

It was thus necessary to use centre-specificCHQ-12 norms to set the cut-points 
for screening. Using pilot test data, three centre-specific CHQ-12 strata were 
identified Based on each centre's CHQ-12 score distribution, the highest 20% 
were classified as high CHQ scorers, the next highest 20% were classified as 
medium GHQ scorers and the lowest 60% were classified as low CHQ scorers. 
Specifically, the following CHQ-12 scores defined the lower boundaries of the 
medium and high GHQ score groups: Ankara (2, 4), Athens (3. 5), Bangalore (3,7). 
Berlin (2, 5), Croningen (2, 5). Ibadan (2, 5). Maim (2, 5), Manchester (2, 4). 
Nagasaki (2. 4), Paris (4. 7), Rio de Janeiro (3. 5), Santiago (5, 7), Seattle (3. 5), 
Shanghai (1, 2 in one facility and 2, 4 in a second facility). Verona (4, 6). Within 
these groups, 100% of high GHQ scorers were sampled, 35% of the medium GHQ 
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scorers were sampled and 10% of the low GHQ scorers were sampled for the 
second-stage examination. 

Sampling was implemented using computer-geneTated {Dons produced by 
WHO for each centre. Using the centre-specific GHQ-12 cut-points, the sampling 
loons listed consecutive subject identification numbers and. for each consecutively 
enro lled patient, gave a GHQ-12 score thai the patient needed to equal or exceed 
to be eligible for the second-stage sample. These fo rms were generated so that all 
high GHQ·ll scorers were sampled, approximately 35% of the medium GHQ-12 
scorers were sampled and approximately 10% of the low GHQ-12 scorers were 
sampled. Implemen tation of the sampling protocol was monitored by WHO staff. 
Few problems with these methods were encountered during fieldwork. Patients 
sampled for the second-st.age were asked to participate in an extended inlelView. 
When and where these in-person intelViews were carried oul varied from centre to 
centre. Physician Encounter Fonns collecting data o n the reason for encounter, 
ra tings o f physical and mental health status, and diagnosis and management of 
psychological disorders were completed for patients sampled for the second-stage 
interview. 

The Second-siege ExemlnaUon 

The second-stage examination included a standardized in-person interview. It 
lasted about an hour. It included sections on the patient's main complaint. the 
pathway to their health care visit the primary care version of the Composite 
International Diagnostic Interview (ClDI-PHO (Sartorius tl aJ .. 1993), infonnation 
on physical and psychological co-morbidity, assessments of social disability, the 
GHQ-34, self-rated heal th status and (for clinically trained interviewers) clinical 
diagnoses according to ICD-10 and DSM-IlI-R criteria (see Table 1). 

Follow-up Sampling 

Patients who had been assessed in the second-stage examination became eligible 
for the three- and Il-month follow·up interviews. The protocol required 
fo llow-up of a 20% random sample of all per§ons completing the initial interview, 
and all persons meeting pre-specified criteria for definite or sub-threshold 
disorders as assessed by the CIOJ. Several centr~ followed up all patients 
interviewed at basel ine . ~ 

The Three- and 12-month Follow-ups 

The three-month follow-up was a brief assessment that obtained self-rated heal th 
sta tus, the GHQ-28-a brief self-report assessment of disability and infonnation 

• ThtU cent • ." are &ng/lIOl"', fkrlin. Paris, Nagasaki and ,5.,a ttlt . 
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on medication and health care use in the prior three months. The 12-month 
follow-up covered most of the infonnahon obtained in the initial second-stage 
examination. including re-administration of the ClOI. Additional information was 
obtained on the course of psychological illness present at the initial interview over 
the follow-up period. 

Sample Size Determination 

Sample size was detennined by the assumption to obtain stable prevalence rate 
estimates at each of the participating centres and to provide adequate statistical 
power for detecting moderate to large differences in specific comparisons between 
any two participating centres. Sample size was also determined by the need to 
provide adequate statistical power for comparisons of recognized versus 
unrecognized cases and of defini te versus subthreshold forms of disorder within 
each of the participating centres. An essential design objective of this research was 
thai the data obtained at each participating centre should be sufficient to permit the 
investigators to obtain and publish infonnation on the prevalence. recognition and 
management of the psychological disorders of general health care patients in their 
own country. For most of the participat ing centres, the proposed study 
represented the largest study of psychological morbidity ever conducted in a 
general health care setting in their country. 

Based on estimates from prior research, it was projected that about 60 cases of 
depression would be identified (on average) for every 1500 persons screened. 
These estimates proved to be reasonably accurate. Based on a series of power 
calculations, the sample size was considered adequate to al low a single centre to 
study the form, frequency and clinical course of depression relative to other 
definite disorders, or to compare depression to sub-threshold forms of depression. 
Single-centre comparisons by level of caseness. without diagnostic differentiation, 
were projected to have greater power than diagnosis-specific analyses. Sample size 
estimates allowed for sample attrition at screening and at interview. 

MEASUREMENT 

A Multi.b-alt, Multi-method Approach 

A critical methodological issue in a cross-national study is whether persons from 
different cultures, who speak different languages and whose daily life experiences 
may differ fundamentally, understand and answer questions in a comparable 
fashion. A necessary assumption of cross-national research using standardized and 
appropriate assessment methods is that language and cultural differences alter the 
form of expression without fundamentally altering the meaning. To the extent that 
the meaning of questions is not preserved. or the significance of a given response is 
not equivalent, the validity of cross-national comparisons is reduced. The WHO 
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Table 1. Instruments used in the WHO study and main domains 01 assessment 

Instrument 

Sampling FOITll 

General Health Questionn.a.i.re IG HQ·12) 

Physician EnCOllnt-e, Form 

Physical Diagnosis Form 

Composite International Di381loslic Interview
Primary Hcullh Carc Version (ClDJ·PHC) 

Domain 

Sampling 
Age. sex 
Reasol'lS for ineligibility 
Refusals 
Frequency of utili:l.alion of service 
Random assignment to GHQ Strata 

Psychological dislless 

Physl(:lm's assessmc'1ll 
Main reason for contad 
Classmcatiol;l of presenting symptam~ 
OveraU raling of health 
SewnI)' of physic.ll dis.ease 
Severity of psydwlogical disorder 
Diagnosis of psychological d.i.s.o,dc' 
Trealment of psychologiC'll1 disord<-'I" 

Physical diagfu)s)s 

Detane<:! sl'andard demographic information 
M~in reaSOn for contact 
Pathways to general he.l.lih 0''1 

Ovonic disc~ 
Medication5 recewed 

Symptomatic evaluation 
(Modified version 10 give both dimensional and categorical 
measure:; on somati",tion, hypochondriasis, neurd5lheni~, 
(UI'I'ent an:xiely, p.lnic di~fder, ~goc2iphobia deprf"S.>;on, 
memory dis<Jn:ler, alcohol u.;;e) 

Co-morbidity 



J.month follow.up 

12·month follow-up 

Soci.ll Disability Schedule 

Brief Disability Questionnaire 

Overall He"llh Self Raling Form 

Gen~-ral Health Quc-stion.naire (GHQ·28) 

Brief ~t,,1 

Medication Use Form 

Health Care Use Fonn 

FilII AssessmI71I 

Social disablUly 
(0=.>paIi oml role and dmly adivities) 

Overall &l.ability 
(PhysiGll ~lf-<aTe, social fundioning) 

OveralJ health (self) 

Anxiety and d('"pression rubscales for change OVer time 

GHQ-28; Brid Disability QUe>\iormaire, Overall Health 
SdE.Rating. "l"\d the two additional folTJ"lS listed below, 

Medi<i1tiofl use 
Prescriptions 
Length of use 
13eneAt 
Reasons [or non-<:ompti..nce 

Health services ul:iliz<l!ion 
Frequt"ncy 
Other care givers seen 
H05pital admis~ions 
Reasons [or contact 

All baM!liru: instruments + medication and health care use 
forms are repeated. A special anchor sheet is u$ed. to link 
MseBne inlorrnaHon to (oUow lip 
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TRA ITS 

Psychological Functional Physical 
illness disability health 

SELF·RATED General Health Brief Disability • Self-rated 
Questionnaire Questonnai re health status 

Restricted 
activity % 

§ Disabiti ty 
days 

~ 
INTERVIEWER-" • Composite • Social • Chronic 
BASeD International Disability cond itions 

Diagnostic Schedule 
Interview 

• Diagnosis 

PHYSICIAN· • Severity Rating Not obtained • Severi ty rating 
RATED • Diagnosis • Oiagnosis 

Figure 2, Multi-tra it multi -method 

Collaborative Study incorporated specific design features, described in the 
following sedion on reliability and validity, to increase the comparability of 
meaning and measurement across centres and to quantify the extent to which 
study measures were reliable and valid. 

In general, the measurement strategy of this research was developed within the 
framework of a multiple indicator or multi-trait, multi-method approach (Sullivan 
and Feldman, 1979)_ The strategy of a multi-trait. multi-method approach is to 
measure the same characteristic by two or more djfferent methods, and then assess 
the correlation of alternative measures of the same construct and the consistency 
of results across measures (Campbell and Fiske. 1959). This research strategy 
provides a methodological basis for evaluating whether similarities and differences 
in results across centres are due to measurement artifacts. In addition, approaches 
to psychometric evaluation of study measures derived from item response theory 
(Hambleton ef a/., 1991) are being used to assess the comparability of measures 
across centres. 

Figure 2 summarizes the multi-trait, multi-method measurement strategy 
adopted by this study. Major 'traits' of interest in this research included 
psychological illness, functional disability and physical health status. These traits 
were measured by three different forms of evaluation: patient self-ratings, 
interviewer-based assessments and (when feasible) physician ratings_ For example, 
the association of severity of psychological illness and functional disability was 
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assessed by three different approaches to measuring psychological illness (a 
symptom scale, a diagnostic assessment and physician ratings of severity of 
psychological illness) and two different approaches to assessment of disability (a 
brief self-report disability scale and a reliable interviewer rating of functionaJ 
disability based on a semi-structured interview taking local norms into account). 
The consistency of relationships between psychological illness and disability 
across centres and across measurement methods within each centre provides a 
basis for evaluating whether results are idiosyncratic to a single measure translated 
into a particular language and administered in a particular cultural context. To the 
extent that relationships are consistent across centres and across measurement 
methods, the results of this study provide strong support for the robustness and 
generalizability of relationships between psychological disorder and other 
variables of interest. 

Selection of Key Study Me.sur • • 

In selecting study measures, the investigators were aware of the special needs of 
cross-cultural research. Most of the measures employed in this study had a history 
of use in a wide range of cultural settings. Study instruments were selected or 
developed to maximize transcultural applicability. They are summarized in Table 
1. Important considerations in selecting study measures included the fo llowing. 

The GH0-12 

The GHQ-12 asks subjects to rate on a four-point scale the severity of symptoms 
of psychological distress over the past few weeks. Typical items included 'lost 
much sleep over worry', 'felt constantly under strain', 'been feeling unhappy and 
depressed', 'been able to face up to your problems', and 'been thinking of yourself 
as a worthless person'. 

The GHQ was selected because it had been widely used in primary care research 
and its measurement properties had been studied in diverse cultural settings 
(Goldberg and Williams, I988). The Il-item version was selected because a brief 
screener was required and prior research did not suggest that shortening 
psychological distress screening questionnaires impairs sensitivity or specificity. 

Physician Ratings of Health Status, Mental Health Status, Recognition 
and Management 

Items included in the Physician Encounter Form had been used in prior research in 
Manchester and ~attle . A relatively small number of physician ratings were 
required to minimize Ihe burden of participation on Ihe physicians. 
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Patient Report of Health Status 

A list of common chronic conditions was included as a measure of physical health 
status. The conditions were drawn from lists previously used in health survey 
research (National Centre for Health Statistics, 1975). Additions were made to 
include problems that might be common in some sites but not in others (e.g .. 
parasitic diseases). Self-rated health status was assessed by asking patients to rate 
their health as excellent, very good. good, fair or poor. Information on the patient's 
presenting problem was also obtained. 

Pathways to Care 

A battery of questions about the patient's pathway to the current care provider 
was administered by interview to patients who had not made a visit in the prior 
~hree mon~hs. Questions were asked abou~ how long the main problem prompting 
care had existed; whether this was the initial visit for this problem; the kinds of 
providers seen earlier on the way to the current care provider; persons who had 
suggested seeking care; the main treatment offered by each provider; and the 
length of the journey required to visit each provider on the pathway to care. These 
questions were adapted from a series of questions used to study pathways to 
mental health care in a prior WHO study (Gater tf al., 1991). 

Alcohol abuse 

The Alcohol Use Disorders Identification Test, or AUDIT (Babor et al., 1989) was 
augmented to pennit assessment of ICD-10 criteria for alcohol dependence 
including additional questions necessary to meet the criteria of ICD-I 0 within the 
standardized interview. 

Disability 

A Brief Disability Questionnaire (BDQ) was composed of six self-report disability 
items taken from the Medical Outcomes Survey Short Fonn 36, or SF-36 (Stewart 
£I al., 1988). One SF-36 item asking whether the subject was able to walk a block 
was changed because a block is a unit of measurement not understood outside of 
the USA. The replacement item asked whether the subject was able to walk long 
distances. In addition to the SF-36 items, questions concerning daily functioning 
(have you been unable to do something that your family (or household) expected 
from you as a part of daily routine). motivation for work and personal efficiency 
and deterioration in social relations were added. Interviewer ratings of disability in 
work role (including housework) from the Social Disability Schedule, or SDS 
(Wiersma et al., 1988) were included to proVide a disability measure that did not 



METHODS OF THE WHO COLLABORATIVE STUDY 31 

depend on self-assessment by the patient. In this assessment, the global score was 
based on interviewer rahngs of adjustment to daily routine, energy input and 
performance, contact with people at work and other relevant daily activities. This 
disability assessment permiHed the interviewer to take local norms regarding 
work role pcrfonnance and the patient's specific life situation into account. 
Subjects were also asked to report the number of days in the prior month that they 
were unable to fully carry out usual daily activities and the number of days they 
were in bed most or al l of the day due to illness or injury (Scholes et aI., 1991). At 
follow- up, the time frame for questions about restricted activity days and bed days 
was changed to three months. 

Composite Inlernationsl Diagnostic Interview-Primary Care Version 

This instrument was selected because it had been translated into a number of 
different languages, because explicit diagnostic algorithms were available and 
because inter-rater reliability was known to be high (Robins tt al., 1988; Wittchen 
tt al .. 1991). The option of using a semi-structured diagnostic interview was 
considered. but was eventually rejected because of the difficulties in ensuring 
standardized training and problems in assessing both ICD-lO and DSM-I1I-R 
diagnostic criteria. 

A series of modifications were made to the Composite Intemational Diagnostic 
Interview to enhance assessment of current symptoms in primary care settings 
CIOI-PHC. conSisting of: (a) dorumentation of the main reason for contact and the 
Pathways interview-which delineated the journey of the patient within the 
health care system (Cat'er tI al., 1991); (b) parts of the Composite international 
Diagnostic Interview (C1DI) (Division of Mental Health, 1990}--seclions on 
somatization, anxiely, depression, hypochondriasis and neuraslhenia were used 
because of the relatively high prevalence of these syndromes in general health 
care-with a modification allowing the assessment of the clinical state of 
respondent in the last month: (c) additional questions to document chronic 
diseases, medications used. a coexisting physical illness and psychological distress; 
(d) AUDIT (Alcohol Usc Disorders Identification Test) to detect harmful and 
hazardous alcohol consumption (Babor tI al., 1989). A 'current anxiety' section was 
added to the interview that asked about symptoms of genera lized anxiety in the 
prior month. In the somatization section, information on wllether the patient had 
ever sought health care for each symptom and the doctors explanation of each 
'medically explained' symptom was recorded. 

Evaluation 01 Acceptability, Fea.lblilty, Reliability and Validity 

A series of steps were taken to assess and optimize the acceptability, feasibility, 
reliability and validity of study measures. The steps taken included the following. 
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Content Validity 

To the extent possible. assessment insfNments contained only items used in prior 
research. Every item was reviewed jointly by the study advisers and the principal 
investigators from each centre to ensure that each item was meaningful at every 
centre. 

Translation. 8ack·trans/stion 

The questionnaires were translated into each of the 12 non.English languages used 
at the partidpating centres and back·translated to English to assess whether 
meaning was preserved. 

Pilot Testing 

lhe questionnaires we~ pilot tested at every centre. Problems identified by pilot 
testing were discussed during a five-day meeting of the principal investigators 
from all centres. Modifications were recommended and approved at that meeting. 

Uniform Training 

A five-day tn.ining session was held to train at least one English-speaking 
individual from each centre. This person then served as a lead trainer for other 
interviewers upon their return. Videotaped materials were prepared by the WHO 
demonstrating how to conduct each phase of the study protocol and each 
component of the study interviews. Videotaped interviews were also prepared for 
use in reliability studies of the ClOI and the 5DS. 

Reliability Studies 

Inter-rater reliabil ity studies were carried out at each of the participating centres. 
The inter-rater reliability of every interviewer participating in fieldwork was 
assessed. In addiHon, 'inter-centre' reliability (in the form of intervicwer-observer 
reliability) waS assessed on three occasions. These interviews, rated during the 
study meetings, were videotaped and laler rated by local research workers 
whenever possible. A to tal of 19 videotaped interviews were circulated for 
between<entre reliability assessments. The interviewer-obscrver reliability 
coeffident for the ODI-PHC was 0.92 overall, ranging between 0.81 10 1.0 on the 
item level. For the SDS it was 0.85 overall, ranging between 0.72 and 0.93 on 
items. Despite the language d iversity involved, these results are comparable to 
previous reports of reliability within a sing le centre (Wiersma tl aL 1988, 1990) 
and multiple centres (Wittchen tt al.. 1991). 
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Uniform Data Entry and Editing 

A data entry package incorporating range of value, skip pattern and logical che<ks 
was distributed to each of the participating centres. This package also provided for 
double entry of study data. and flagging of data entry inconsistencies. Data were 
entered, verified ~d edited at each of the participating centres using a 
microcomputer. Errors identified by edit checking and double entry were corrected 
on-site. 

THE PILOT TEST 

A p~ot test was carried out at each of the participating centres. In the pilot test, a 
total of 3534 patients were screened, second-stage interviews were completed 
with 358 subjects and three-month follow-up interviews were completed with 136 
subjects. The pilot test data were used to set centre-specific cut-points defining 
GHQ-ll strata. Fieldwork experience in the pilot test was used to refine fieldwork 
procedures and to amend the assessment instruments where this was necessary to 
facilitate application and to enhance comparability. 

DATA ANALYSIS 

General Approache. 

The study data constituted a stratified random sample of consecutive patients 
attending general health care faci lities in 15 different locations worldwide. In most 
analyses, study setting was used as a stratifying variable. For certain analyses, 
cases have been pooled across all centres or across groups of centres to take 
advantage of the large yield of cases from the study overall. 

Sample Weight. 

It was decided. that in estimation of population parameters (e.g., prevalence rates), 
analyses would be based on weighted data. In this study, the use of sample weights 
was necessary to obtain unbiased estimates (as defined earlier) of the frequency of 
disorders in the population of consecutive patients visihng participaHng health 
care fadtities. Sample Weights were estimated separately for each centre. The 
weights were adjusted fo r varying probabilities of selection fo r the second-stage 
interview by GHQ score group (Kish, 1965) as well as for differences in response 
rates by gender and GHQ score. Sample weights were not stratified by age 
because non-response rates did not differ by age at any of the centres. 

For each centre. the sample weight for a given gender-G HQ score group was 
estimated by dividing the number of people screened in that stratum by the 
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number of persons completing second-stage interviews in the same gender-GHQ 
score stratum, For example, if 100 males with low GHQ scores had been scret!ned 
at a particular centre and 23 of those subjects had completed second-stage 
examinations, the sample weight for subjeds at that centre in that gender-GHQ 
score group would be 8.70 (i.e .. 200/ 23). Since it was deSirable to have the 
weighted size of the second-stage sample equal to the number of persons 
completing the second-slage examination (rather than the number initially 
screened), the sample weights at each centre were multiplied by the ratio of the 
total number of persons interviewed to the total number of persons screened. This 
adjustment reduced the weighted sample size to the number of persons 
interviewed in the second stage. 

Variance Estimation 

Weighted data analysed by standard sta tisHcal packages (e.g., SPSS) provide 
unbiased estimates of means and proportions. However, estimates of variances, 
standard deviations, confidence intervals and tests of significance are not corred 
because standard statistical packages assume that the sample was obtained by 
simple random sampling, rather than the stratified random sampling plan 
employed in this study. Special algorithms were written in SPSS to estimate 
variances and confidence intervals for each centre, taking into account the stratified 
random sampling scheme employed in the survey based on methods described by 
Cochran (1977). The results of these correct variance estimates provide a basis for 
understanding the magnitude and direction of bias of variance estimates provided 
by standard statistical packages. 

Psychometric and Item Response Analyses 

Using analytic approaches suggested by classical test theory (e.g., facto r analysis 
and estimates of internal consistency) (Nunnall y, 1967) and by item response 
theory (e.g., Mokken and Rasch analyses) (Molenaar and Sijisma, 198&; Hambleton 
rl al., 1991), the internal consistency and item response characteristics of study 
items and measures are being assessed for each centre and across all 15 centres. 

Convergent and Discriminant Validity 

1he extent to which a study measure is correlated with other measures thaI are 
theoretically related and uncorrelated with measures that are theoretically 
unrelated is also being assessed. Such analyses of convergent and discriminant 
validity provide another means of assessing whether the meaning of an individual 
measure is preserved across language and cultural differences. 
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The main phase of the study took place between May 1991 and April 1992, 
generally with a foUJ- to six-month screening period in a primary care facility. 
Across centres 25 916 people were screened and 5438 people completed a baseline 
diagnostic interview. The overall screening response rate was 96.5%. For the 
second-stage examination the average response rate was 64.9%, with some 
variation between centres (fable 2). The method of weighting study data was 
adjusted fo r non-response differentials by gender and GHQ score stratum for each 
centre. 

SOCIODEMOGRAPHIC CHARACTERISTICS OF THE STUDY 
SAMPLES 

Table 3 shows the sociodemographic characteristics of the study samples in 
different settings. The individual centre reports will give more details of the 
characteristics of general health care aHenders in different centres in the 
forthcoming section of this book. On average the overall sample was predominantly 
female (1.6:1), of middle age or over (40% over 45). Only in Paris were the males 
greater in number than females. In Athens, Nagasaki. Rio, Santiago and Shanghai 
the sample was about 5-10 years older than the average study population whereas 
in Ankara, Bangalore and Ibadan they were younger. Educational level W<lS low in 
Ankara, Bangalore, Ibadan, Rio and Shanghai. The samp le was in general married 
(62%) and employed (58.7%). Separ<lted or widowed population was particubrly 
high in Berlin, Mainz, Manchester, Paris, Rio, Santiago and Seattle. Housewives 
were of particular signific<lnce in Ankara. Athens. Bangalo re, Groningen, Nagasaki, 
Rio, Santiago and Verona. 

The differences in the samples and in the health care settings have provided a 
rich data set to explore various hypotheses regarding the psychological disorders 
and their relation to sociodemographic factors and different types of care 
organizations. The following chapters will give a colourful picture of how primary 
care is organized in different countries and in particular in the study settings. 



Table 2. Fieldwork lind response rates 

GHQ SS] 
Approached response response 
and eligible GHQ rate Eligible SSI rate 

Ce.!1lre for CHQ oomplel.e (%) for SS! completed ('Yo) 

Ankara 1313 1307 99.5 412 400 97.1 
Alhens 1748 1610 92.1 459 196 42.7 
Bangalore JJ74 lJ66 99.'1 477 396 a3A 
&rlin 2565 2364 92.2 928 400 43.1 

Groninger> 1320 1271 96.1 493 340 69.0 
lbadan 926 926 100.0 307 269 37.6 
MailU 2703 2460 91.0 1088 400 30.8 
MAI1chesler 161.0 1523 94.0 602 428 71.1 

Nagasaki 1574 {555 98.8 455 336 73.3 
Pare. 2151 2096 97.7 654 405 61.9 

Ri 0 de Janeiro 2803 2795 99.7 850 393 46.2 

Santiago 1456 14.53 99.S 595 274 46.0 
SeAttle 2UO 1962 9J.0 6<lt! 373 6U 
ShJngltai 1631 1673 99.5 S-8J 576 91Ul 
Verona 1625 1555 95.7 457 250 54.7 

Total.< 1.6 969 25916 96.5 8698 5438 64.9 



Table 3. Soclodemographlc characteristics of the stody samples: projected (weighted) proportion in the first-stage sample 

AN}( ATH BAN BER GRO rnA MAl MAN NAG PAR RIO SAN SEA SHA VER ALL 

Sa: 
Male 33.4 34.6 49.7 41.2 40.3 27.4 43.0 31.1 48.7 53.0 27.5 2&.6 32.8 36.8 36.2 38.0 
Female 66.6 65.4 503 58.8 59.7 72.6 57.0 68.9 51.3 4.7.0 72.5 71.4 67.2 63.2 63.8 62.0 

Age (years) 

15-24 30.4 12.8 35.7 1l.6 19.3 24.9 17.9 12.2 4.1 12.7 6.5 9.6 9.2 5.0 12.0 14.9 
25-44 46.7 33.3 44.0 48.1 48.2 52.9 54.9 48.1 15.5 5&.& ~2.6 34.0 56.3 43.5 41.2 45.2 
45-65 22.8 5.3.9 20..2 38.3 .32.5 22.2 27.2 39.7 70.4 28.5 00.9 56.3 34.6 51.5 46.8 39.9 

Years of schooling 
None J92 2.8 32.8 0.0 0.0 .)1.9 0.0 0.0 0.0 004 10.J I.5 0.0 15.0 0.0 7.9 
1-4 8.4 10.1 11.0 0.0 0.3 3.9 0.0 0.7 0.0 0.2 35.1 21.1 0.0 11.0 5.0 1.1 
5-13 47.6 31.1 18.7 18.0 19.7 29.0 16.S L4 11.9 6.4 33.2 29.2 0.3 15.5 42.6 20.1 
9-12 11.5 2M 24.S 6IJ.7 33.8 2.3.4 52.9 S(}.4 602 )LS ]5.8 39.6 11.5 41.1 29.9 37.3 
13+ 3.6 263 4.6 20.8 32.6 6.8 30.0 16.6 26.2 56.4 4.4 5.7 7&.& 16.3 21.1 23.S 
51 ill at school 8A ].4 8.1 0.] 13.6 4.9 0.0 0.8 1.7 4.1 l.J 0.6 9.5 1.1 1.0 3.8 
MiSSing ]J 0.4 0.3 0.4 0.0 0.0 0.,3 0.1 0.0 0.1\ 0.0 2.3 0.0 0.0 0.4 0.4 

Cwrrml mrmlal S/'IM 
Married 743 61.0 60.6 54.1 6.32 77.8 53.2 49.9 81.3 44.2 56.4 46.9 47.9 86.0 70.7 62.1 
Never married 19.9 27.0 31.6 25.9 30.9 17.4 35.2 26.5 9.0 40.2 19.4 19.2 30.1 (1.2 18.7 23.S 
Widowed 5.6 4.2- 4.9 3.1 1.1 3..3 1.1 9.2 4.0 1.8 7.1 13.9 2.2 4.5 4.6 4.6 
SepJdivorced 0.3 7.3 2.6 16.7 4..B 1.5 10.5 14.4 5.7 13.7 17.1 18.9 19.9 L3 5.7 9.3 
Missing 0.0 0.4 0.3 0.3 0.0 0.0 0.1 0.0 0.0 0.0 0.0 1.2 0.0 00 0.3 0.1 

Employmmt .tatus 
Nol employed 5.5 18.8 4.6 20.4 14.0 4.1 5.6 31.4 14.3 8.0 IB.O 193 6.8 17.4 14.7 13.6 
Employed 24.5 .41.6 56.9 65.7 46.3 S6A 76.3 533 58.1 8·4,1 45.5 485 79.8 55.1 54.2 sa.7 
Keeps house 560 .33.3 29.1 5.9 25.9 .3.2 11.0 12.1 25.4 1.6 33.8 25.4 3.7 7.2 29.0 19.2 
Siudent 1.1.4 6,4 8.7 6.0 1.3.7 63 7.[ 3.0 1..1 6.1 1.7 0.6 9.7 1.1 2.1 S.6 
Unknown 5.6 0.0 0.7 0.0 0.0 0.0 0.0 0.1 0.0 0.0 1.0 6.2 0.0 19.2 0.0 2.9 
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Results from the Ankara Centre 
M.S. AEZAKI, G. OZGEN, I. KAPLAN , a.M. GOASOY, A. SAGOUYU, 
O.M.OZTOAK 
Hacettepe University Medical School, Department of Psychiatry. Ankara. Turkey 

PREVIOUS WORK IN TURKEY 

Previous work on the epidemiology of psychological disorders in Turkey has been 
based either on small-sample field studies in t he community or on psychiatric clinic 
populations. Reviewing 12 epidemiological studies on psychological disorders in 
Turkey published between 1964 and 1987. Kliey et ai, (1987) reported that 20% of 
the population were in need of mental health services and that the prevalence of 
depression in the community ranged between 3.7% and 27%. 

In another review on the epidemiology of depression in Turkey, Kitey and 
Giilcl; (1989) concluded that the prevalence of depressive illness was about 100/0 
and that of somahc or psychological symptoms of depression was about 20%. 
Chronic physical illnesses and depressive symptoms tended to occur together. 
Based on psychiatric interviews in a community sample, Onal (1979) estimated a 
prevalence of 13.1% for psychiatric disorders. 

In Turkey, the 'use of standardized diagnostic instruments in psychiatry is 
relatively new. The first instrument translated into Turkish was the Present State 
Examination, ninth version (PSE~9) in 197&. In two field studies in Ankara using 
PSE~9 (Saher. 198 I; Satir. 1982). the prevalence was 10.5% for generalized anxiety 
symptoms and 13.5-15% for symptoms of simple depression, with the prevalence 
in women approximately twice that in men. In a community survey conduded in 
the same area as the present study, Demiriz (1980) found that 21.3% of the 
population needed mental health serviceS and 5.3% had a definite non-psychotic 
psychiatric diagnosis. In a community study in a rural area, using the Diagnostic 
Interview Schedule (DIS), Gulee (1981) found the prevalence of depression to be 
9.1%. Ostiin el al. (1982) showed that less lhan half of these depressed people 
sought help in general health care settings and they were given diagnostic labels 
such as 'functional complaints'. Doctors did not specifically search for depression 
in these cases, but prescribed antidepressants in low doses. The public generally 

Mmlill RItvso in GmmU /-With C ...... : An InlmCAtioMl Study. Editftl by T.». OttUn and N. SutooU$ 
C 1995 by 10M Wi!q " Sons LJd 
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believed that depression was not a 'medical illness' but was seen as a common life 
problem. 

ORGANIZATION OF MEDICAL CARE IN TURKEY 

Since the 19605 a programme has been under way to provide free primary health 
carl.' WHO services throughout Turkey. In accordance with this programme, PHC 
centres funded by the central government have been established in rural and 
semi-rural areas, in small cities and on the outskirts of large cities. In PHC centres 
onc or more physicians work as a team with auxiliary personnel like nurses, 
midwives and secretaries. These teams are responsible for both preventive and 
curative health services in a restrided area of about 10000 people. Services are 
free, or a nominal fee of approximately $0.25 is charged. Complicated cases are 
referred to regional or reference hospitals where care is provided free of charge to 
those who declare they are unable to pay, A separate health care system exists for 
insured workers and military personnel. Additionally people can access private 
practice services which are widely available in towns and cities. Most private 
practice physicians are specialists who charge their patients $15 to $50 per visit. In 
rural and semi-rural areas, a patient's first contad with medical services is usually at 
a PHC centre. The provision of free primary care services in city centres has not 
been as successful as in less densely populated areas of the country. In Istanbul or 
Ankara. patients' first contact with medical services usually occurs in large 
hospitals or in private practices. 

THE SETTING 

The study was conducted in Golba~l, a town 20 km from Ankara with a population 
of 20000 (1991) including surrounding villages. Typical of most of the towns in 
Anatolia. one can observe a mixture of rural and urban lifestyles and a more or less 
traditional family structure; nuclear or extended families with at least several 
children. 

The service population of the Go!ba$l PHC centre is approximately 20000; 33% 
of the population is under 15 years of age and 4% is over 65. Of women. 72% are 
married as are 71% of men. The percentage of service population having finished 
the five years of compulsory education is 56%; 5% of men and 10% of women have 
never gone to school; 17% had higher education, and 4%of men and 1% of women 
had university education. With respect to employment. 85% of women are 
housewives. Of men, 15% are workers, 20% are private business owners, 14% are 
government officers, 12% are farmers and 13% are unemployed. The infant 
mortality rate is 50/ 1000 and the annual rate of population increase is 1.3%. 
Fanning, transport and industrial work are the primaty sources of employment for 
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Figure 1. Waiting room at the primary health care centre 

men. G6lbaSI PHC centre is only a five·minute walk to the centre of town. There. 
five physicians work together with three dentists. five environmental health 
technicians, 11 nurses, and 16 midwives. The centre is very similar to other PHC 
centres throughout Turkey, although G6lba~1 PHC centre has more medical 
personnel. The physicians, who had been working at the clinic for periods of time 
ranging between three months and four years, had no special training in the 
provision of mental health services. 

There are about 25000 outpatient visi ts to the PHC centre per year. It is a 
walk·in dinic; no appointments are required. to see the doctor beforehand. All 
people living in the region are registered and have personal health files in the 
centre. People from outside the region may also apply for medical care. Patients 
served by the clinic are from middle to lower socioeconomic levels. When patients 
enter the clinic.. a s~etary records their name in the outpatient registry. After an 
average time of 10-60 minutes spent in the waiting room, a physician will call the 
patient. A typical visit lasts about 10-15 minutes. The rate of referrals to hospitals 
in Ankara is around ]0%. Patients may usc private practitioners if they can afford 
it. Although it is (approximately So-l00 times) more expensive, people tend to go 
10 private practice because the satisfaction with the care may be higher. Twenty 
percent of the primary cafe attenders would eventually go 1:0 a private practitioner 
whereas half of the attenders will not be able to do so. 

There are three university hospitals, a military training hospital and three 
general hospitals giving psychiatric services in Ankara. For mental health care 
referrals, there is also a university psychiatric inpatient unit 2 km away from 
G6lba$1 town centre. 
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a 
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Figur. 2. A typical visit to the primary care physician 

According to the centres' annual report, the diseases most commonly seen in 
the clinic are as follows: upper respiratory trad infections (23%); rheumatoid 
arthritis (4%); urogenital trad diseases (3%); and peptic ulcer (2%). The usual 
treatment is to prescribe medications. 

FIELDWORK 

The diagnostic interviews were conduded by a reseatch team consisting of a 
monthly rotating second· or third-year psychiatry resident and two psychologists 
specially mined for the study. Three intems (sixth-ye3r medical students) carried 
out the screening procedures. The inlake phase lasted five months, beginning in 
May 1991. 

Patienls attending the centre were approached before they saw the physician. 
Patients between ages 15 and 65 were given the 12-item General Health 
Questionnaire (CHQ- I2). Those patients who resided outside the centre's 
catchment area were exd uded. Screening interviews took place in a S<'parate room 
provided for the study. Of 1313 patients who were approached. 1307 (99.5%) 
completed the screening procedures. (see Table 2, page 36), Six subjects (0.5%) 
refused to take part in the study. Of 412 patients who were eligible for the 
second-stage interview (SSI), 400 (97.1%) completed the interview and 12 patients 
(2.9%) refused to participate in the study, Subjects who agreed to participate were 
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interviewed immediately in a separate room at the clinic. An interview took 30-60 
minutes. 

Three-month follow-up and one-year follow-up interviews were carried out 
primarily at subjects' homes. A small number of patients preferred to complete the 
follow-up interview at the PHC centre. Compliance rates at follow-up were also 
satisfactory, with 88% of subjects eligible for follow-up being found and 
interviewed one year later. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

Two-thirds of the patients sampled were female, an expected ratio because most 
usen; of primary health care services are known to be children and women (see 
Table 3. page 37). Compared with the other centres participating in the study, our 
sampled population was relatively younger, reflecting the age distribution of the 
general population. wHh a mean age of 34. The 19% of patients who had never 
been to school is slightly higher than the illiteracy rate of the local population, 
perhaps because of the lower socioeconomic status and higher representation of 
women in the population our sample was taken from. A typical patient taken into 
the study sample was an early middle-aged housewife. married with an average of 
two children. They would have typically completed five years of education_ 

HEALTH CHARACTERISTICS 

The most common reason for contact with the physician (Table 1) was pain in 
different body parts (40.5%). Second most common complaint was the common 
cold (15.4%). Physical complaints, including pain. accounted for 84.9% of reasons 
fo r attending the primary health care d inic. 

When asked to assess their own health status. 15% of pa tients attending the care 
facility rated their health as poor, 37% rated it as fai r, and 46% rated their health as 
good or very good Turkish people rarely describe their health as excellent in 
general; it is, therefore, not surprising that only 1.7% of the patients did so. 
Physicians' ratings of patients' overail health are shown in Table 2. The description 
of health status as 'good' or 'fair' for good health may be used interchangeably in 
Turkish; so may 'fair' or 'poor' for ill health. This makes it difficult to compare the 
findings with other centres due to semantic differences. 

According to physicians' opinion, 67.2% of the patients had a physical disorder 
of at least mild severity. Presence of an ICO-10 psychological disorder diagnosis 
according to CIDI-PHC made no difference (69.7% versus 67.1%) on this rate. 

Arthritis was the most common chronic condition. with 26.4% of the patients 
reporting it. Other frequently reported chronic conditions were peptic ulcer 
(15.9%), high blood pressure (15.5%), heart disease (8.2%), respiratory disease 



Table 1. Most common reasons for visiting health care centre 

ANKARA 

Fewer than 
Iwo symptoms 

Patients Est:imated 
i!1terviewed 

(N) 

Psychological 0 
Undear-psychological/physical " Pail! 17 
Physical 30 
An tel postnahl/fam ily pl~n. 0 
Other 4 
Missing 0 

• Among ""n,eru!i~ altendern of the heilJih ate centre. 
Sublnl"l's.hold: $ymptOITl5 in al least two different areas. but 
ICD-I0 diagnose" alcohol d~oe FIO.2. harmful use 
disorder F45.0, hypochondria,is F4.S.2 and neuradnenia 

(%) 

0.0 
1.2 
9.2 

15.1 
0.0 
2.a 
0.0 

Current (llagn'tlS't'IC status 

Subthreshold leD·IO Diagnosis All patients 

Patients EsH.mated Patients Estimated Patients Estimated 
interviewed interviewed prevalenc.!" interviewed prevalence' 

(N) (%) (N) (%) (N) ('¥o) 

J l.l 7 1.5 10 2.6 
13 3.2 ]0 1.2 28 5.6 

102 2.5.3 64 6.1 183 40.5 
80 21.2 4'7 7.1 157 44.4 

I 0.1 2 0.2 .3 0.2 
6 2.3 8 1..5 18 6.6 
0 0.0 1 0.1 1 0.1 

dysthymia PJ;1, agoraphobia ~40.0. panic F4I.0. GAD Fill.!. =afization 
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(8.2%) and parasitic diseases (6%). Some of these rates are higher than expected and 
may reflect patients' own attributions of their symptoms rather than a medical 
diagnosis. Patients with diagnosed psychological problems reported much higher 
rates of these diseases, with 70.8% of patients with an ICD-IO diagnosis reporting 
at least one chronic physical disorder, compared wi!h 44.7% of patients without an 
ICD-IO diagnosis. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The overall prevalence of well-defined psychological disorders assessed by 
research interview (ClOJ-PHO was 17.6%. Major depression was the most 
prevalent psychological disorder (II.6%). A summary of the prevalence data for 
ICO-I0 disorders is given in Table 3. Tables 4 and 5 break down the data further 
by sex and age respectively. 

Although the consumption of alcohol is higher in urban than in other areas, the 
prevalence of alcohol use disorders was low, as expected. The prevalence of 
anxiety disorders was found to be lower than expected. In previous community 
studies in Ankara and in other centres in the present study, higher ra tes of anxiety 
disorders have been reported. When examined at the symptom level. 3 I % of 
patients had four or more symptoms of anxiety most of the time during the month 
before the interview. Although the prevalence of anxiety symptoms was high, few 
paHents fulfilled the ICO-IO Diagnostic Criteria for Research (ICD- IO OCR) 
duration criteria (a minimum duration of six months) fo r generalized anxiety 
disorder. Patients with severe and long-lasting anxiety symptoms might have 
bypassed the primary health care clinic, applying directly to specialists and 
hospitals. As indicated in the pathways to psychiatric care study (Kl I 1~ el aI., 1994), 
only 3% of the patients seen in psychiatric clinics had applied to a general 
practitioner before and 50",{, came directly to psychiatrists. This may explain the 
lower prevalence of anxiety disorders in the primary care setting. It is also possible 
that the population we studied tended either to somatize anxiety symptoms 
andlor to become depressed after months of suffering from anxiety. 

Primary health care physicians rated 17% (unweighted) of their pabents as cases 
with psychological problems (Table 6). In the second-stage sample, they classified 
only 28.2% of the OOI-diagnosed cases as psychological cases. This figure shows 
that 71.9% of the cases with a definite ICD-10 diagnosis were not recognized by 
their physicians as having psychological problems. There are no previous such 
studies in Turkey to compare with these rates. PhYSicians recognized only 5.]% of 
the CIDI non-cases as having psychological problems. The concordance rate 
between general practitioner diagnosis and CIDI-PHC diagnosis for depression. 
the most common CIDI-PHC diagnosis, was 28.4%. 

The patients with a psychological diagnosis had higher rates of self-rated and 
interviewer-rated disabili ty (59.3% and 64.2% respectively) than did patients with 



T. bI. 2. Health characteristics of the study samples by current ICD-l0 diagnostic status 

ANKARA 

Curnn! diagn05til: stalus 

Few~ than two symptoms SubtJv..hold ICD-IO diagnosis 

Patients Estimated Patients Edimated Patients Estimated 
inlen-iewed prev~· interviewed p!"evalence" inten-iewed prevaim<:e" 

(N) (%) (N) (%) (N) (%) 

Sdf·r'"td IIVOlln hulth 
Excdlenl 1 0 .• • J .1 2 J.O 
Very good • 2,. 10 ' .0 , 

'5 
Good J7 .. n " .... J7 2113 
Fair 7 .J " J7.1 6J .... 
p~ 1 03 27 7.0 J2 16.8 
Missing 2.' 0.1 0 0.0 

Dvd"'·nlltd rNnJIlI I-II/' "'tt_ 2 ' .1 , 2.' • 2 .• 
Very gt><.>d , 1" I. 6.0 11 5.0 
Good J1 S8.4 1" 51.9 60 "' .. , .. " 11.1 72 30.1 60 4 7.4 
p~ 1 0 .• • J .' • , .. 
Missing 0 OD 0 0.0 0 0.0 

Doclur·nllrd p/'ysiafl diJordtr 
Completely healthy , OS • 2.J 7 ., 
Subclinical illness IS .oj 57 24.0 " 26.1 
Mildly ill 25 JaJ .. f S.J " J7.8 
Moo:kntely ill • 10.8 J6 27. t JS 31.4 
Severely ill OJ • 0 .• 05 
Missing ,. 0 0.0 0 0.0 



Oo(/or·mled psychologienl rfuc,rdu 
Completely normal 46 88.5 113 56.3 57 44.6 
Subclinical disturbance , 75 64 35.2 4.3 32.0 
Mild case 0 0.0 14 6.6 27 133 
Modfrale case 2 1.2 .3 0.4 Il 9.6 
Severe case 0 0.0 0 0.0 1 0.5 
Missll\g l 2.8 l.5 0 0.0 

All patients 56 lOO.O 205 100,0 139 100.0 

"Among ro~tlv" att<ond.".. of tho hco.lth CllC <'Cf\Ue. 
See footnote to T3ble 7 {Of description of 'Cuer<nl diagn~k s!a! ........ 



Table 3, Prevalence of current IC0-1O psychological disorders 

ANKARA 

PaLients 
[eD·IO interviewed 
diagnose:i (N) 

Alcohol dt."J'E'ndence FIO.2 5 
Harmful use of alcohol FlO.! 7 
Current depression F.321.B lOS 
~!hymia Fl4 7 
Agoraphobia F40.0 6 
Panic disorder F41.0 2 
Generalized anxiety disorder F41.1 7 
Soma~hon di.<ofdcr F4S.0 19 
H yp ocho od Iiasi 6 F4S.2 2 
Neuraslhenia F48.0 33 
One or more mental disorders 

(from the above) 1.39 
Two or more mental disorders 

(/.rom the above) 4.2 

All pallcl1h 400 

• AmoJIg rooserulive ~ttf.l\d~ of the health Gte <:entre. 
'One or more met1tJI di~rder' shows u... overall fr.,qu"",), amongsl the cil,orde,", mentionN above. 
'Two or more mental dlsordeT$' SN:>w, co.-morbidily ra!los amongst Ihe dllorde ... mentioned .bove. 

Patients 
in~uvjcwed 

("!o) 

U 
1.8 

26J 
1.8 
1..5 
0.5 
1.8 
4.8 
0.5 
IU 

34.8 

10.5 

100.0 

F..slimated 
prevalence' 

(%) 

l.0 
0.8 

1l.6 

0.9 
1.2 
0.2 
0.9 
1.9 
0.2 
4.1 

17.6 

3.9 

100.0 



Table 4. Prevalence of curren! ICD-10 psychological disorders by sax 

ANKARA 

Males Females 

Patient-> Patients Estimated Patients Patienls Estimated 
lCD-IO inlerviewed interviewed pre vaJ enc-e' in lervi ewed in tervi ewed prevalence" 

(M ('Yo) (%1 (M (%) (%) 

Alcohol dependence fl0.2 5 4.1 2.9 0 0.0 0.0 
H armful use of a leo hal FlO.! 6 4.9 2.0 I 0.4 O.t 
Current depression FJ2IJJ 21 17.1 9.8 84 ~O..3 125 
Dysthymia F34 J 2.4 1.9 4 1.4 0..5 
Agoraphobia f40.0 1. 1.6 0.5 " 1.4 U 
Panic dirorder f41.0 0 0.0 0.0 2 0.7 0.2. 
Generalized. anxiely di$order FnO 2. 1.6 0.5 5 1.1.1 1.1 
Somahz..ation disorder F45.0 .) 2..4 1.3 16 5.8 2.2 

N eu.-ast henia Fd!I.O <I 33 LO 29 10.5 5.6 
One or more men I a I di 5O1 den; 

(from Ihe above) 36 29.3 15.1 IOJ 31.2 18.5 
Two or more mental disorders 

(from the above) 7 S.1 2.8 35 11.6 4.4 

All palients 123 too.Q 100.0 277 100.0 loo,O 

the heallh care' centre. 
tIv oVe'rllll i'requetlC)' MTlOf\gsl the di.rord~rs above. 

~ co-morbid,ty ",lios l1T\ong<l the Ji<tm:l" .. above. 



Table 5. Prevalence of current ICO-10 psychological disorders by age group 

ANKARA 

Age 

15-24 25--44 45--65 

lcd-lO Patients Patienls Estimated Patienls Patienb; Estimated Patients Patients Estimated 
diagnoses seeo (N) seen (%) per cent' seen (N) seen ("!oj per cent' seen (N) seen ('Yo) per cent" 

AJcohol dependence FlO.2 1 0.8 0.9 4 2.2 1.S 0 0.0 0.0 
Hannful IJse of alcohol FlO.! .3 2.3 1.4 4 2.2- 0.7 0 0.0 0.0 
Currenl depression F32133 32 14.8 12.3 49 17.4 lOA 24 ).6.1 13.1 
Dysthymia FJ4 1 0.8 0.3 5 2.8 1.7 1.I 0.3 
Agoraphobia f40.0 3 2.3 0.8 2 Lt 1.9 I.1 0.4 
Panic disorder F41.O 0 0.0 0.0 2 1.1 0.3 0 0.0 0.0 
Generalized anxiety disorder F41.l 1. 1.6 0.5 3 1.7 0.9 1. 1..1. L5 
Somatization disorder F45.0 <I 3.1 1.7 9 5.0 1.9 6 6.5 2.1 
Neurasthenia F<l8.0 16 11.4 5.4 14 7.8 4.' 3 3.3 1.0 
One or more menhll disorders 

(tram the above) 4). 32.6 17.4 67 37.4. 18.5 30 32.6 16.0 
Two or more mental disorders 

(from the above) 15 11.6 4.5 21 11.7 4.4. 6 6.5 1..1 

AJI patients ]2.9 100.0 100.0 ]79 100.0 100.0 92 100.0 100.0 

• Amo"8 con.ecutive aUenders of the he.lth care rent",. 
'One or more menial disorders' shows the overall freqLl<':rlCY amOI1~t the disorders mt'llUoned above. 
'Two or more menial disorders' shows co--morbidily rati05 amoJl8st the disorders menHoned abo\fe. 



Table 6. Current ICD·fO disorders and their recognition by trealing physicians as a psychological case 

ANKARA 

ICD-IO cases 

Number 
rCD-w inlerviewed 
diagnose-s (N) 

AJ coho J depend enee FI0.2 S 
Hannlull.lSe of alcohol flO.! 7 
Current deprfS$lon BUD 105 
Dyslhymia FJ4 7 
t\goraphobia F40.0 6 
Panic &order F41.0 2 
Gen.eraliz.ed anxiety di.sordcr F4U 7 
Somatization disorder F45.0 19 
Hypochrondri~sis F45.2 2 
Neurasthenia f48.0 33 
One or more menial disorders 

(from the above, I1xcept alcohol) 131 
Two or more me-ntal disorders 

(iTom the above, except alrohoO 40 

AJI patients 
(whel'her leD·10 GlselS or noll 400 

• Among th~ in!crviewed wno have wrresp¢nding ICD-lO diagTlost.. 
• Amons oo"""cutl"e otleruier< who hove corre'!",fldlng lCD·IO diJgnosis. 
'On~ or mOle rot."I.1 dirorde",' show. the over..J.I frequency =ong.t the disord"", mentioned above. 
'Two or more menial dis<Jrders' shows co-morbldlty ratios among.l the disorders mm(i""ed above. 

uses rocogllized by physician 

Number Palie-nls Esl-imated 
Interview..d interviewed" proportion b 

(N) ("to) ("to) 

20,0 8.3 
1. 28.6 2lJ 

31 19..5 UlA 
1 14 . ..1 13.5 
2. 3..1.3 13.4 
0 0.0 0.0 
3 42.9 25.7 
8 41.1 .HS 
1 50,0 50.0 

12 36.4 21.9 

..17 28.2 24.1 

16 40.0 ..14.0 

6S 17.0 1;.2 



Table 1. Disability in the study samples by current diagnostic status 

ANKARA 

Current diagnostic status 

Fewer than two symptoms Subthreshold ICD-IO diagnosis Allpatien~ 

Patients Estimated Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence' interviewed prevalence' interviewed prevalence' interviewed prevalence' 

(N) (%) (N) (%) (N) (%) (N) ("A» 

lnlmJit1JJl;T-ra/td diStibility 
None 50 94.8 117 69.8 40 .35.8 217 70.9 
Some 6 5.2 70 28..0 53 .37.0 129 23.1 
Moderate 0 0.0 8 2.2 43 25.9 51 5.7 
Severe 0 0.0 () 0.0 .3 lA 3 0.1 
Missing 0 0.0 0 0.0 0 0.0 0 0.0 

5elf-roleJ disabdily 
NOlle 52 98.2 lJ4 73.9 45 40.2 2.31 74.8 
Some 3 1.5 36 16.0 1.6 16.0 65 11.9 
Moderate 1 03 31 9.7 51 36.0 84 11.7 
Severe 0 0.0 3 0.4 16 73 19 1.5 
Missing 0 0.0 0 0.0 1 0 . .5 1 0.1 

All patients 56 100.0 205 100.0 U9 100.0 400 100.0 

'Among conUOJlive aHenders of the heal!h ca.re cenlTe. 
s....bthreshold, symptoms in at least two different areas, bill uot reaching level 01 diagnosis. 
ICD-1() diagnoses: alcohol dependence f10.l, harmful use of alcohol FlO.1. depression 1'.32.133, dysthymia 1'34, agoraphobia l'M).O, panic F41.o. GAD 1'4U, <0,,",1/1<111011 
disorder f45.0, hypochondria,;s F43.2 and neurasthenia F48.0. 
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no diagnosis. lnterviewers rated 29.1% of the subjects as disabled (Table 7). while 
25. 1% of the paticnts reported mild to severe disability. Depre-ssion was the most 
disabling psychological disorder (80% intcrviewer-rated disability); on average, 
people with depression had seven days disabled in a month as compared to four 
days for any physical disorder. 

As self-rated and interviewer-rated d isability scores are consistent with each 
other, relatively lower levels of reported disability may be influenced by sample 
characteristics and alltural differences or may be the consequence of the methods 
used to define cases. The high proportion o f housewives in Ihe sample is 
noticeable, for example. Detecting disability in ho usewives might have been 
difficult, since housewives expect themselves to underlake household activities 
regardless of the severity of their illness. Subthreshold cases also had higher levels 
of disability than did non-symptomatic patients. 

COMMONLY PRESCRIBED TREATMENTS 

A considerable number of patients with psychological problems received no 
treatment. This might be due to the fad thai patients coming to the primary health 
care clinics are not usually inclined to talk about their psychological problems and 
physicians in these clinics are not prepared (as a result of their training and style of 
work) to detect and deal with such problems. This may explain the low rates of 
recognition. 

Of the patients recognized by centre physicians as having a psychological 
disorder, 67.6% received a prescription of drugs to treat their problem (Table 8), 
23.5% were referred to psychiatric services, and 27% received some form of 
psychological treahnent from the centre physician. 

The most common treatment prescribed for psychologically disordered 
patients was sedative drugs. Very low doses (10-25 mg) of some neuroleptic and 
some antidepressive drugs (like mesoridazine and opipramol) were also considered 
as sedative drugs by physicians. The most common psychological treatment given 
was counsel1ing. which consisted of listening to the problems of patients and 
giving common-sense advice. 

CONCLUSIONS 

This study showed the public health imporlance of mental disorders in Turkey. 
The prevalence of psychiatric disorders was substantial among the general care 
aUenders: nearly one-fifth suffered from a well-defined mental disorder. The most 
common mental disorder was depression (1 1.6% of the primary health care 
atienders). All these psychological problems were associated with increased levels 
of disability. Physicians recognized only 24.1% of these patients as having 



Table 8. prescribed psychiatric treatments: cases recognized by treating as suffering from a 
disorder 

ANKARA 

Current depression Anxiety disorders Som:aloform disorders 
F32/33134 F40/4t F45.0/4S.2/4ttO All recognized cases 

Pahents Patients Patients Patients 
interviewed Estimaled irltel'lliewed Estimated irltel'lliewed Estimated interviewed Estimaled 

(N) percentage" (N) percentage' (N) (N) percen/age" 

Any type of drug treatment 18 58.1 3 60.0 6 Ji.5 .(0 6'1.6 
Sdalives 9 29.0 .3 60.0 2 US U> 38.2 
Antidepressants 6 194 0 0.0 2 12.5 n 16.2 
Anlipsychoti.::s 0 0.0 0 0.0 0 0.0 1 1.5 

Vit. ItonicJ analg. Iherbal 7 22.6 1 20.0 4 25.0 U 17.6 
Other drugs 3 97 1 20.0 1 6.3 7 10J 

Any type of 14. 45.2 2 40.0 1.\ 50.0 27 39.7 
4 12.9 0 0.0 2 125 to 14.7 
2 65 0 0.0 0 0,0 5 '1.4 

10 32.3 2 40.0 6 Ji.5 16 23.5 

More 1 3.2 0 0.0 6.3 1 15 
Other 0 0.0 0 0.0 0 0.0 1 l.5 

5 16.1 1 20.0 5 31.3 B 11.8 

All recognized cases 31 45.6 5 100.0 16 100.0 6a 100.0 

• Among aU recognized C1S<!$ of IJ.w diwrder\s). 
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psychological problems and suggested treatment for even fewer. It has been 
clearly demonstrated that a considerable number of patients in primary Qre 

settings need help for their psychological problems but few receive it. Action 
should be taken to integrate mental health services into primary health care and to 
improve recognition and treatment of psychological disorders. 
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3.2 
Results from the Athens Centre 
V.G. MAVREAS, M. KONTEA, D. DIKEOS, E. NEROUTSOS, 
M. SFIKAKI , S. ARITZI AND C.N. STEFAN IS 
University Mental Health Research Institute, Egini\ion Hospital , Athens , Greece 

PREVIOUS WORK IN GREECE 

Mental health problems in primary care settings have not been systematically 
investigated in Greece until the present study, though psychiatric epidemiological 
research is highly developed in the country. Much research has been aimed at 
investigating the prevalence of psychiatric disorders in the general population or 
in special populations (Madlanas tt al., 1985, 1988, 1992; Madlanos and Zamari, 
1988; Mavreas ef al., 1986; Stefanis and Kokkevi, 1986; Kokkevi ef al., 1992; 
Madianou et 111., 1992; Madlanas and Stefanis. 19923, 1992b: Gournas d al., 1992), 
These studies have shown that 14- 16% of the general population in Greece suffer 
from a diagnosable psychiatric disorder. Rates for elderly patients are higher 
(20%). The prevalence of regular drinking is quile high in the general population of 
Greece(54% in males and ]8.5% in females) and 14%0{ young adults (aged ]8-24) 
are problem drinkers. The prevalence of use of illicit drugs in the general 
population is 5% and hashish is the most commonly used substance. Research on 
service utilization, help-seeking behaviour, and preventive strategies, and attitudes 
toward mental illness (Madianos el al. ]987a, 1987b, ]989, 1993) have shown thai 
60% of psychiatric palienb in the community are not making use of health services 
for their problems. Those who seek care for their problems usually see a 
psychiatrist (48%), whilst 34% visil doctors of other specialities, and 18% visit both 
psychiatrists and physicians, usually intemists. Research on psychological problems 
in non-psydUatric settings conduded to dale includes studies of the psychological 
problems of palients wilh specific physical problems such as bronchial asthma 
(Lyketsos ri al., 1984) or other 'psychosomatic disorders' (Lyketsos d al., 1985) and 
studies conduded in patients of the outpatient or inpatient departments of general 
hospitals (Lykouras d al., 1989, 1993; Voulgari d al., 199]). These studies have 
shown thai a high majority (89%) of patients seen in general hospitals for 
psychosomatic disorders are also suffering from psychiatric disorders, usually 
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anxiety and depression. and thai anxiety and depressive disorders are prevalent in 
44% of neurological inpatients. 

In the only study of psychological disorders in primary health care in Greece, 
concordance between the diagnosis made by the treating physicians and research 
instruments was very low (9%) (Boardman el aI., 1992). However. the 78% 
probable prevalence of psychiatric disorder, as defined by the 28-question version 
of the General Health Questionnaire (GHQ-28) found in that study, which is 
among the highest reported worldwide. may be due to atypical features of the 
services and of the sample. Since no other diagnostic instruments were used for 
validation, it is difficult to interpret the findings. The GHQ has been translated into 
Creek and standardized by a team of researchers in Thessaloniki (Garyfallos el al., 
1991), but has been used only in a small number of studies (e.g., Elton etat., 1988; 
Boardman tl at., 1992). 

THE ORGANIZATION OF MEDICAL CARE IN GREECE 

In Greece a state-funded National Health System (NHS) exists in parallel with a 
thriving private sector, and the medical services organize various insurance 
organizations that cover different categories of employees. The NHS has greatly 
expanded during the last decade in order to provide free medical services at all 
levels of care to all Greek citizens, regardless of whether they have health 
insurance. Inequalities in the provision of heal th care still exist in urban areas, 
especially Athens and Thessaloniki. having a higher proportion of the available 
manpower working in both the health services and in health care facilities than in 
rural areas. Inpatient medical care is mainly provided by the NHS. In 1991. 82% of 
inpatients were treated in the NHS. the relevant figure for Athens being 71%. In 
Athens 41% of all doctors are working in the NHS, and 71% of doctors working in 
hospitals are employed by the NHS. However, primary health care is provided to a 
significant degree by doctors working privately. Fifty-nine per cent of doctors in 
Athens work privately and/or are employed by insurance organizations for the 
proviSion of general health care. 

Primary care is provided by the NHS in the 'health centres' but also by so-called 
'rural doctors' who play the role of non-specialized general practitioner (GP) in 
rural areas. All doctors are required to selVe one year in rural areas befo re they are 
allowed to enier a spedality programme. Primary care is also provided by 
outpatient departments of general hospitals. It must be stressed that the country is 
not entirely covered by health centres and that only a few physicians are formaUy 
licensed as CPs. Therefore. primary care is provided by specialists. most often 
internists (primary care internists). An important issue with respect to the 
inequality of health care provision in Greece is lack of sectorization of health 
services other than those within primary health care (Health Centres and Mental 
Health Centres). Of the health centres belonging to the NHS, 163 are function ing. 
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None of them are situated in Athens or Thessaloniki. Each of them serves a 
geographically defined population of 25000-30000. It is estimated that the 
majority of the population of Greece, excluding Athens and Thessaloniki, is 
covered by these health centres. The lack of sectorization of the rest of the system 
(secondary and tertiary health care) results in unequal distribution of manpower of 
the health services and the use of the services in Athens and Thessaloniki, which 
are often congested by patients coming from other areas. 

The private sector is large and consists mainly of small private hospitals and of 
spedaJish; working in their own private practices. There are three large general 
private hospitals (over 300 beds), in Athens and ThessaloniKt Some insurance 
organizations have developed their own medical services to provide medical care 
for their members. The largest of these is IKA (Social Security Foundation), which 
insures employees working in the private sector. These services consist mainly of 
primary care health centres and a few general hospitals for the provision of 
secondary and tertiary care. In 1991. IKA was providing medical coverage for 51% 
of the population of Greece. 

In Athens, mental health services are provided by two state mental hospitals 
belonging to the NHS, the University Department of Psychiatry at Eginition 
Hospital. eight psychiatric units in general hospitals, five mental health centres, 16 
small private psychiatric hospitals, and psychiatrists who work either for the 
insurance organizations or privately or both. It is common for patients with 
psychological problems to visit specialists working privately, or visit the services 
provided by the NHS or insurance organizations for their problems. Patients from 
non-sedorized areas can visit the non-sectorized psychiatric services of the NHS 
(psychiatric hospitals and psychiatric units or general hospitals). Patients usually 
refer themselves and are very rarely referred by non-psychiatric spedalists. 

THE SETTING 

The multitude of services involved in health care guided the decision regarding 
settings in which this study was carried out. The Greater Athens Area (Athens) 
consists of inner-dty areas, suburbs, and semi-rural areas outside Athens. These 
semi-rural areas are different from one another in tenns of socioeconomic status, 
and are served by different kinds of primary care services. Three settings 
representative of the socioeconomic conditions in Athens were chosen. 

First, the Health Cenh'e of Spata provides primary and emergency care services 
to residents of Spata and adjacent communities. Spata is a small town 10 km 
outside Athens, with a population of long-term residents and more recent arriVals 
who live in newly developed areas that can be considered as Athens' newest 
suburbs. The health centre belongs to the NHS and is staffed by specialists of the 
main areas of work (internal medicine, surgery and gynaecology). One psychiatrist 
from an affUiated general hospital visits the centre once a w~k. The psychiatrist 
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sees patients who either refer themselves to him or are referred by the physicians 
of the centre. Internists function as CPs in Greece; therefore it was decided to 
collaborate only with internists (nine of them) and not with other types of 
specialists working in the same service. The majority of patients live within 
walking distance of the health centre and nearly all residents of the area can reach it 
by car within 20 minutes, but most of those living in adjacent communities have a 
longer journey time. In summer, the population served by the centre increases 
considerably because the area includes a popular summer resort and many summer 
homes for Athenians. Although patients are not registered with a particular 
physician, they can ask for an appointment and refer themselves to a physician of 
their choice. A typical visit lasts 15 minutes. On a rotating basis, one of the 
internists is on duty for emergency cases every day. The Health Centre of Spata 
has a computerized registry. All residents who have visited the centre before have 
their own registration number which identif1cs a personal file . 

The second site for this study was the Municipal Health Centre of Kypseli, 
located in the centre of the city of Athens. The Kypscl i centre was founded by the 
city five years ago to provide free primary helath care services to Athenians of the 
area independently of their insurance coverage. The centre, which does nol 
provide public health or specialist mental health services, is used very often by 
Kypseli's primarily lower-middle-class residents for primary care, e.g. follow-up of 
chronic problems, laboratory tests and obtaining health certificates. Each visit lasts 
on average 10 minutes and there is no appointment system. All patients who visit 
the centre are registered into a computer system. There are no individual files for 
the patients seen. An entry is made in the examining doctor's daily records 
recording the patient's diagnosis, treatment and any tests or laboratory work 
performed. The centre is within walking distance for all inhabitants of Kypseli and 
it can be reached easily by bus in 5-10 minutes. Five intemists (two of whom are 
also specialists in cardiology) and one GP were involved in this study. 

The local branch of the health sector of IKA (Social Security Foundation) of the 
borough of Byron in eastern Athens, a lower-middle- and working-class area, was 
the third health centre which collaborated in the study. It serves only employees of 
the private sector who make up Ihe majority of the area's inhabitants. The centre is 
within walking distance for the local population. The staff consists of speciaHsls 
who represent most major specialities. No individual records are kept in the centre. 
Each patient keeps his or her own record of diagnoses and treahnents being 
received or has received in the past in a personal health book which should be 
brought along each time a visit to the doctor is made. Four intemists from this 
centre participated in the study. The centre does not provide public health services 
or spedalist mental health services. For the latter, the area is served by the 
Communily Mental Health Centre of Kesariani-Byron. which belongs to the 
Deparhnent of Psychialry of the University of Athens. This is the first of its kind in 
Greece and became operational in the late 19705 (Madianos tI al., 1987b, 1989). 
This centre has been used as a model for the development of community mental 
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Figure 1. The waillng room of the Spala Health Centre 

health centres in Greece. Most epidemiological work in the general population in 
Greece and usc of psychiatric services has been conducted by this centre. 

In two of the services there was an appointment system kept by the receptionist 
or a nurse. Patients usually have to wail 5- 15 minutes before seeing the doctor. In 
all three health sites, patients were called to see the doctor in his or her own 
separate consulting room. Mer examination the patient's doctor can order 
investigations and ask the patient to have a further appointment with him when 
the results of these investigations are ready. The doctor could also prescribe 
medication which the patient could buy from a nearby phannacy or, in the case of 
patients covered by IKA or other health insurance agency, which the patient could 
obtain with a small ca..payment. 

FIELDWORK 

The research team consisted of two research assistants, never employed in the past 
in dinical or research work. who had the first contact with patients, and five 
research workers (four psychiatrists and one psychologist) who conducted the 
second.stage interviews. The intake took place over eight months in two phases: 
from late April to early July 1991 and from September 1991 to mid-March 1992. 

Patients were approached by the research assistants while they were waiting to 



62 MENTAL ILLNESS IN GENERAL HEALTH CARE 

Figure 2. An intern ist examining a patient at the Spata Health Centre 

see the doctor. After a brief introduction as to the purpose o f the study, the patient 
was asked to participate and fill in the screening questionnaire. Most patients were 
able to do this although a substantial minority said thai they were unable to 
complete the forms. usually because of problems with sight or difficulties with 
reading. Patients who were eligible for the second.stage interview and ag reed to 
participate either saw one of the research workers on the spot or made 
arrangements to meet them for the interview within one week.. Most interviews 
were carried out at the homes of the subjects because they were unwilling to be 
interviewed on the spot. A common problem was the difficulty of the subjects in 
keeping appointments. This is the main reason for the high attrition rate in Athens 
for this study. 
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Of 1857 patients approacned, 1610 completed the screening procedures; 138 
subjects (7.5%) refused to take part and the remainder (109 subjects) were 
considered ineligible for the study (too ill, language problems, no fixed abode or 
living more than one hour away). Of 459 patients eligible for the second-stage 
interview, 196 completed the interview; 123 patients refused immediately and 140 
subjects who had initialJy agreed to participate later either refused to participate, or 
did not keep their appointments or were repeatedly away from home at the 
appointed time. This attrition rate is very high and is mainly due to direct or 
indirect refusal and indifference on the part of the subjects to participating in the 
study. 

Data from the screening phase did not show a non-response bias due to those 
who refused to participate or agreed at the beginning but later refused. The 
12-item General Health Questionnaire (GHQ-12) scores of these groups were not 
significantly different from those of study participants. Furthermore, other indices, 
such as the recognition rates of psychological problems by the physician or the 
physicians' ratings for physical and psychological problems and disability were 
not significantly different between those who agreed to participate and those who 
initially agreed but later refused participation in the study. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

Sociodemographic characteristics of the sample are shown in Table 3 page 37. 
Approximately two-thirds of patients screened with the GHQ-12 and interviewed 
with the Primary Health Care version of the Composite International Diagnostic 
Interview (CIDI-PHC) were women. The sample was predominantly middle-aged, 
with a mean age of 44 years. These characteristics are similar to those of the other 
study conducted in a health care setting in Greece. Similarly, patients were usually 
women, middle-aged, with a mean age of 44.7 years (Boardman el al., 1992). The 
largest age group was 45-65 (53.9%), followed by 25-44 (33 .3%). Only I2.8'Yo of 
subjects were in the younger age group (18-24), There were no differences 
between the three settings. Patients visiting the Athens centres are conSiderably 
older than the local populations from which they were drawn, since younger 
patients may use other services (e.g .. the private sector) to which older patients 
may not have easy access for financial reasons. 

As regards education, the largest group (31.1% ) had completed five to eight 
years of schooling, fo llowed by 28.0% who had completed secondary education 
(gymnasium nine years, or lyceum 12 years) and 26.3% who had gone beyond 
secondary education (13 + years). The smallest group was that of subjects who 
had either no formal education or a minimum of up to four years at school. This 
distribution is not typical for the population of Greece and the areas from which 
the samples were drawn. The very high percentage of those who had gone beyond 
secondary education is due to the high percentage of those who have continued 
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technical education and those who did not complete higher education. Furthermore, 
statistically signiAcant differentts emerged between the three sdtings. In general, 
patients from the Health Centre of Spata had fewer year! of educ.1tion than those 
of the other two settings and those from the Health Centre of Kypscly the highest. 
The majority of subjects were married (61 .0%). Subjects employed full or part time 
made up 41.6% of the sample. 33.3% were hou5Cwives, and 18.8% were 
unemployed. 

In summary, the typical patient visiting the services was a married, middle-aged 
female, either working or a housewife. Usually the patient had completed basic or 
secondary education or had had further education. 

HEALTH CHARACTERISTICS 

Forty per-cent of patients rated their health status as fair or poor and 30% as 
excellent or very good. Patients with only a few psychological symptoms rated 
their health better than those with subthreshold disorders, and those with definite 
ICD-IO diagnosis usually rated their health as fair or poor (Table 1). 

These figu res are complemented by the assessment of health status made by the 
treating physician, who rated patients' health status more favourably than did the 
patients themselves. As regards the evaluation of the physical health status of 
patients by the physician, 34% of patients were rated as being at least mildly ill and 
34% of the patients were rated as haVing a subclinical illness. Patients who were 
found to suffer from psychological disorders or subthreshold conditions were 
rated less favourably on physical health status. 

Table 2 shows the main reasons for contacting the services for aU patients who 
participated in the second stage of the study. As seen in the table, the majority 
visited the services for physical problems (including pain) and only a small 
minority for psychological problems. The category 'other' represents visits for 
repeated prescriptions, for routine check-ups, o r for health certificates. 

The commonest physical condition reported by patients was arthritis (24.5%), 
followed by hypertension (19.4%), peptic ulcer (18.9"10), cardiovascular problems 
(11.7%), respiratory problems (8.7%) and diabetes (7.1%). These figures are 
considered typical for Greece. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The weighted one-month prevalence of ICO-I0 mental disorder in patients 
assessed with the OOI-PHC was 22.1%. The prevalence of mental disorders in 
surveys of the general population in Greece in which a diagnostic instrument was 
used for ~ definition (Mavreas tf al., 1986; Madianos tf al., 1988) was 16% and. 
14%, respectively, which is somewhat lower than the 22.1% found in the present 
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study. Some of the difference may be due to differences in the instruments used for 
case definition and the much narrower repertoire of diagnoses used in the earlier 
studies (Table 3), 

The most common psychiatric disorder found in our sample was generalized 
anxiety disorder (14.9%). This figure is in accordance with other studies in the 
general population of Greece, where anxiety disorders were the most common 
psychological problems (Mavreas eI al., 1986; Madianos t~ al., 1988). Depression 
and anxiety seem to be particularly interrelated 72% of patients having depression 
also being diagnosed as suffering from generalized anxiety disorder. The second 
most common disorder was that of depressive episode (6.4%) and the third most 
common was hannful use of alcohol (3.5%). 

Unlike in most community surveys (e.g., Bebbington et al., 1981; Mavreastf al .• 
1986), no major differences in the prevalence of major disorders between male and 
female emerged in the present study. An exception was alcohol-related problems, 
which were more commOn among men. The lack of the expected differences 
between males and females may be due to differential use of the services by the 
two sexes and different socioclemographic characteristics between the populations 
of primary health care aHenders and the general population (Table 4). It is difficult 
to explain this find ing. It could be due to differences of permeability of the first 
filter (Goldberg and Huxley, 1980. 1992) between the two sexes. It could be that 
the first fil ter is more penneable to women independent of their level of 
psychological distress, while men with psychological problems are more likely to 
consult a doctor than those without problems. 

Psychological problems were more common in the older age group (45--65) 
than in younger groups. The prevalence was 13.1% in the ]8-24 year-old age 
group, 17.8% in the 25- 44 year-old group and 2o.9"1c in the 45--65 year-old group 
(Table 5). 

With respect to the comparison between morbidity as measured by the 
CIDI-PHC and as assessed by the treating physician, an overall concordance was 
reached in only 11.6% of the cases. This may be because in Greece primary health 
care physicians focus their diagnostic interest on physical rather than psychological 
problems and because patients might be ill at ease presenting their psychological 
problems to doctors in general heal th care. 

Concordance between clinician and research diagnoses was 22.2% for depression 
and 13.4% for generalized anxiety disorder. Again. these figures are much lower 
than those reported by most o ther centres and among the lowest reported in the 
literature (Goldberg and Blackwell, 1970; Harding tl al., 1980; Schulberg tl ai. , 
1985; Mari and Williams, 1986; Bellantuono tI al., 1987; Von Korff d nl., 1987; 
BarreH tl al., 1988) (Table 6). 

7.8% of the sample were identified by physicians as suffering from mental health 
problems but were not identified as such by the structured psychiatric interview. 
This suggests that in the Athens centre physicians may use different criteria for 
identifying mental health problems than the O m ·derived lCD- t o criteria. II is also 



Table 1, Health eharacterlstics 01 the study samples by current ICD-'IO status 

ATHENS 

Current diagnostic ,Ialus 

fewer than two symptoms Sublhreshold ICD·IO 

Patients Estimated Palients EsHm:\tC'd Patients Esrunakd 
interviewed prevalrnce' inlerviewed interviewed prev .. I .. nee· 

(N) /0/.) (N) (%) (Nl (%) 

Self-raled owrnU lwafth 
Exc~lt(.;nt 5 15.5 5 4.1. J 2.1 
Very good [6 J8A 24 J6J' 6 5 I 
Good 17 31.7 21 22.0 20 294 
FaiT 5 8,7 24 )2.5: 34 40.8 
Poor 0 0.0 4 O· 11 22.6 
Missing 4.7 0 D(J) 0 0.0 

()atlqr.roltd Ol!£mll hMllh 

Excellent 5 6.3 S 1).2. 4 2.8 
Very good 21 40.9 24 3D 21 253 
Good 13 39.1 25 31.4 26 33.5 
Fair I 0.4 11 11l.0 9 21.5 
Poor 0 0.0 0 0.0 2 1.4 

Missing " 133 10 7.). !l 15.5 

6 15.9 21 25.2 l! /.6 
26 46.6 17 263 2.4 28.9 

iU 7 23] 13 34.4 17 29.5 
Moderately ill 1 OJl 6 6.6 7 l4.7 
Sewrdy iU 0 0.0 0.'1 <I ,3.7 

Missing 4 B3 10 7.2 11 155 



Doc/or-mild psychologiw/ djsorder 
Complcldy normal 19 .B.S 33 50.8 lJ 20.3 
SubcliniC.l1 disturbance III 43.6 25 30.0 2..5 49.4 

Mild case J 9..3 6 7.4 6 7.7 

Moderate case 0 0.0 .3 L2 5 5.7 
Severe case 0 0.0 3.5 2 L4 

Missing 4 13..3 lO 7.2 II 15.5 

All patients 44 100.0 78 100.0 74 100.0 

• Among c""lI<'OJliv<' all.na.", of Ih. h~>.l!h "'1r' ('I'nl", 
Sec loolnol~ 10 T ~ble 7 for description a( 'Curren! di."naslic stalill'. 



ATHENS 

Psychological 
Unclear-psychological/physical 
Pain 
Physical 
Anlel p<r.<tnalallfamily plan. 
Other 
Missing 

Tabl. 1. Moat common reasons for 

F<?'WeI' Ihan 
iwo symploms 

Panenes Estimated 
interviewed 

(N) (%) 

0 0.0 
.3 1.1 
(; 6.2 

19 11>.4, 
0 0.0 

16 11.3 
0 0.0 

Current Qlagn':!s~IC si:atus 

SlIbthrethold 

Patients E.limaled 
interviewed 

(N) (%) 

14 
J LO 

21 !l.b 
U) 9.4 
0 0.0 

27 14.4 
0 0.0 

health care centre 

ICD·1O All patients 

Pahents Estimated h!ients Esl'imaled 
inlerviewlZ'd inlerviewed prevalence" 

(N) (%) (M (%) 

4 0.8 S 2.2 
5 2,0 11 5.1 

16 30 49 21.9 
20 5.7 S9 33.S 

0 0.0 0 0.0 
28 to.2 71 37.0 

0.4 I OA 

• Among conserulive allffiders 01 flit' health ore ""nln>. 
Subthre<h"ld symptoms in al leasl two d,ffcrc:nt ueas, but not 
leD-lO diagllose>; aka!,..,1 d~ndenee 1'10,1, lurmfu! USIi: of alcohol 
disorder F43.o. hypochondriasis F4S.2 and neurastheru',a FU.O. 

dylll.hyroi~ FJ4. "'S""'phob,a F40.0. pilWt F41.0, GAD FH.l, :;omatizalioo 



Table 3. Prevalence of current ICD-l0 psychological disorders 

ATHENS 

Patients 
JCD-l0 interviewed 
diagnoses (N) 

Alcohol dependence FlO.l 5 
Harmful use of alcohol FIO.l 9 
Current depression F321J3 .34-
Dysthymia fJ4 9 
Agoraphobia f40.0 <I 

Pa[lic disorder F41.0 3 
Generalized anx i ely disordc r F41.1 44 
&.matiza~io[l disorder F45.0 7 
Hypochol1dnasis F4S.2 1 

N euras therua F4S.0 17 

One or more mental disorders 
(from the above) 74 

Two or more mental dis.orders 
(fmm the above) 44 

All patients 196 

• Among consecutIVe attend,,!> of the health Cilre centre. 
'One or more mental dJsorder<' .how. the over.U frequency Mn0l"\8'[ the di.ord~t< mentioned abOVE. 

'Two or 010T~ m~f.J disorders shows co-m£>rbidity ratios omongst the di.sorder< mentioned above. 

Patients 
interviewed 

(%) 

2.6 
4.6 

17.3 
4.6 
1.0 
1.5 

22.4 
3.6 
0.5 
8.7 

37.8 

1.2.4 

100.0 

Estimated 
prevalence" 

("k) 

1.0 
3.5 
6.4 
1.4 
0.9 
0.7 

14.9 
U 
0.2 
4.6 

21.1 

9.7 

100.0 



Table 4. Prevalence of current ICD-10 psychological dIsorders by sel( 

ATHENS 

Males Female$ 

lCD-tO Patients Patients Esl1mafed Patients PaHents Estimated 
diagnoses interviewed interviewed interviewed interviewed prevalence' 

(N) (%) (%) (N) (%) (%) 

Alcohol 1"10,2 ~ 6,7 1.8 I 0,7 0.7 
H.annful use of alcohol Fml 7 11.7 9,2 2 I.5 D,S 

FJ2IJJ 12 20,0 6.5 II 16,2 6.4 
1"34 'I 6,' Ul 5 3,' 1.2 
f40.0 0 0.0 0,0 4 2,9 1.4 
F4LO 2 ),) IS 1 0" 0.2 

Generalized F41.1 13 U,7 U,S 31 22.8 16.1 
Somatization F4S.0 l 0' OA 6 4.4 1.8 
Neurasthenia F4B.O 6 fO.O 3,) II 6.1 S,l 
One or mOte mental disorders 

(from the above) lJ 38,) 23.0 51 375 21.6 
Two or more mental disorders 

(from the above) 17 ltD 9.3 27 19.9 9.8 
All patients 60 100.0 100.0 IJ6 100.0 100.0 

• Among coruecvli \Ie 
. Olle or more men!al 
'Two Of mo,~ menIal 



Table 5. Prevalence of current ICO-10 psychological disorders by age group 

ATHENS 

Age 

15-24 15-44 45-65 

ICD·JO Patients Patients Eslimah:d Patienl~ Patients Estimated Patients Patients Estimaled 
seen (N) seen (%) per cent" seen (N) seen ('Yo) per cent· seen (N) seen ('Yo) renl' 

Alcohol dependence FIO.2 2 6.5 2.4 2 3.0 1.7 1 1.0 0.3 
Harmful use of alcohol FIO.l .3.1 1.1 4 6.0 1.5 4 4.1 4.7 
Current depression FJ2/33 10 32.3 1l.9 7 10.4. 4.7 17 17.3 6.1 
Dysthymia FJ4 1 3.2 1.l a 0.0 0.0 1\ 8.2 1.3 
Agoraphobia F40.0 0 0.0 0.0 1 3,0 0.9 .2 2.0 1-1 
Pank disorder FUO 1 3.2 1.2 0 0,0 0.0 .2 2,0 1.0 

GeneraJjzed anxJ ely disorder F4l.1 3 9.7 3.6 15 22.4 13,6 2.6 16.5 IlL> 
Somalizat ion di Bard t,r F4.5.0 1 3,2 1.2 0 0.0 0,0 6 6.1 1.2 
Neurasthenia F48.0 4. 12.9 4.B 6 9,0 7.2 7 7J 2,9 
One or more mental disorders 

(from the abo vel n 35.5 13.1 21 31.3 17,8 41 42,9 26,9 

Two or more mefltal disorders 
(from the above) 6 25.8 9,,5 13 19.4 11.9 23 13.5 8,3 

All patients 31 100.0 100,0 67 100,0 100.0 98 100.0 101),0 



Tabl. tt Current ICD-10 disorders and their 

ATHENS 

Alcohol dependence 
Harmful use of alcohol 
Current depression 
Dysthymia 
Agoraphobia 
Panic disorder 
Generalized anxiety disorder 
S<:lmali1.aljon disorder 
Hypochrondriasls 
Ncurasl:he nia 
~ or more mental disorders 

(from the above, except alcohol) 
Two or more mental disorders 

(from the ahove, except alcohol) 
All patients 

(whether lCD-tO cases or not) 

'Amons those lniel"lllewed who 
b Among ,:ol1seadive aUenders 
'On. or more mental disorders' 
Two or more menial diwrders' 

ICD·IO 

FlO.2 
FlO.l 
F31/JJ 
F34 
F40.0 
F41.0 
F4L1 
F45Ji 
F45.l 
F48.0 

by treating physicians as a psychological case 

ICD·10 cases Cases recognized by physician 

Number Number 
inlerviewed inlerviewed 

(N) 

:> 
9 

34 
9 

" 3 
44 

7 

]7 

69 

40 

196 

mentioned above. 
mrnHoned aMve. 

(N) 

0 
0 
8 
4 

0 

I) 

1 
1 
1 

15 

7 

28 

Patients Estimated 
interviewed' proportion" 

('Yo) (%) 

0_0 0.0 
0.0 0.0 

23.S 1l.2 

44.4 44.5 
0.0 00 

33.3 545 
18.2 13.4 
14.3 113 

100lD 100,0 
5.9 8_0 

21.7 17.0 

17.5 14.5 

14.3 11.6 
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possible that since the version of CIDl used in our study was not exhaustive, a few 
patients with disorders that were not detected by this version were recognized as 
having psychological probll'!ms by the treating physician. More specifically, the 
version of aOI used in the study excludes social and specific phobias. as weU as 
obsessive..compulsive and psychotic disorders. Thus, it is possible that a small 
number of subjKts with these disorders were not diagnosed with aOI but they 
were recognized by the treating physician. 

Moreover, 59% of patients diagnosed as having a well-defined psychiatric 
disorder were judged by the physicians to suffer from a subclinical psychological 
problem----a figure much higher than that of other centres participating in the 
study. lt is possible tl-lat physicians in the Athens centres included in the subclinical 
category cases which were regarded as more serious in the other centres of the 
study. Additionally, it is possible that patients served by these centres were 
especially reludant to discuss psychological problems with their primary health 
care physicians. 

Interviewers rated 31 % of those with ICO-1 0 mental disorders as suffering from 
moderate or severe disability (Table 7). 

No moderate or severe disability was found in those with minimal or no 
psychological symptoms. In ICD-10-positive cases, self-rated disability was 
higher than disability as assessed by interviewers. In only one subject (0.4%) with 
minimal or no symptoms was severe or moderate disability found by use of the 
Brief Disability Questionnaire. 

COMMONLY PRESCRIBED TREATMENTS 

In 57% of lCD-to cases which were also recognized by the internist. some form of 
intervention was offered. including medication. referral to mental health specialists 
and counselling. The most common treatment prescribed in cases of mental 
disorder described as such by physicians and confirmed by the Seeond Stage 
Interview was daytime tran'luillizers. usually benzodiazepines, which were 
prescribed in 36% of cases. Vitamins and tonics were also prescribed in some of the 
recognized cases (11%) as well as other treatments (7%) such as anti-inAamatory 
medication or antacids. Some of these non-psychotropic drugs could have been 
prescribed for co-occurring physica.l problems. Antidepressants were prescribed to 
only one of the cases (3.6%). This is not unexpected in light of earHer studies 
indicating that antidepressants are used very rarely by physicians other than 
psychiatrists. even in cases with known depressive symptomatology in which 
anxiolytics are the most commonly prescribed medication (Aievizos et "' .• 1984). 
Overall. drug treatment was offered in 43% of recognized cases. Referral to a 
mental health specialist was reported in 18% of cases, while informal discussion 
and counselling on personal maHers and health problems was also offered in a 
small proportion of cases (7%). In general it can be said that in the Athens' centres 



Table 7. Disability in the study samples by currenl diagnostic status 

ATHENS 

Current diagnostic stalus 

Fewer than two symptorn~ Subthreshold ICD-lD diagnosis All patients 

Patients Estimated Patienrs Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence" inte:JViewed prevalence' mlerviewed prevalence' 

(N) (%) (N) (%) (N) (%) (N) (%) 

lnitrViewer-rated disabi/ily 
None 39 88.6 5S 75.0 22 36.5 IJ6 71.9 
Some 3 4.2 II U2 26 ,28.4 41 12.3 
Modeldte a 0.0 1 lD.2 18 2.8.4 25 10.2 
Severe 0 0.0 0 0.0 1 1.4 2 0.3 
Missmg 2 6.9 4 3.5 6 5.4 12 5.3 

Sel{-rtlled disabilily 
NOlIe 38 87,2 53 67.1 27 34.7 lIB 67.8 
Some 4- 7.7 10 15,2 14 19.5 28 13.2 
Moderate 0 0.0 13 1.3.8 25 .33.8 38 U.S 
Severe 0.4 0 0.0 8 11.9 9 2.8 
Missing 4.7 2 3.9 0 0.0 3 J.4 

All palients 44 100.0 78 100,0 74 100.0 196 100.0 

"Among ronse<unvc att""dm of the health care centre. 
Sublh,,,,,hold: symptoms in At le.,t ,wo diffenmt areas. hut nol ,.""hing level of d'''Snosi. 
ICD.l0 di.agno~ .Ioohol dependence FID.2, homJul "'" of alcohol FIO.l, depression FJ2IJ3, dysthymia fJ4, ago,",phobiA F40.0, p<lI1ic F41,O, GAD F4Ll, $OmatiZ.ttion 
disorder F45,O, hypochondriaSIS r45,2 and neurasthenia F45.0, 



Table fl. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suffering from a 
psychological disorder 

ATHENS 

Current depression Anxiely disorder,; Sornatoform disorder.; 
F32/.33J34 F40/41 F45 .0145.2/ 4 S.O All r('cognized case;; 

Pa!ienl~ Patients Patients Patient-:; 

Interviewed Estimated Interviewed E~li.rnat .. d illkrviewed Estimated Interviewed Estimated 
(N) pCfe<>nlagc" (M percentage" (N) percentage· (N) percentage' 

Any Iype of drug Ireatment 0 54.5 4. 44.4 2 66.7 12 42..9 

Sedative-:; 5 ~5.5 4 44.4 2 66.7 10 35.7 

AnHdepressants 9.J I 11.1 0 0.0 I 3.6 
AnHpsychotks 0 0.0 0 0.0 0 0.0 I 0,0 

Vit/loruclanalg.fherbal 2 18,2 0 0.0 .3.3.3 .3 10.7 
Other drugs I 9.1 I 1],1 1 .33.3 2 7.1 

Any type or l1on-dllJg lrealment 5 45.5 J 33.3 3 1000 8 28.6 
Discussion/c:ou!1,dlmg 1 9.1 0.1 0 0.0 1 7.1 
Practi call social he I p 0 0.0 0 0.0 0 0.0 0 0.0 
Refer/mh profinurs.-/carer J 27.3 1 11.1 3 100,0 5 17.9 
More phySical tests 0 0.0 0 0.0 0 0.0 0 0.0 
Other non-drug treatment 1 9.1 1 ILl 0 0.0 I j,6 

No treatment prescribed 3 27..1 4 44.4 0 0.0 'J2 42.9 
All re<ogniud cases Il 100.0 9 ]00,0 .3 !oo.o 28 100.0 

• Among all recognbed ,",,«'$ of Ihe di>Ordtor(,). 
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patients with psychological problems as defined by the ClDI-PHC were very 
rarely given any treatment fo r their problems. This is consistent with the already 
mentioned practice of physicians in Ihe health centres in Greece acting more as 
specialists than as general practitioners or family physicians (Table &), 

CONCLUSIONS 

The prevalence of psychiatric disord~r5 was avmge compared ~o the other studies 
and only somewhat higher than thai of the general population. Of special interest 
are Ihe high rales of anxiety disorders and the very low levels of recognition (17%) 
of cases by the primary care physicians. This indicates that in Greece primary care 
physicians function more as specialists than as general practitioners. 
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PREVIOUS WORK IN INDIA 

Mental health care as part of general health care has been a focus of research and 
programme development in India during the last two decades. One of the 
objectives of the National Mental Health Programme for India (1982) is 'the 
application of mental health knowledge and skills in general health care', 

Several studies have been conduded on mental health needs at the level of 
primary health care in India. In the first study at Vellore, which assessed psychiatric 
problems in a general medical clinic of a general hospital using psychiatric 
interviews, the prevalence rate was 27% (Murthy if al., 1976). In the WHO study. 
'Strategies for Extending Mental Health Care', which included Raipur Rani, 
Haryana. India as one of the centres (Harding et al .• 1980). a two-stage screening 
used the Self Repqrting Questionnaire (SRQ) and Present State Examination (PSE) 
to identify psychiatric cases among those seeking health care in the rural health 
facUities. Of the 361 patients screened. 64 (17.7%) were diagnosed as having a 
mental disorder. The most common diagnoses were depressive neurosis and 
anxiety neurosis. Few patients offered psychiatric symptoms as presenting 
complaints. Ra:ognition of psychological problems by the primary health care 
staff was limited. 

In another study of urban private general practitioners, of 882 patients screened 
using the 12-item General Health Questionnaire (GHQ-12). the prevalence of 
psychological problems was 35.9",4, but the general practitioners identified only 
25% of the patients (Shamasunder ef al .• 1986). 

Seshadri ef al. (1988) studied a g roup of 573 pal'ients (the majori ty of whom 
were female), using the World Health Organization South East Asia Regional 
Office screening instrument (Sell eI al .. 1989) and found that 11.8% of those 
interviewed had somatic complaints with no identifiable organic cause. 

Mmla/ 111"6> in c..r.".1 Hu/lk c,,,.., ..... n In'"""';"",,[ Study, Edited by T.B. O.liin 1J'Id N. Sartorius 
o l~~ by fohn Wilty &: Sons Ud 
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Sriram et uf. (1988) studied 1853 new cases attending a rural health facility for 
psychiatric problems and found that 17.3% of adults were diagnosed as having 
'psychosocial problems'. It was noted that somatic symptoms far outnumbered 
psychological complaints. Compared with patients having no psychosocial 
problems, those with problems had a longer duration of illness, made more visits, 
and travelled a greater distance to come to the clinic; 63% of them reported stress 
factors in relation to their illness. 

As part of the National Mental Health Programme for India, training 
programmes for primary care physicians have been carried out for more than a 
decade. Various manuals on mental health for primary health care personnel have 
been developed in ~he country (Wig and Parhee, 1984; Isaac tf a/" 1988; Shanna, 
1986; Murthy tf aL 1988; Sell tf ai., 1989; Sriram tf ai. , 1991). 

In a longitudinal study on mental health problems in a primary health care area, 
covering 95 villages with 32398 population.. a 10% adul~ random sample was 
screened by trained psychiatrists using the PSE, short version. The study found a 
prevalence of 13% for neurotic disorders, with neurotic depression being the most 
common condition. It was observed that neurotic disorders were more common 
among women in the middle-aged group and living in nuclear families with low 
socioeconomic status and tow literacy (NIMHANS. 1990). 

THE ORGANIZATION OF MEDICAL CARE IN INDIA 

The health services system in India has gradually developed from programmes 
treating single diseases (e.g., tuberculosis and malaria) to providing comprehensive 
health care through a network of health care facili ties at various levels. Currently. 
the most peripheral health faci lities are primary health centres (PHC), which 
provide preventive, promotive and curative services for a population of about 
30000. Health personnel in each centre include one or two doctors and 15-20 
basic health workers. The doctors work mainly in the clinics providing curative 
services and supervise the heal th workers. Health workers visit families at home 
and carry out a wide variety of health activities, including mate mal and child 
health care, nutritional guidance and care for common illnesses. PHCs see between 
50 and 200 patients per day. About one-third of the patients are less than 15 years 
of age. Most patients in rural areas walk to the health facility, while a small 
proportion use other methods of private or public transport. 

All patients are seen without an appointment. An average consultation lasts 
three to five minutes and drugs arc dispensed for two to three days on average. 
Basic records of clinic visits, which include the patient's name, age, sex. diagnosis 
and the treatment given, are maintained by the doctor and there are no computers. 
Equipment for perfonning basic laboratory tests (e.g., urine, blood and stool) is 
available at these centres. The nature of health problems and the frequency of 
aHendance to health clinics varies according to season. 
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In addition to providing curative services, the PHCs are responsible for public 
health and health promotion service5, including health education. antenatal care 
and immunization. The various national health programme5 for the control of 
infectious and non-infectious diseases are implemented by the PHCs. Some of 
these programmes include family welfare, control of malaria, tuberculosis, 
leprosy, blindness and filariasis. Since 1982 a National Mental Health Programme 
has also been initiated, which aims to decentralize mental health care through 
primary health care workers, doctors and paramedics and train these personnel in 
basic mental health and provision of services to people in need at home and in the 
workplace. A large number of people suffering from mental health problems visit 
primary health care facilities and it is appropriate that the mental health services 
are offered through primary care workers. There is a very extensive primary 
health care network in India. In places where the National Mental Health 
Programme has been initiated primary health care workers have been able to 
provide satisfactory basic mental ("are. It was also observed that the health care 
workers did not perceive any extra burden due to their additional responsibilities 
and that the image of the health workers improved because of their wider range 
of help-giving abilities. This type of care was also more acceptable to people 
since they did not have to travel long distances to reach psychiatric help. Many 
people do not like to be labelled as suffering from psychological problems and 
hence prefer to go to their own primary health care physician. The programme 
has been very succe5sful in several areas of India and now all the states in India 
have been made aware of the programme. However, the primary health care 
workers need continuous support, supervision and monitoring in order to carry 
Qut these tasks. The PHCs also work in liaison with other organizations such as 
schools and social welfare agencies. 

Another feature of health care in India is the wide availabili ty of traditional 
systems of medicine. The most important of these is Ayurveda, which is a 
well-developed Indian system. Other systems of care include homeopathy, unani 
(Persian traditional medicine), nature cure (e.g., mud-baths, dietetics, exercise) and 
sidha (an indigenous system of medicine pradised widely in southern India, 
especially Tamil Nadu). Traditionally the Indian population especially in rural 
areas has great faith in these indigenous systems of medicine. It has been observed 
that normally the first care giver in the case of a mentally ill person is a traditional 
healer or a physician of traditional systems of medicine. Very few people go to the 
psychiatric centres in the initial stages of illness. It is known that some of these 
systems of medicine have proved to be beneficial to the patient. A good working 
relationship with indigenous healers has been found to enhance the patient's 
coo~ralion and ensure early help-seeking from the appropriate agencie5. In 
addition. a large number of persons without any health care training function as 
healers. 

There is also a private medical sedor in India with medical facilities that range 
from single practitioners to large hospitals. These are located primarily in urban 
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areas. Individuals may choose wi~hout restriciion, based on felt need and 
affordability, between public and private sector, among the PHCs and general or 
specialist hospitals. 

THE SETTING 

Of the three sites masen for the present study, the Jigani Primary Health Centre 
was the principal site from which three-quarters of the total data were colleeled. 
The Jigani PHC whidl is about 32 km from the city of BangaJore, caters to a 
population of 32000 covering 95 villages. The ICMR-CAR-CMH (NIMHANS, 
1990) study was carried out in this region. The population served by this 
catchment area is mainly engaged in agriculture. Nearly 4004, are members of 
minority groups (scheduled castes and scheduled tribes) and about 10% aTe a 
migratory population. About 2 km from the Jigani PHC is an indushial area which 
employs 3000 individuals, 25% of whom reside wi~hin ~he Jigani ca~chment area. 
The clinic is accessible by an all-wea~her road. Some patients use public transport 
to come to the clinic but a majority of patients, who live in the interior villages, 
reach the clinic on foot. A single medical officer at the clinic is supported by 17 
health worken;. An average of 450 new consuJ~ations and 750 follow-up visits are 
conduded at the clinic each mon~h. The patien~ population is largely representative 
of the national population in terms of age and sex distribution. There is an average 
daily attendance of about 50-140 at this clinic, aHendance being highest on 
Wednesday, which is market day. O ne day of the week (Thursday) is reserved for 
immunizations. Acute illnesses (especially respiratory and gastrointestinal illnesses) 
and injuries are the main reasons for consultation, followed by chronic physical 
illnesses and ill-defined conditions. Gastrointestinal infections often occur in an 
epidemic form during the summer months, while upper respiratory trad infections 
are common in the rainy season. The doctor records the diagnosis in a register and 
no formal classificatory system is used. Two physicians parlicipated from the 
Jigani PHC. 

The second site in the study was the Suvamamukhi Arogyadhama Hospital 
(AKN Hospital), a small hospital located in a village about] km from the Jigani 
PHC. The hospital, which is administered by a non-governmental voluntary 
organization, provides outpatient care in the mornings and afternoons; it has a 
limited inpatient facility which is mainly used for childbirth. Monthly attendance 
includes 50 new consultations and 150 follow-up visits. The hospital charges a 
small fee for each visit. At the time of the study, the centre was staffed by one 
medical officer and three nurses. A simple record of the patients' diagnosis is 
maintained and there is no official classification system. Although the populaHon 
consulting at this hospital was somewhat similar to Jigani PHC attenders, during 
the time of the study the clinic was attrading an especially high number of factory 
workers from the Jigani industrial area. 
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Flgur.1. The waiting room oj the Jlganl PHC 

F1gur. 2. Pallent inlef\llew al the Jigani PHC 

The tt-.ird site in tt-.e study was the PHC at Jayanaar, a government-administered 
PHC situated within tt-.e city of Bangalore. Although located in an urban area. its 
funcHons are similar to those of the Jigani PHC. This clinic was chosen in order to 
include data on psychological problems from an wban area. Monthly visits to this 
clinic include about 250 new and 450 follow-up consultations. The clinic provides 
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services to a sizeable percentage o f urban slum dwellers. The staff consists of two 
medical officers, one of whom was available for participation in the study. 

FIELDWORK 

The research team for the main phase of the study included a medical officer wi!h 
experience in psychiatry, a research assistant with three years of experience in 
psychiatric research, a nurse with a psychiatric background and a psychiatrist. All 
members of the research team were trained in the administration of the various 
research instruments. Reliability raHngs of videotaped interviews and live 
interviews were carried out before actual data collection. Poinb of discrepancy 
were discussed and solved. Data colledion was first carried out by the entire team 
at the Jigani PHC. Subsequently, the team split into two groups and completed the 
intake at the other two sites. The entire intake phase lasted about seven months. 

In each of the clinics, consecutive patients were approached for screening befo re 
they saw the clinic doclor. Alter obtaining infonned consent, patients elig ible for 
the second-stage procedure were given the second -stage interview by another 
member of the research team on the same day. Attention was paid to maintaining 
privacy and confidentiality. For example, adjoining the health centre at Jigani an 
additional room was rented and used to conduct the interviews. 

Mainly because of past work of the National InsHtute of Mental Health and 
Neurosciences (NIMHANS) and the epidemiological study on mental health 
problems recently conduded in the area, most of the patients agreed to participate 
in the study and some wanted to learn more about it. The doctors were also will ing 
and very cooperative with the study. 

In all, 1374 patients were approached for screening in the three sites. Of these, 
1366 completed the screening (response rate of over 99%). The GHQ sampling 
thresholds established for the Bangalore centre identified 477 patients as eligible 
for the second-stage interview, of whom 398 completed the interview (a response 
rate of 83.4%) (see Table 2. page 36). 

The main reason cited for refuSing the second-stage interview was lack of time. 
The bus service is infrequent and some patients, who had come 10 the clinic by this 
form of public transport, feared they would miss their bus if they stayed for the 
interview. Some patients agreed to return at a more convenient time but rarely 
kept thc appointment. There were no instances where the doctor objected to the 
interview of one of his patients. All the intl"!rviews are conduded in Ihe clinic. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

The sex and age distribution of the patients who participated in the screening and 
the CIDI-PHC were comparable, but they differed from the pooled data from all 
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centres. While the second.stage sample was almost equally divided between the 
sexes at the Bangalore centre, there was a female majority in the combined data 
from all centres. Similarly, there was a higher proportion of patients in the younger 
age group at the Bangalore centre. 

With regard to education. 43.5% of interviewed patients were ill iterate. Only 
J% of the subjects had more than 13 years of education. 

A majority of the patients were married (64%). nearly a quarter were unmarried, 
and the rest were widowed separated or divorced. A majority of the interviewed 
patients were employed (63.8%), a quarter were housewives, and less than 5% 
were students. Among interviewed patients. only 6.5% were unemployed. The 
difference between the Jigani centre and the other centres in tenns of employment 
is probably due to the predominantly rural population. being engaged primarily in 
agrirultural work. who often do not seek fonnal employment (see Table J, page 37). 

HEALTH CHARACTERISTICS 

Pain complaints were the most common sing le reason for visi ting the health 
facili ty (Table 1). Psychological complaints were rarely presented as the main 
problem. Among the 'other' reasons the most common were somatosensory 
complaints such as dizziness, tingling sensations and fatigue. 

Of the patients with ICD·IO diagnoses, 5O'Yo self· rated their health as fair. while 
26% rated it as poor. Doctors were less likely to rale their patient's health as poor 
than were the patients themselves (Table 21. 

The percentage of patients suffering from some fonn of chronic somatic 
condition was 61 .1%. mainly gastrOintestinal problems, heart disease and arthritis. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The overall prevalence of well..defined psychological disorders was 23.9%. which 
is similar to the other centres in the study. The prevalence of individual diagnostic 
categories is also comparable with other centres, except fo r the relatively high 
proportion of dysthymic disorder (9.8%). These were patients whose depressive 
symptoms were not o( sufficient intensity to qualify (or a diagnosis of depressive 
episode (Table 3). 

It can also be seen from Table 4 that the prevalence of psychological disorders 
was higher among females. A relatively greater number of younger patients were 
diagnosed as having an lCD·10 disorder (Table 5). 

The concordance between the research instrument and the physicians' assessment 
was 40%. There was wide variation in the rate of recognition of specific disorders, 
with nx:ognition of 35% for generalized anxiety disorder and 78% for alcohol 
dependence (Table 6). 



Table 1. Most common reasons given lor visiting health care centre 

BANGALORE 

C=I diagnostic st~hJs 

Fewer than 
two symptoms Subthreshold [CD-lO Diagnosis All patients 

Patients Estimated Palienk EsIim.3led Patienk Estimated Patienl, Estimated 
interviewed prevalence' int<'TViewed prevalence" interviewed prevalence" in le'(Viewoo prevalf'l1ce" 

(N) (%) (N) 1%) (N) (%) (N) (%) 

Psychologic:aJ 1 0.1 2 0.3 B 0.9 II U 
Unclear-psycholog!ca\/phYSiCill 6 l.l lJ 2.7 19 J.2 38 Lto 
Pain 34 16.9 49 B.9 09 9.3 152 35.1 
Physical 18 85 H 6.3 25 3.4 67 18.2-
Ante/postnalal/family plan. 2 1..3 0 0.0 0.7 J 2.0 
Olher 51 U.o 32 608 4.2 63 125 35.0 
Missing 0 0.0 0.1 I O.l 1 0.3 

• Among COI1""",tlve aH-enders of the health care centre. 
Subthreshold: symptoms in at l<'3St 11"0 difk,..",t '''''''. but flol r~.>ehing I",,~I of chgno<is. 
ICD-lO <1 .. 8""'"""- a.Ioohol ~P"~ F 102, harmful "'" of alcohol FlO. L d"pn'"S<ion BU.B. dysthym:a F 31. ~goraphob ... F.w.O. pani< f41.o. GAD FH I. somali",lioo 
disorck. F45.0. hypochondri.o.sis f.lS.1. and """.-.s.therU3 F48.0. 
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Of the patients with psychiatric disorders as rated by the interviewer, 44.8% 
were found to have moderate to high degrees of disability. Patients reported their 
own disability significantly higher than the interviewer. which is a characteristic of 
the Bangalore sample. The reasons for this need further investigation, for example 
rates of dysthymia (Table 7). 

COMMONLY PRESCRIBED TREATMENTS 

Drug treatment was prescribed in one form or other in little more than half the 
cases. Other forms of treatment (such as discussion/counselling or practical and 
social help) were particularly rare when compared with the data for the other 
centres in the study. This may be due to the fad that such treatments are also 
offered by alternative carers (Table 8). 

CONCLUSIONS 

The results of the present study show that about 20% of individuals who consult at 
the primary health centres have a psychological disorder according to the ICD-IO. 
The findings reported here are in line with earlier studies of the prevalence of 
psychiatric disorde~ in general medical settings in India. although they are 
marginally higher. The variations in prevalence figures are largely due to 
differences in methodology and case definition. The current study has used 
rigorous methodology and standardized instruments. 

The higher prevalence of psychological disorders in females has been reported 
in other studies, both in primary care settings and in the general population in 
India. (Shamasunder et a1., 1986; Sen. 1987). This must be understood in terms of 
the psychosocial situations prevailing in rural areas, where stresses in family life 
were often reported. Another pOint of striking contrast is the high prevalence of 
alcohol-related disorders in males, suggesting that males and females express their 
distress in two different fonns. This important difference requires further study of 
an ethnographic nature in the community. 

The high prevalence of pain syndromes and depressive and anxiety disorders in 
the present study is in keeping with findings from earlier research (Harding if aT •. 
1980: Sen, 1987). The higher prevalence of psychogenic pain complaints is also 
understandable, given that most individuals with emotional disorders tend to 
describe their distress in bodily tenns, Only on further empathic probing do 
typical psychological symptoms like anxiety and depression become evident. 

The relatively low recognition of emotional disorders by the primary care 
physicians is not surprising in light of the fad that patients were presenting with 
somatic complaints and were seen for short periods of time. It is also notable that 
doctors tended to perceive the patients' health status in more favourable terms 



Table 2. Health characteristics of the study samples by current ICD-lO diagnostic starus 

BANGALORE 

Current diagnostic status 

Fewer than two symptoms Subthresflold ICD·10 diagnosis 

Patients Estimated Patient; EsHma.ted Patients Estimated 
interviewed prevalence" interviewed prevalence' interviewed pre:valen re' 

(N) (%) (N) (%) (N) (%) 

5I:lf·rQltA UlJU"lIheallh 
Excellent 0 0.0 0 0,0 1 0.6 
Very good 7 8,2 0 0,0 1 0.4 
Good 79 73.7 41 44.4 19 19.7 
Fair 15 17.9 64 47.9 88 50.2 
Poor 0,2 16 7.7 54 26.1 
Missing 0 0.0 0 0.0 2. 2.8 

[)odor-raltt;/ ouerall !.mllll 
exceUent 0.4 0 0.0 1 0.4 
Very good 10 IU 1 Z.J 0.'1 
Good 72 68.2 64 60.9 72 46.3 
Fair 28 20.0 54 35.9 87 50.9 
Poor OJ 0.4 " 2.0 
MisslJ1g 0 0.0 0.5 0 0.0 

/Jodnr-raJed physical disorder 
Completely healthy .34. 33.0 23 26,9 24 14.7 
Subdini cal illnes.:! 27 24.9 36 25..3 42 U.6 
Mildly ill U) 30.7 40 30.6 59 36.1 
Moderately III l3 10.5 21 16.6 39 26.1. 
Severely III 0.4 0 0,0 1 0,4 

Missing 0..1 1 0,'; 0 0.0 



DocJOT-raleJ psyd.ologica/ di;.ort:Jo 
Completely normal 88 83.5 56 5.3.8 .w 2.5.1 
Subcli.nical d.i 5 t urbanre 19 lJ.1 35 25.9 55 31.7 
Mjld case 4 2.9 1.4 17.4 4.3 25.4 
Moderate ase 0 0.0 5 2.3 26 15.'1 
Severe case 0 0"0 0 0.0 0 0.0 
Missing I 0.4 IH 1 2.4 

All patients 112 100.0 121 100.0 165 100.0 

'Among "",""""tiv~ attend ..... of u,., heallh care oefl(n>. 

See f""tnot. to Table 7 {or d ... crip!1on of 'CUlT..,,! diaS"",Hc .torus'. 



Table 3. Prevalence 01 currant ICD·i0 psychological disorders 

BANGALORE 

Patients Patients Eslimated 
ICD-w inlerviewed interviewed 
diagnores (N) (%) (%) 

Alwhol FlO.2 9 2.3 1.4 
Harmful use of alcohol FIO.1 0.3 0.6 
Current depression FJ2JJJ 72 IS. 1 9.1 
Dysthymia F34. 68 17. ! 9..tl 
Agoraphobia F40.0 I 0.3 0.1 
Panic disorder F410 9 2.3 LO 
Generalized anxiety dl50rder F4U 66 16,6 8.5 
Somatization disorder F4S.0 16 4.0 1.8 

Hypochondriasi$ F4S..2 I OJ 0.2 
Neuras I hen1a F48,Q 24 60 1.7 
One or more men!,,1 disorders 

(ft-om the above l 165 415 23.9 
Two or more m..."lal disorders 

(from the above) 73 183 8.3 
All patienls 39& lOO.O 100.0 

1rt>;:,,,,,,,lV amo"8<t the dirord ..... """ltio:ned .bo"". 
CI)'lflQlml(bly Ml<>"8u ihe oirord",s aboy". 



Table 4. Prevalence of current ICO-10 psychological disorders by sex 

BANGALORE 

Males FernaJ .. ~ 

Patients Patients Estimated Patients Patients Estimaled 
ICD·10 interviewed interviewed pT.,v~lence· l(\lcTView~-d interviewed prev~lence' 

diagnoses (N) (%) ('Yo) (N) ('Yo) ('Yo) 

pJcoholdependence Fm2 9 'U 29 0 0.0 0.0 
Harmful use of alcohol FlO.! I 0.5 1.1 0 0.0 0.0 
Current depression BUB 24 I\.9 4.8 48 14.4 13.3 
Dysthymia B4 25 12.4. 6.4 43 21.8 13.2 
Agoraphobia HO.O 0..5 0.2 0 0.0 0.0 
Panic disorder HI.O 6 3.0 1.1 3 1.5 1.0 
Generalized arooety dlsordfr F4l.J 26 12.9 6.2- 4() 20J 10.8 
SomaliZillion disorder f4S.0 6 3.0 1.3 10 5.1 2.4 
N euras then ia F48.0 8 4.0 1.7 16 8.1 3./ 
One or more mental cUsorders 

(hom !.he above) 68 3..1.8 18.1 97 49.2 19.6 
Two or mon.' menial dis;crders 

(from Ihe above) 26 12.9 5.3 47 13.9 11.3 
All paHe[\h 201 "lOOO 100.0 197 100.0 100.0 

heal! h CJft "",,!:re. 
the avo • ..!1 N""luency .lfI1Dagsi the disord.. .... .-.--.tiOO<'d i!bove. 
CIJ-rnorbid!ty rali", .>monS" the di<ord~", mentiorw:d above. 



Table 5. Prevalence of current ICD-10 psychological disorders by age group 

BANGALORE 

Age 

15-24 25-44 45-65 

ICD·lO Palienfs Palients Estimated Patients Palienls Estimated Palients Pafienrs Eslimaled 
diagnoses seen (N) seen (%) per eent" seen (N) seen (%) per cenl' seen (N) seen (%) per cenla 

Alcohol dependence FlO.2 .3 2.7 0.9 5 2.7 l.2. LO 1.8 
Harmful use of alcohol FlO.] 0 0.0 0.0 0 0.0 0.0 1.0 2.8 
Current depression B2/33 13 11.6 4.4 38 20.9 12.5 21 20.2 9.8 
Dysthymia F34 10 8.9 3.6 36 19.8 \2.1 21 21.l 15.9 
Agoraphobia F40.0 0 0.0 0.0 0.5 0.2 0 0.0 0.0 
Panic disorder F4J.O 3 2.7 0.8 5 2.7 1.5 1 1.0 0.4 

Gener.llized anxiety disorder F41.1 11 9.8 5.0 33 18.1 10.3 21 2U 10.7 
Somatization disorder F4S.0 4 3.6 1.1 JO 5.5 1,.8 ). 1.9 0.9 
Neurasfhenia F48.0 4 3.6 1.3 15 8.2 4.1 5 4.8 2.4 

One or more mental disorders 
(from the above) 32 28.6 12.2 84 46.2 29.2 49 47.1 33.1 

Two or more mental disorders 
(from the above) 1l. 10.7 3.8 38 1.0.9 10.6 1.3 22.1 11.J 

All patients 112 100.0 100.0 182 100.0 100.0 104 JOO.O 100.0 

• Among mn~"",live dUende .... of the health care ",nl'~. 
'One or more mental disorders' shows the o.verall frequency amongst the diwrden; me:nhoned above. 
Two or more mental disord"",' shows ro-morbidily ,atios amongst the di.orders "",,,t«med above. 



Table 6. Currenl ICD-10 disorders lind their 

BANGALORE 

ICO-I0 
diagn05eli 

by 

TCD-to cases 

Number 
interviewed 

IN) 

as a psychological case 

Cases by phy~idan 

Nwnber Patients E~tlma~d 
illl("rvie-wed inlerviewed' proportiol' b 

(M (%) (%) 

~~---------------------------------------------------

Alcohol dependence 
H"nnful use of alcohol 
Curren I depression 
Oyslhymia 
Agoraphobia 
PllniC disorder 
Generalized amdely disord .... 
Somatization disorder 
Hypochrondrlasi~ 

N"uTi!sthenia 
One or man" fI1(:nlal dilQrd"" 

(from the above, <'Xcepl alrohol) 
Two or more menial disorders 

(from the above, except alcohol) 
All patients 

(whether ICO-IO cases or no!) 

FIO.2 
FJO.l 
J'32/,3,3 
F34 
F4O.0 
F41.0 
1=41.1 
1'45.0 
F4S.2 
F48.0 

• Among those inhnriewtd who have rom."'!'Onding rCO·lO di~gnosi •. 

') 

I 
'l2 
66 

1 
9 

00 
16 

I 

24 

160 

n 

J9S 

b Among conrerun"e aUmd<!rS who have ooITl'Sponding 1(0-10 diagn~. 
'0"" or more """,Ial disorders' show. Ihe oVo1'Yall frequency' :lmongs! !.he chsorders me1,tiOI~l!d 
,W" or more mental disorders' .nows ro-mo,bidily ratios >rI1ofl8$t the dls.ord~,~ me!\oo:noo 

6 66.7 77-9 
0 0.0 0.0 

35 4S..6 45.7 
30 4-U 46.6 

100.0 100.0 
>\ 94,4 46.1 

26 39.4- .34..6 
6 37.5 .31.3 

100.0 tOO.O 
U 50.0 46.9 

67 4l.9 40A 

37 SJ.4 50.1 

102 25.6 16..2 



Table 7. Disability in the study samples by current diagnostic status 

BANGAlORE 

Current status 

Fewer than two symptoms Subthreshold ICD-lO diagnosis All patients 

Patienls Estimated Patients Estimaled Patients Estimated Patients Eslimate<i 
interviewed prevalence" inlerviewed interviewed interviewed prevalence' 

(N) (%) (N) (%) (N) i%) (N) (%) 

Illleroiewer-raJed disabili/v 
None 81 79.0 38 42. . .3 10 ILl 129 535 
Some 27 17.0 53 40.0 70 4..1.s ISO 29.1 
Moderate 2 1.6 30 17.7 713 42.1 no 15.3 
Severe 0 0.0 0 0.0 6 2.7 6 0.7 
Missing 2 2.4 0 0.0 0.4 3 13 

Self-raled di$Rbilily 
None 98 90.4 45 46.7 21 16.9 164 6].8 

Some 9 7.2 18 13.4 23 12.0 50 10.0 
Moderate 4. 2.2 37 27.7 53 .17.9 94 17.2 
Severe I 0.3 21 12.2 66 31.4 88 JO.7 
Missing 0 0.0 0 0.0 2 l.J 2 OJ 

All patients 112 100.0 121 100.0 165 100.0 398 100.0 

• Among consecutive allenders of the n.....lfu care 
Sublhra<h"Jd, symptoms in at least two olffmlnt .!'<!.ti. 
leD- to diagnoses. alcohol dependmt:e l'lO.2, hilImful use dysthymia F34, agoraphobia F4(l.O, panic f.iLO, GAD HI.I. somallialiOl\ 
disorn..r F4S.D, hypochondriasis r45.2 .\Ild neumsthenia F4.6.0, 



Table 8. Commonly prescribed psychiatric. treatments: cases recognized by treating physicians as suffering 'rom a 
psychOlogical disorder 

8ANGALORE 

Current depression Anxiety dhorders Somatoform disorders 
F3213J/34 F40/41 FolS.0f 45.2/ 48.0 All re.:ogniz,ed cases 

Patients Patients Patients Patients 
interviewed Estimated interviewed Estimaled interviewed Estimated interviewed Estimated 

(N) percentage" (N) percel1tage" (N) percentage" (N) percentage" 

Any type of drug treatment 34 56.7 18 60.0 14 73.7 59 57.8 
Sedatives 13 21.1 8 26.7 6 31.6 33 32.4 

An tidepressan ts 13 2l.7 4. 13.3 5 26.3 14- ]3.7 

Antipsycr.olics 0 0.0 0 0.0 0 0.0 0 0.0 
VitJtonic/analg./herbal 8 I.U 7 1.U .3 ]5.8 15 14.7 
Other drugs 0 0.0 0 0.0 0 0.0 0 0.0 

Any type of l1on~ treatment 9 15.0 6 2.0.0 3 15.8 15 14..7 
Discussiol1/ coW\selling 9 15.0 6 20.0 3 15.8 14 13.7 
Practical/mal help 0 0.0 0 0.0 0 0.0 0 0.0 
Refer/mh proUnurse/carer 0 0.0 0 0.0 0 0.0 1 1.0 
More physical tests 0 0.0 0 0.0 0 0.0 0 0.0 
Other non-drug treatment 0 0.0 0 0.0 0 0.0 0 0.0 

No treatment prescribed 18 30.0 6 20.0 2 10.5 33 32.4 
All recognized Cil ses 60 100.0 30 100.0 19 100.0 102 100.0 

• Among all recogni2fd eMe. of the disonkr(s). 
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inadequate exposure to psychiatric problems in medical education as well as the 
Jack of a practice setting conducive to focusing on the patient's overall situation 
and unique individual needs. 

The limited recognition of psychological problems in general practice is also 
reflected in doctors' treatment choices. T realment is either not provided at all or is 
limited to the use of medicines. Since non-psychotic psychiatric disturbances make 
up the bulk of emotional problems seen in primary care settings, individual 
psychotherapeutic, cognitive and other psychosocial interventions with or 
without the use of drugs may be beneficial. This emphasizes the need for medical 
school training programmes designed to teach doctors how to recognize and 
manage emotional problems in primary care settings. 

The findings at the Bangalore centre confirm the importance of emotional 
problems in primary care settings. The disorders seen include primarily pain 
syndromes and depressive and anxiety disorders. Primary care physicians 
recognize these cases of mental disorders only in part, and when they do 
psychotherapeutic intervention is rarely used. There is an urgent need to provide 
training to primary care physicians in the early recognition and management of 
mental health problems presenting in these settings. 

REFERENCES 

Harding. T.W., Arango, MV., Baltu.ar, J. tt "I. (1960). Menlal disorders in primary health 
care: a shldy of their frequency and diagnosis in four developing countries. PsychoI. 
Med., 10, 23 1- 241. 

Isaac, M.K., Chandrashekar, C.R. and Murthy, RS. (1966). Munua/ uf Mtlltal Health CUrt for 
Midical Officm. Bangalore: NIMHAN5. 

Murthy, R.S., Kuruvilla, K., Yerghese, A. and Pulimood, B.M. (1976). Psychiatric illness in a 
General Hospital Medical Clinic. J. Indian Mid. ~., 66, 6-8. 

Murthy, RS., Chandrashekar, c.R., Nagarajaiah, Isaac, M.K., Parthasarathy, R. and 
Raghuram, A. (1988). Manual of Mmtal HMlfh Care for Mulli Purpose Workers. 
Bangalore: NIMHAN5. 

NIMHANS (1990). VII SAC Report: ICMR-CAR-CM Longitudinal Stwly of Mental Prob/tm5 
in a E'HC Area. Bangalore: NIMHANS. 

Sell, H.L, Murthy, R.S., Sheshadri, 5., Kumar. K V.K. and Srinivasan, K (1989). Recognition 
and MillUlgrment of Patients with fundiolUll Complaints: A Trailling Package for Primary 
Girt f'hysidans. New Delhi: WHO Regional Office for South East Asia. 

Sen. B. (1987). Psychiatric phenomena in primary health care: their extent and nature. 
lndian J. Psychiafry, 9. 3-40. 

Seshadri, S., Kumar, K.V.K., Moily. S. and Gangadhar, Y. (1988). Patients presenting with 
multiple somatic complaints to rural health clinic (Sakalawara): preliminary report. 
NIMHANS j. 6. 13-17. 

Shamasunder. c., Krishnamurthy, 5., Om Prakash. Prabhakar, N. and Subbalcrishna, D. 
(1986). Psychiatric morbidity in general practice in an Indian city. Br. Mid. J., 19l, 
1713-1714. 

Sharma. S. (1986). Psychiatry in Primary Cart. Ranchi: Central Institute of Psychiatry. 
Sriram, T.G., Kumar, K.Y.K., Moily, S., Chandrashekar, c.R., Isaac, M.K. and Murthy, R5. 



RESULTS FROM THE 8ANGALORE CENTRE 97 

(1988). Mil'lOr psychiatric disturbances in primary health care: study of their prevalence 
and maracteristics using a simple ~ ddection technique. Indian J. Soc. Psychillfry. J, 
2J2- 226. 

Srir;!lm. T.G" Murthy. RS. Isaac. MK. and Chandrashekar, C.R (1991). ManuR/ of 
P5ychotwpy for Medic"' O{fictn. Bangalore: NIMHANS. 

Wig. N.N. and Parhee, R. (1984) 1IARnun' of Mtnfld DiJordtrS for Primary Gut Physicians. 
New ~Ihi: AIIMS. 



3.4 
Results from the Berlin Centre 
M. LINDEN AND H. HElMCHEN 
Department 01 Psychiatry, Free University 01 Berlin, Berlin, Germany 

PREVIOUS WORK IN GERMANY 

The epidemiology of psychiatric disorders has been a focus of interest in Germany 
for many years (Dilling and Weyerer, 1978a; Hifncr. 1978; Fichter, 1990; 
WiHcnen tt al., 1988; Schmidt. 1990), This interest hils partly been stimulated by 
an initiative of the federal government of Germany to improve care for psychiatric 
patients, which culminated in the 'EnqueUe about the Care for Psychiatric 
Disorders in Germany', published by the Deutsche Bundestag in 1975 and revised 
in 1988 (BMJFFC. 1988). These political and scientific efforts attempted to assess 
both true 35 well as treated prevalence rates. Since thf> majority of all patients with 
psychiatric disorders are treated by general practitioners and primary care 
psychiatrists, there have also been studies to assess the proportion and type of 
psychological problems in general health care settings (Zintl-Wiegand d at 1978; 
Unden, 1987; Schach tt al., 1989; Gastpar, ]984; Stackelberg, ]986; Dilling tt aL 
1978, 1984). 

The research cited above has yielded several conclusions. The prevalence of 
psychiatric disorders among patients seen by general practitioners is very similar 
to the prevalence of these disorders in the general population. There are marked 
differences in prevalence profiles of psychiatric disorders between patients trealed 
by private practice psychiatrists and those seen by general practitioners. Psychotic 
disorders are much more common among patients contacting psychiatrists and 
among patients in psychiatric hospitals. 

Research has also shown that there is a high proportion of patients who describe 
themselves (or are seen by their treating physicians) as suffering from psychological 
distress, but who do not meet the specific diagnostic criteria specified in such 
classification systems as the Diagnostic and Statistical Manual of Menial 
Disorders-Revised (DSM-III-R) (Phillip tI al., ]992). 

Patients in Germany are free to chose their own physician. The selection of 
physicians by patients is govemed by sociodemographic, practice setting and 

Mntlal IiIIIm i" ~J He4l1h ell", lin I"'mu:lio .... / Stwly. Edilw by T.R. D.liin and N. Sartorius 
0 1995 by John Wiley" s..n, U<l 
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personality variables. and professional preferences. Hence. the d istribution of 
patients varies significantly from practice to practice according to such 
physician-patient selection processes (Gastpar. 1984; Zintl-Wiegand et al., 1978; 
Geiselmann and Linden, 1989). 

THE ORGANIZATION OF MEDICAL CARE IN GERMANY AND 
BERLIN 

The prevalence rates of treated psychological disorders in the general health care 
system must be understood in light of the organization of medical care in 
Germany. Almost 100% of the population is covered by health insurance. Persons 
with a high income level generally have private insurance, industrial workers are 
covered by compulsory general health insurance, and the poor are covered by the 
state directly under 'social aid' laws. Hence, anyone can receive any type of 
medical help, the only immediate costs being up to 7 OM for a prescription £illed 
out by the pharmacy. 

Outpatient care is provided, on the whole, by physicians in private practice; 
hospitals g ive outpatient care to only a small proportion of patients, under special 
conditions. The private practice physicians own their practices and are the 
employers of their staff. Hence, physicians decide what equipment they will use 
and how they will run their practice. Reimbursement is organized on a 
fee-for.service basis and physicians are paid directly by the insurance companies 
under assistance of an 'organization of physicians in the general health insurance 
scheme'. This organization controls quality of care and its pricing. 

Medical specialists also work in private practice in the same manner. Specialists, 
such as psychiatrists, are only allowed to provide treatment to patients whose 
illness is \Vithin the boundaries of their special ity, whereas general practitioners 
may treat any illness using any type of treatment. Patients can choose any 
physician they want and are not obliged to see a general practitioner before 
consulting a specialist. They can, more or less, see as many physicians as they 
want, even simultaneously. PhYSicians themselves may refer their patients to a 
colleague for cooperative treatment. Some practices operate as group practices in 
which two or three physicians of the same speciali ty work together. 

There is roughly one psychiatrist in private practice per 1500 inhabitants. 
Additionally, there is almost the same number of psychotherapists who also 
provide treatment for psychiatric disorders in Germany. Psychotherapists, who 
may be physicians or psychologists. are trained in psychoanalysis. in psychoanalyti
cally orientated psychotherapy, or in behaviour therapy. Obtaining the permission 
to be treated by a psychotherapist requires a treatment application which is scnt 
from the insurance company to a reviewer, who rules on whether the proposed 
psychotherapy is appropriate. 

The organization of medical care in Berlin has, until 1990, differed from that in 
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the rest of Germany. West Berlin. covering about two-thirds of the city, had the 
same system as West Gennany as it has been described above. In East Gennany, a 
state health care system was operating. All health facilities were owned by the 
state and all persons working in the health field were state employees. There were 
two types of outpatient health care institutions. Health care clinics were typically 
larger institutions with several physicians of d ifferent specialities and a variety of 
nurses, social workers and o ther medical assistant's. The other type, called state 
practice, was similar to the West German private practice, with one physician and a 
few assistants working fairly independently, although being employees of the 
state. When the German Democratic Republic (GDR) was united with the Federal 
Republic of Gennany, the health care system ill East Berlin was reorganized similar 
to the West German model. a process that was fully under way when this study 
began. Most affected by the changes were the health care clinics; most of the 
former state medical practices continued to work as before except that physicians 
were reimbursed on a fee-for-service basis rather than receiving a salary. 

THE SETIING 

The study in Berlin was conducted in private practices of general practitioners and 
internists, both of whom serve as family physicians providing primary medical 
care. One-third of participating physicians was selected from the eastern part of 
the city, and two-thirds from the western part. Collaborating practices were 
scattered throughout the two parts of the city to reflect the different city regions. 
Physicians having contact s with the Outpatien~ Research Group at the Department 
of Psychiatry of the Free University of Berlin were invited to participate in the 
study. This group, which is directed by Dr M. Linden, has been collaborating with 
physicians in private practice for more than 10 years. studying a broad range of 
topics concerning the treatment of psychiatric disorders in the context of primary 
medical care. Only physicians with well-established practices run on a regular basis 
and practising only general medicine were selected fo r the study (i.e., a general 
practitioner specializing only in psychotherapy would be excluded). Given this 
seledion procedure these practices can be considered representative of Gennan 
family physicians, their patienh and treatments. 

The study was carried out in 24 practices involving 34 physicians of general and 
internal medicine, scattered over most areas of West and East Berlin. No physician 
invited to collaborate in the study refused to participate. 

Prad ices had one to five employees, most of whom are 'practice attendants', 
which is a special profession in Gennany requiring three years of on-the-job 
training. Practices provide care to between S5 and 1400 patients per month. 
Although most patients live in the immediate neighbourhood of the practice, some 
may travel from quite far to sec their preferred physician. Most of the patients are 
in fairly continuous contact with their fa mily physician, asking for help whenever 
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. _. 
Agur.1 . A typical patient encounter Involves measurement 01 blood pressure 

they need it and for wha~everreason. Typically, in a day, less than one-third of the 
patients arc 'new', coming to see the physician for the rust time. Practices are run 
according to the working style of the physician; in some, patients are given 
appoinhnents in advance with almost no waiting time, while in others patients 
come in when they feel they need to see the doctor and wait until they can be seen. 
When patients arrive at the practice. they will first see the practice attendant and 
will either be asked to wait or taken dircdly into the physician's o~. For patients 
with ongoing treatment. the practice attendant might immediately start the 
treatment. e.g . give an injection according to a previously established treatment 
plan. In this way about one-third of the patients coming to the practice will not see 
the physidan personally on this visit to the clinic. 

Although the number of rooms, their furnishings and medical equipment vary 
from practice to practice, most practices have a wide range of modem medical 
laboratory fa dlities. Among patients who see the doctor in person, some receive a 
very short but highly individualized intervention to treat a specific sign of illness 
and others are seen for periods of up to an hour. longel' sessions are likely for new 
patients and those with psychological problems (Langwieler and Linden, 1993). In 
certain practices the type of patient seen may change from day to day with, fo r 
example, laboratory investigations all performed during a specified time period 
and patients needing much of the physidan's time being scheduled to come in at 
other specially reserved periods. Practices are organized to provide services using 
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a consumer-orientated, c1ient-cenrred approach. ever mindful of the fact thai 
dissatisfied patients are free to go elsewhere for their care. 

FIELDWORK 

In addition to the principal investigators the research team consisted or 15 trained 
interviewers (one physician, five psychology students and nine research assistants). 
The same interviewer did both the screening intake and intensive interviews for 
each patient. Intake took place over six months from May 1991 to October 1991 
and follow-up interviews were completed one year later. 

Every patient entering the practice was approached when contacting the 
re<:eptionist and asked to complete the screening using the 12-item General Health 
Questionnaire (GHQ-12). Interviewers stayed in the practices between seven and 
28 days, making certain that they had covered different times of the day and week. 
Patients coming into the practice for a second or third time during the study period 
were not recontacted. 

To make it as easy as possible to participate in the interview, patients were 
given the options of having the full interview immediately afler they filled in the 
screening GHQ in the practice. making an appointment to return to the practice at 
a later day at their convenience, or having the interviewer come to their home or 
other convenient place. In all 51% of patil'>Ots were interviewed at the practice and 
the rest were seen at their homes. 

Of 2565 patients who were approached. 2364 (92.2%) completed the GHQ 
screening procedures. Of 928 patients eligible for the second-stage interview. 400 
(43.1%) completed it (see Table 2, page 36). Of the 510 patients who did not 
complete the second-stage interview, 56% refused the interview, the main reason 
being lack of time at the moment and inability to come back later. The study was 
conducted during the pact of the year when most people take vacations. No 
patient dropped out on the advice of their physician. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

The patient sample was representative of the Gennan population of comparable 
age. In the following we will report weighted data which refer 1"0 the practice 
attenders. The majorit-y of patients (58.8%) were females (see Table 3, page 37), 
13.6% were between 15 and 24 years of age, 48.1% were 25-44 and 38.3% were 
45-05. With respect to education. 99.6% had more than five years and nobody had 
less than five years of schooling. Most patients (54.1%) were married, 16.7% were 
separated ordivorcro. 3.1% were widowed, and 25 .9% had nevcrbcen married. At 
the time of interview, 65.7% were working full time, 6.8% were working pact time, 
and 20.4% were not employed at the time of the study. 
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A typical patient participating in the study was a middle-aged.. married female, 
working full time and having at least 10 years of education. 

HEALTH CHARACTERISTICS 

Of specific complaints leading the patient to consult the physician at the time of 
the study, pain was the most common reason, accounting for over 32% (back/chest 
pain 9.7%, abdominal pain 6.2%, headache 5.7% and other pain 10.7%). Patients 
rarely gave psychological problems (3.7%) as the reason for visiting the physician. 
with 1.6% having depression-related complaints and 1.5% complaining of 
weakness/ lethargy (Table 1). 

More than half (51%) of the practice atll'!nders thoug ht thai their hca1th status 
was good to excellent. Only 10.3% classified their health status as poor (fable 2). 

In total, 64% of the patients in the study were judged by their doctors to have a 
physical illness of at least mild severity, 25.3% were judged as having subclinical 
illness, and 9.5% were seen as being completely healthy. The single condition that 
was reported most often was high blood pressure (22.5%), followed by respiratory 
diseases (15.8%), heart diseases (15%) and arthritis (14.3%). PhYSicians rated 41% 
of patients as having psychological problems of at least mild severity and 6.4% 
were judged as having severe problems. The proportion of these ratings vary 
according to the current diagnostic status (Table 2). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The prevalence of psychiatric morbidity in patients attending the general health 
care facilities assessed using the ClDI·PHC was 25.2% (Table 3). 

Generalized anxiety disorders were the single most often diagnosed category, 
fo und in 9.O"k of the population, followed by neurasthenia (7.4%) depression 
(6.1%) and alcohol dependence (5.3%). More than one psychological disorder 
(c:o·mornidity) was found among 9.1% of patients. 

The prevalence of mental d isorders in Berlin show typical gender differences. 
Males have relatively more alcohol problems (males 7.3%, females 3.8%) while in 
all o ther categories of mental disorders females have a higher prevalence. There 
were 22.5% of males and 27.1% offemalcs with at least one mental disorder (Table 
4). 

Given thai o nly persons between the ages of 15 and 65 were included in the 
study there appears to be little relationship between the prevalence of mental 
disorders and age. However, with generalized anxiety disorder there was an 
increase in prevalence with age from 4.1% to 13.1%. A similar observation can be 
made for agoraphobia. This may be be<:ause the anxiety disorders typically start in 
the twenties and then tend to have a chronic if not progressive course IT able 5). 



Table 1. Most common reasons gil/en for visiting health care centre 

BERLIN 

Currenl diagnostic status 

Fewer than 
two symptoms Subthreshold ICD-lO Diagnosis AJI patients 

Patients Estimated Patients Estimated Patients Estimated Patients Estimated 
interviewed pre v aJence' interviewed prevalence' interviewed prevalence" interviewed prevalence4 

(N) ("!o) (N) (%) (N) (%) (N) (%) 

Psychological 0 0.0 8 1.1, .u 2.5 .30 3.7 
Undear-ps'lchological/physical 0.4 11 2.9 11 L9 23 5.2 
Pain 19 9.1 62 15.8 4.7 7.4 128 .32.3 
Physical 25 ILl 63 16.9 50 8.0 US .36.0 
Ante/p05hlalallfamily plan. 0 0.0 0.1 1 0.4 1, 0.4. 
Olher 15 5A 33 11.9 .30 5.0 78 2203 
Missing 0 0.0 1 0.1 0 0.0 0.1 

• Among con..,runve aUende", 01 the he.llh care cenl"". 
Subth,eshold; symptoms in at leilSt two different "",as, but nol re;><;hing level of diagTIo51s. 
lCD-tO diagnoses; alcohol dependence Fl0.2. mnnfui use of alcohol FlO.I. depression F..l2f..lJ, dysthymia FJ4. agoraphobia F40.0. panic F41.0, GAD F41.1. somalization 
disorde.- F4.5 o. hypochondrias;. F45.2 and neurasthenia F48.0. 



Table 2. Health characteristics of the study samples by current IC0-10 diagnostic status 

BERLIN 

Curren. diagnostic s!al;w; 

Fewer than Iwo symptoms Subthreshold ICD·)O 

Patients Estimated Pahents Estimated Patients Eslimated 
interviewed intervil.'Wed prevaltnce' interviewed prevalence· 

(N) (%) (M (%) (N) (%) 

Self-mted OIlffl111 htaltll 
Excellent 4 9.3 4 1.8 1 0.4 
Very good 11 21.1 17 14,7 '7 4,7 

Good 36 61.0 87 50.8 54 .w.O 
Fair B 4.2 61 29.8 69 4.u 
Poor 1 J.g 10 3.0 30 1L8 

0 0,0 0 0,0 0 0.0 

Dodor-ytlft!d lYrIerall hetlIi It 
Ex.::eUent 5 6.4 4 1,6 1 L7 

'7 9.0 17 1O,' 13 9,9 
36 67,6 92 51.4 66 44,6 

Fair I} lJA 58 26,6 71 39.1 
Poor 3 3.2 7 7.5 8 4.1 

0.4 1 0.2 0,4 

10 10 15 11.1 13 6.'J 
22 27.5 49 22.8 30 15.7 

Mildly ill 16 32,1 oS 41.6 55 43.4 
Moderately ill JO 14.2 35 15.5 48 16.0 
Severely ill 2 1.11 12 8.5 11 5.5 
Mi9sing 0 0.0 3 0.6 4 2.6 



DortllT·ralm P¥/'oiOfliCl1! disorda 
Completely norma! 12 36.1 4J 26_0 30 21A 
Subdinic-al disturb;.n<1' 22 37.2 59 32.0 40 1.9.3 
Mild case 8 13.5 32 leA 36 25.2. 
Moder~te case 1 0.5 28 12.7 25 13.8 
Severe case 2 2..7 7 3.'1 15 5.7 
Missmg 5 10.0 10 4.9 9 45 

All palienrs 60 100.0 179 100.0 161 100.0 

• Amons co"«<lJlive .,H~,.d<n of the health <:M~ ,-enl",_ 
s..,., footnote to T.>ble 7 fQr desQiption of 'Cl.Jf1"ent d",sno.ti<; >I"t...,', 
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The treating physician identified 56.0% of patients with any well-defined 
diagnosis according to CiDl-PHC as having a mental illness (Table 6). 

Among cases with i1J-denned syndromes according to the standardized 
interview, only 27% were also seen by the physician as having a mental illness. 

When interviewers were asked to rate patients according to disability, 27.8% 
were seen as having moderate or severe disability. Asked to describe themselves 
with respect to disability, 29.5% of the patients said that they had a moderate or 
severe disability (Table 7), 

COMMONLY PRESCRIBED TREATMENTS 

Pahents in whom a psychological disorder was confirmed by the standardized 
second-stage interview were prescribed various classes of psychotropic drugs in 
similarquantities-5edatives 14.9%, antidepressant 7.8%, antipsychotic 3.2%--all 
of which may be viewed as tranquillizing medications (Table 8). 

Among non-pharmacological treatments, non-specific interventions were most 
frequently used (e.g., discussion of problems and counselling, 67.5%). There were 
14 cases in which referral to mental health professionals was part of the general 
treatment plan. 

COMPARISON OF EAST AND WEST BERLIN 

When the first wave of the study had been performed during 1991, there was a 
marked general difference in the psychological atmosphere between the two parts 
of the city. In 1991, people in East Berlin started to realize that their hopes would 
not be immediately fulfilled . They were exposed to a restructuring of all aspects of 
their life, had a sense of being inferior to West Germans, and a general uneasiness 
about the futu re. In contrast, ci tizens in the Western parts of the ci ty were enjoying 
benefits from a booming economy largely resulting from reunification. They also 
had a sense of successful completion of the unification and were famil iar with the 
rules which governed the reunited country. Many West Germans felt that the 
problems East Germans presented reflected a tendency of complaining rather than 
coping with problems. In the medical field , the process of reorganization was fully 
under way. East German patients, however, were not allowed to seek treatment in 
the Western parts because reimbursement rates were lower previously for 
previously East German citizens. The same division existed between the two parts 
of Berlin. Although a transition to adapt to Western standards was beginning, 
previous treatment traditions were still in place. 

The impact of these changes is unclear. While the general situation could be 
seen as causing increased stress (and stress-related problems), the fear that being 
sick might jeopardize one's job at a very critical moment could be a faclor 
discouraging uti lization of health care. Comparison of GHQ scores in East and 



Table 3. Prevalence 01 currenl ICD-10 psychological disorders 

BERLIN 

Patients 
lCD-1O interviewed 
diasno~es (N) 

Alcohol dt>p<:l\denO:! Fl0.2 26 
Harmful use of alcohol Fl0.1 15 

CUlTenl depression F3lJ.3.3 02 
Dy'lhymi~ F.34 5 
Agoraphobia F40.0 " Panic disorder F41.0 9 
CcneraUzed anxiety di6<lrder F41.1 6<l 
Somatization disorder F45.0 Il 
Hypochondriasis f45.2 " Neurasthenia F48.0 55 
One or more mental disorders 

((rom the above) 161 

Two or more menIal disorden; 
«(rom the above) 70 

All patients 400 

• Among consecu!iw aUende .. of Ih~ h"aJlh care rentn!. 
'One Of more menial disorc!<" ,hows the overall ~uency amongst the disorders mcnllonro above. 
'Two or more mental disorder, ,how, co-morbidity raho, Mnong.,;t the dls<.Jrdm menHoMfo above.. 

Patients 
interviewed 

(%) 

6 . .5 
H 

155 

U 
1.0 
2.3 

15.0 
2.8 
1.0 

13.8 

40.3 

175 
100.0 

Estimated 
prevalence" 

('Yo) 

5.3 
4.0 
0.1 
0.5 
1.5 
0.9 
9.0 
1.3 
0.4 
7.4 

15.2 

9.1 
100.0 



Table 4. Prevalence of currenl ICD-10 psychological disorders by sex 

BERLIN 

Males Females 

ICD·to Palients Patients Estim~led Patients Patients Estim~ted 
interviewed interviewed prevaleru:e' inlervlewee! interviewed prt:llalefl(t" 

1M (%l (%l (M (%) (%l 

}Jcohol dependence F10.2 14 10.3 7.3 12 4 . .5 J.8 
Hacmful use of akohol 1'10.1 10 7.4 7.9 .5 1.9 L2 
Cilmmt deprcs.ston FJ2I33 l3 9.6 3.7 49 16.6 7.1 
Dysthymia FH 1 0.7 0.3 .<I IS 0.6 
Agoraphobia 1'40.0 0 0.0 0.0 " l.5 2.6 
Panic disorder F41.0 J 2.2 0.9 6 2,3 0.9 
G..ne-n:ilized ",nxiety disorder F41.J 1.& 10.3 5.0 46 174 ! 1.9 
$Qmalizahon dirorder 1'4.5.0 1 0.7 0.3 10 3.8 1.0 
Neuraslhl:'nia 1'48.0 14 103 4.0 41 15.5 9.7 
One or more menial dlsorders 

(from the above) 4{) .n.s 11.5 115 43.6 27.1 
Two or lTlofl' mental disorders 

(fT-om Ihe above> 17 125 4,9 53 20.1 11.1 
All 136 100.0 100.0 164 100.0 100.0 

'Am0f\S rn"""""live .Ilendcn cd 'h" he-..Ilh 
'One or mo!~ men!ol "hows the 
'Two Of IIIOre menl~1 shows 



Table 5. Prevalence of curren! ICO--l0 psychological disorders by age group 

BERLIN 

15-24 25-44 45-65 

ICO-IO Patients: Patients Eslimaled Patienb Pali(;1'lb Estimated Palienb PlltieJ'lI:$ Estimated 
seen (N} seen (%) per cen" seen (N} seen ('.J per rent" seen (N) seen ('o) rent" 

Alcohol dependence FlO.]. J 5.9 3.9 15 8.3 6,8 8 4.7 J.9 
HarmEui use of alcohol FIO.1 4 7.8 12.0 4 2.2 2.8 7 4.1 2.5 
C lJl"I'ffi t depressi on BU33 7 13.7 4.7 28 15.6 5.3 27 16.0 6.9 
DY51nyrnia FJ4 2.0 0.' 3 1.7 0.6 I 0.6 0.2 
Agor.apnobia F40.0 0 0.0 0.0 2 1.1 0.9 ]. 1.2 l.8 
PaI'IlC: disorder F41.0 1 2.0 0.9 3 1.7 06 5 30 IJ 
G cneraUzed anxiety eli sorder F4U 3 5.9 /I.] 22 12.2 7.1 35 20,7 H.I 
So rna IlLalion eli sorder F4.5.0 1 2.0 0.7 5 2.8 1.6 5 30 1.2 
N~"\l.\"aslhe!'lia F4M 9 17.6 6.7 24 13.3 7.1 22 130 M 
One or more me-nlal disorders 

(ITom the abol/c) 17 33.J 230 70 38.9 23.8 74 4).8 27.7 
Two or more mCtltal di,oraers 

(from the above) 9 17.6 8,4 )0 t6.7 8.3 31 18,J 10.3 
All 51 100.0 100.0 180 100.0 100.0 169 100.0 100.0 

th~ hll.llth r.u~ rentre. 
the OVt'1.t11 ~cy MllOng:<1 !he- di""rdc:rs ",,,,,11000:\ above. 
o>-morllidity rilioo .m1ong.t !he- dlso~ mentioned aOOl/t. 



Table'. Current ICD-I O disorders and their recognition by Ireallng physicians as a psychological case 

BERLIN 

JCD. IO cases Cases rffognized by phy~idMi 

N ..... , N~"" Patients Eslirn.ated 
interviewed interviewed interviewed" p-oportionl> 

Alcohol dependence FtO.l 
H~rmrul use of alcohol FIO.l 
Current depression F311J3 
DY$lhymi.i '" Agoraphobia F40.0 
Pank disordeT F41.o 
Generaliud anxiety disorckr F4l.1 
Somatization disorder F45.0 
Hypochrondriasi s F45.l 
Nrurulhmill F4S.o 
One Of more mmlal disorders 

(from the abo\'r, utepl .JoohoI) 
Two or more mental disorders 

(from Ihe above, except alcohol) 
All ptients 

(whtthrr ICD-IO uses or not ) 

0Arn0n3 thoso! intrrvirwtd who have ~ing JCD-IO di~ 
'Among """§l)(Uti"f ;>Itf'!\den who hav, COffeiponding ICO-l0 d~. 

(N) 

'" " .Z , 
• , 
'" I I 

• 
" 

137 

00 

'" 
'OM or men: ment,,) disonlers' show. II. overd ~ iI:J'IOI"\&5Ilhr disorders mentioned ..ron. 
'Two or tnOfe ITWnt.>l disordtrS' shows ro-rnorl>idily ratios anIOIl8st the di:JO<den mtriiooed ~bove. 

(Nl (%, "" 
OJ 50.0 33.6 , 3J.J 13.6 
JS 56.5 ".7 
Z 40.0 ,)2 

2 "'.0 70' 
7 77.8 19.1 

JI H.1 55.! , 4:5.5 55.5 
J 15.0 16.6 

JI "' .• 61.1 

70 H. I 56.0 

J7 6 1.1 63.9 

I" J8' Jl5 



Table 7. Disability 11'1 the study by current diagnostic status 

BERUN 

Current status 

Fewer than two symptoms Subthreshold TCD-tO All ~Hel'ts 

Patienls Esl:im:lied Pal'i.mh Estimated Patienls estimAted Patients Estirn.ated 
inlaviewed prevalence' interviewed 11l1.:-rvlewed prevalcl'l«'" interviewed prevalen«' 

IN} (%) eN) (%) IN) (%) (%) 

Inltroiewe.M'illed dlSilhi/ily 
None 49 86.1 6& Sl..O 31 27.7 148 54.7 
Some 5 63 71 3L1 til 37.4 137 2.6-3 
Moderate 6 7.6 JJ 11..6 44 2.3.7 83 14.1 

Severe 0 0.0 5 2.0 23 10..2 23 3.5 
Missing 0 0.0 2 2.3 1. 0.9 4 1.4 

Self-ra~ di$abilily 
None 46 84.9 96 60.9 56 SC.J 19& 67.3 
Some 8 4.9 .38 15..5 37 22.0 83 14.4 
Moderate 4 6.0 36 15.f 45 16.9 85 D.7 
Severe .2 4.3 1:1 1.7 2J 9.1 33 4..2. 
Missing 0 0.0 1 0.7 0 0.0 0.4 

All patients 60 [00.0 179 100.0 161 100.0 400 1000 

• Among COfls.erulive allomder< of Ihe n...alrh CI1'l! cenlr~. 
s....bl~dd: ~ymptoms in at I .... ' two different ar~M. but not reaching level of 
!CD-IO dia~: alrohol c!ep<'<1d<-nt'C FlO..l hal'l'lWl US<? or alcohol FIO.J, depre1:SJon dydhymlA Fl4, FoW.O. partie H 1.0. GAD F4.l.1. samatizalion 
dlsordi'f F4!i.O. hypodlondriasis r4S.2 and neurasth.nld F411.0. 



Table 8. Commonly prescribed psychiatric treatments: cases by as suffering from a 
psychological disorder 

BERLIN 

CUlTenl depression Anxiety disorders Somatoform disorders 
Bl/J3/.l4 F40141 F4S.0/45.2/48.0 All recognized cases 

Patients Patients Patients Patients 
intefVIewed Estimated interviewed Estimated interviewed Eslimated interviewed Estim~ted 

(M percentage' (N) (M percentage' (M percentage· 

15 41.9 19 47.5 14 4(1,0 66 42,9 

Z 5.7 10 25.0 5 14.3 23 14.9 
4 11.4 <I 10,0 <I 1t.4 Il 7,6 
0 0.0 0 0,0 I B 5 3,2 

4 11.4 6 15,0 7 20.0 24 15,6 
3 22.9 6 15.0 .3 3.6 19 12.3 

28 1.10.0 32 80,0 29 S2.9 115 74.7 
25 11.4 29 725 29 S2,9 104 67.5 

Pradicall S<lcial help 5 143 5 12.5 5 14.3 13 6A 

Refer/rnh 4 l1A 5 12,5 4 11.4 14 9.1 
More physical te:![S 7 20.0 8 20,0 9 25.7 23 14.9 
Other non-drug h'eahuent 3 8.6 S 12,5 2 S.7 13 8.4 

No treiltment 5 (4,3 6 15.0 5 14.3 27 17.5 
AJI 35 10tH) 40 WO.O 35 100.0 154 100,0 

all <:a"'s of the J',ord",,(s) 
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1 
_ West Berlin East Berl!n 

59 

, 
2 

o 
GHQ-12 

WHQ..PPG HC. 1004. weighted (Berlin: N . 400; West Berlin: n : 250: East Berlin: n= 150 

Rgur. 2. Comparison 01 alleraoe GHQ scores In East and West Berlin 

West Berlin (Figure 2) did not reveal mark~d diff~rences. especially with respect to 
the GHQ ·34 scre~ning. 

There were slighl but interesting differences between East and West in the 
distribution of illnesses. According to the global judgement of ralers (Figure 3) in 
East Berlin there were somewhat fewe r cases with psychological disorders and 
relatively more with somatic disorden than in the Western part of Berlin. 

The same tendency can be seen with respect to diagnostic status. There are 
somewhat more symptomatic cases in the West. while weU-defined disorders do 
not show any difference in prevalence (Figure 4). 

As (ould be expected due to the general labour situation. more East German 
participants reportw job problems; these were not related to psychological 
disorders. 

With respe-ct to pharmacotherapy of psychologic.t.l disorders, treatment with 
psychotropic drugs, especially tranquill izers, was generally higher in East Berlin. 
So-called phytotherapeutic drugs, which are considered as non-benzodiazepine 
minor tranquillizers, were only used by patients in West Berlin practices (Figure 5). 

The expedation that the political changes might increase the nte of psychological 
illness in the East was not reflected in rales of d isorders shown by patients in 
general health care. People with 'real' li fe problems may feel not 'ill' but 'burdened', 
and hence speak differently .. bout their problems. It could also be that persons with 
minor psychological disorders did not go to see a physician because they feared 
the los5 of their jobs. Finally, it may be that the personality traits of the majority of 
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" 20 30 

_ westgefin ... """ -""" 

so 
WH().PPGHC. 10&, WfIi!11111J<1 (5er1in: N . 'llO: Wilt 8trUn n. 250: East 8er1In: n . 150) 

FIIIU" 3. Illness status (global rallng by interviewers) 

.. 
WH().PPGHC. lC1r94. weIgtltad (Blilln: N. 400; WIISt e.rth: n. 250; Eut BIr1in: n. 150) 

Figure 4. Diagnosllc status 
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Antidepral&antl C:~~ 

TonicsM1amns .. ,"-
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El West BeI1In 

EC:l East Bertln 
_ a.ltirl 

" 
WHO-PPGHC, l0r94, ~(8ee1n: 1-1 _400: WestBlMtI'l n_250 ' EastBlllflln: n_ t5O) 

Figure 5. Pharmacotherapy 01 psychological disorders 
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people might have been different with East Berlin, as the capital of the CDR. 
attracting one type, and West Berlin another type, willing to accept the particular 
lifestyle in this former 'island dty'. 

Some variations in treatment strategies reflect different treatment traditions of 
the health care systems. Criticism of the use of benzodiazepines in the treatment of 
minor psychologic.al disorders has had an obvious impact in West Germany. 
Responding to public discussions and patients' concerns, physicians have 
substituted olher psychotropic drugs for benzodiazepines (linden and Gothe. 
1993). This shift has been facilitated by the wide spectrum of drugs available to the 
West German market, one indicator of this being the relatively high usage of 
phytotherapeutics. In East Berl in, however, the rate of benzodiazepine prescriptions 
is st ill rather high. 
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3.5 
Results from the Mainz Centre 
A. HERR. W. MAIER AND O. BENKERT 
Department of Psychiatry, University 01 Mainz, Germany 

Previous work and the organiza~ion of medical care in Germany have been 
summarized in chapter 3.4. 

THE MAINZ SETTING 

Mainz is an administrative and university city of 180000 inhabitants situated in 
the heart of the Rhein-Main area in the neighbourhood of Frankfurt. Mainz is the 
caphl of the district and ~at of ministries and administration offices, One-fifth of 
its inhabitants are students at the university. The rural environment is both 
industrial and agricultural (mainly viniculture). Many people from foreign 
countries are living in the Rhein- Main area, including immigrant workers from 
Turkey, Italy, Croatia, Slovenia and Yugoslavia, Poland. Portugal and Spain. There 
are also refugees from all over the world. 

Given the aims of this study, a representative sample of offices of general 
practitioners would be the most appropriate. We therefore identified a group of 
offices grossly balanttd by location (urban/rural), size (number of registered 
patients), structure of organization (single doctor o r association of doctors), 
psychotherapeutic competence of the doctor, and age structure and social status of 
the patients to the demographics of the Mainz area. Of the 30 offices selected 
according to these criteria, 10 were not willing to participate. It is possible that 
most doctors refused to participate because they were afraid that their pahents 
might leave them if they were to resent being asked to be included in the study. 

The majority of the patients had arranged an appointment to visit the doctor by 
phone on the same day or one to two days in advance, while some had been given 
an appointment during their last visit. Only a few made emergency visits without 
having an appointment. Most of them reached the practice on foot within aboul 10 
o r 20 minutes and others came by car or public transport. The visit usually lasted 
5- 10 minutes. In some cases a special diagnostic sample was taken. such as a blood 

Mmlal nI_ ;" Cmnwl """!I~ c.,." ...... J..lmvdiaMI ~. Edil~ by T.8. OJliin and N. s...toriut 
C 1995 by jolm Wu.y • Sons Ltd 
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F1gur. 1. Typical waiting room in Mainz 

test and urine sample or an electrocardiograph (ECG) examination . Those wer!! 
administered by the surgery nurses immediately o r during the following days. The 
patient received another appointment when the results were obtained. 

FIELDWORK 

The intake phase began on 15 May 1992 and lasted unhl the end of December 
1992. The patients were contacted in the waiting room while they were waiting to 
see the doctor, the average time to wait being about 3D minutes. On some days the 
waiting room was overcrowded with patients. and because of the busy 
atmosphere with many other patients present it was not possible for the researcher 
to interview patients in total privacy. The research assistant met with the patient. 
explained the study and asked for cooperation. A letler in Gennan was prepared 
and signed by the head of the World Health Organization (WHO) Men~a1 Health 
Division indicating the relevance of the project for mental health care worldwide. 
The patient was asked to complete the General Health Q uestionnaire (GHQ) al\d 
the screening procedure \Vas usually completed by the time the doctor was 
available to see the patient. Patients were selected to participate in the second 
stage according to the WHO sampling plan depending on the GHQ score. Aboul 
10% of the patients were reluctant to sign the informed consent because they did 
nol want to give their name and address. The Composite International Diagnostic 
Interview (CIDI) was conducted by medical students who were trained as research 
workers. The students asked the patients to sign infonned consent forms ;lind 
contacted them. usually by telephone a few days later. 

Of 2703 patients chosen for screening. 2460 (91%) completed the GHQ. Of 



RESULTS FROM THE MAINZ CENTRE 123 

Figur. 2. Typical doctor/patient consultation 

1088 patie.nts eligible for the sl!1:ond-stage interview, 400 (36.8%) completed the 
CIDI-PHC. 806 (74.1%) refused to participate, and three (0.2%) interviews could 
not be completed because of interruption. The main reason for refusing 
participation was that patients felt they did not have enough time (80%) (see Table 
2, page 36). Attempts were made to reduce the rates of refusal and dropout due to 
time limitation by offering various options for the time of the interview, at home, 
in the dink, or in thedoclor's office. However, refusal rates could not be decreased 
by these means. Refusals due to limitation of time might be higher than in many 
o ther places as the unemployment rate is rather low; another reason is that long 
distances between places of work and place of residence are usual in the study area, 
pressing people into a tough time schedule. More generally, high refusal rates 
might be a charaderistic of surveys in the working population. particularly in 
subjects with illness and disabilities who try not to reduce their private or 
professional activities. Another reason for inability to participate was that many 
patients did not speak German well enough to understand our questions. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

In the first stage we screened 1060 male (43.1%) ;md 1400 female (56.9%) patients. 
More than sO% of the population were between 25 and 44 only 30% were over 4S 
year,; of age, and the remainder were between 18 and 24 years of agE! (see Table 3. 
page 37). Among second-stage interview respondents, two-thirds were females 
(63%) and only one-third (37%) werE! males. with an age distribution similar to that 
of the intake phase. All second-stage subjeds had at least eight years of education. 
S 1.J% of them having between nine and 12 years and 32.9% having a high-school 
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(o r university) degree. Half of the second-stage sample was married (50.9'%). 11.5% 
were divorced, 1.3% were widowed, and 36.3% were single. About 80% of the 
patients were employed: 59.8% worked fuJI time, 17.3% worked part time and 
12.5% were unemployed. These employment percentages are typical of the 
population of the area. The typical CIDI-PHC interviewee in Mainz was a 
working. middle-aged female with more than eight years of education. 

HEALTH CHARACTERISTICS 

The self-reported main reasons for the visit were problems associated with colds 
and flu followed by pain symptoms. T wenly-five out of 400 (6.2%) patients named 
psychological problems (involving depression or anxiety) as the main reasons for 
contact (Table I ). 

Half of the patients assessed their health as good (490/0), ]6.0% as very good or 
excellent, 28.8% as fair . and 5.8% as poor. The doctors rated 24.5% of patients as 
subclinically ill or completely healthy. 42.0% as mildly ill, 26.5% as moderately ill 
and 6.3% as severely ill. The health status of the pabents with well-defined 
psychiatric disorders did not significantly differ from the health status of the other 
patients. The doctors rate 16.5% as having mild psychological problems. 17.3% as 
having moderate psychological problems and 7.5% as having severe psychological 
problems (Table 2). 

The most frequent chronic diseases in the patient sample were gastric/peptic 
ulcer (16.1'%), heart disease (13 .6%), high blood pressure (1l.5%) and arthri tis 
(10.1%). 

PREVALENCE OF PSYCHOLOGICAL DISORDERS 

The prevalence estimates are based on the ICD-1O Diagnostic Criteria for 
Research. The one·month prevalence of psychiatric d isorders as indicated by the 
presence of any ICD diagnosis listed in Table 3 is 30.6%. 

Major depression (11.2%) and generalized anxiety disorder (7.9?'o) were the 
most frequent disorders. followed by neurasthenia (7. ,-ok) and alcohol dependence 
(7.2%). The sex ratio (female :male) for major depression was 10:2 and generalized 
anxiety disorder was 5;10, while for alcohol dependence it was 15;2 (Table 4). 

Major depression did not differ in frequency in different age groups, while 
alcohol dependence was more prevalent among younger people and generalized 
anxiety disorder was most common in those aged 45--65 (Table 5). 

Compared to Berlin, the rate for major depression was higher in Mainz 
(11 .2%) than in Berlin (6.1%), with ra tes for the other disorders being similar. There 
is no reason to assume d ifferences of prevalence rates in the population. However, 
one possibility is differences in treatment-seeking behaviour; psychiatric. 



Table 1. Most common reasons given tor visiting health care centre 

MAINZ 

Current diagnostic status 

Fewer than 
two symptoms Subthreshold ICD-IO Diagnosi5 All patients 

Patients Estimated Palients Estimated Patient, EsHmated Patients Eslimatd 
interviewed prevalence" interviewed prevalence' intervielA;-ed prevalenee' ioterviewed prevalence" 

(N) (%) (N) ('Yo) (N) (%) (N) (%) 

Psychological :2 0.7 4 1.1 19 2.8 25 4.7 
Undear--psychological/physical 0 0.0 5 0.7 3 0.& 8 1.6 
Pain 20 7.2 48 10.8 50 10.0 U8 28.0 
Physical 47 15.3 82 21.8 67 14.1 196 51.2 
Ante/postnatal/family plan. 0 0.0 0 0.0 0 0.0 0 0.0 

Other 16 7.0 20 4.7 16 2.8 52 14.4 
Missing 0 0.0 1 0.1 0 0.0 0.1 

• Among coru.eruHve aHenders of the health are centre. 
Subthreshold, symptoms in at least Iwo diff.,..,..,t ",eas, but not reaching level 01 diagnosis. 
lCD-IO diagnoses, alcohol depende""" flO),. harmful use 01 alcohol flO.I, depression F32133, dysthymia B4, agoraphobia f40.0, rank F41.0. GAD F4U. SO\'TI.')tl>.alion 
disord..,r F45.0. hypod'londri •• i. F4S.1. .and neuraslheru. F4S.0. 



Tlllbia 2. Health characteristics 01 the study samples by current ICD-lO diagnostic status 

MAINZ 

Cu.rrent diagnostic Slol( us 

Fewer than Iwo symptoms Sublhreshold ICD·1O diagno!';5 

Patients Esti[)1afed Patients Estimated Palient5 Estimated 
interviewed prevalence" i.olerviewed prevalence" interviewed pre valence" 

1M (%) (N) (%) (N) (%) 

~Jrr(lltd O'CImllllunJJh 
E.xcetlent 2 4.4 7 53 2 ).6 

Very good J7 19.2 24 16.3 12 803 

Good 57 00.8 87 52.5 52 43.7 
Fair 9 9.6 35 23.3 71 JIU 

Poor 0 0.0 .5 1.9 (IS 8.4 
Missing 0 0.0 2 0.8 0 0.0 

DadoY-fQled ODmJllIwlllh 
ExC€Uenl S H 3 2.8 4- 1.9 
Very good 8 6.1 ]6 11.9 8 8.9 

Good 37 51.9 64 43.4 61 42.9 
fair 29 31.1 69 38.5 67 39.2 
POOT .5 5.7 6 2.6 15 7.[ 

Missing OA Z 0.8 0 0.0 

DocloT-roled physical dJ'Sllrder 
Completely healthy 6 7.0 9 4.6 S 3.1 
Subc~nical illness 14 16..6 31 21.7 2.8 20.7 
!IAikIly ill 39 47.4 74 45.8 55 3.5.8 
Moderately III 21 11..4 36 22.7 49 19.8 
Severely ill 4 5.8 7 3.4 14 9 . .5 
Missing 1 0.6 2. 0.8 1 0.5 



Dodor.rafrd psychological di5(lrder 
Completely normal 46 51.6 69 51.S 40 27.4 
Sulxlinical disturbance 17 19.1 33 21.0 28 1I.7 

Mild (';lSI.' 11 11.2 25 12.2 30 16.' 
Mod':7ale~ 9 9-1'1 21 10.7 39 14.{} 

Severe case Z 2.2 10 4.0 18 B.2 
Missing 0 0.0 2 O.S 0 0.0 

All patients 5S ]00.0 160 100.0 ]55 100.0 

'Among COl'lS<!QliiVf 31tendrrs of the heallh ace .:<min!. 
S« ioolnoN: 10 Table 6 for deKriplion of 'Current dlagnOlitk d411.l$· 



Table 3. Prevalence of current ICD-10 psychological disorders 

MAINZ 

Patients 
ICD-lO interviewed 
diagnoses (N) 

IUcohol dependence FlO.2 22 
Harmful use of alcohol FIO.l 17 
Current depression F.321.3.3 62 
Dysthymia F34 .3 
Agoraphobia HO.O 11 
Pank disorder F41.0 12 
Generalized anxiety disorder F4U 4-6 
Somatization discrder F4S.0 Zl 
Hypochondriasis F45.2 S 
Nellrns.lhenia F48.0 4-6 
One or more mental disorders 

(from the above) 155 
Two or more mental disorders 

(from ~he above) 61 
All patients 400 

• Among consecutive altenders ot the health care centre. 
'One or more menial disorders' show. the overall fr~'lueJ\CY among.t the di<orders """'honed above. 
'Two 0' moll' menIal dtsorders' shows co-morbidity ralios amongst the disorders mentioned above. 

Patients 
interviewed 

(%) 

S.5 
U 

15.5 
O.S 
1..8 
M 

11.5 
5.3 
I.J 

11.5 

38.8 

153 
100.0 

Estimated 
prevalence" 

(%) 

7.2 
3.0 

11..2 

0.9 
1.6 
1.7 
7.9 
3.0 
1..2. 

'"' 
30.6 

10.0 
100.0 



Table 4. Prevalence of current ICD·10 psychological disorders by sex 

MAINZ 

Males ~a1es 

Patients Pahl'1lts Estimated Palienls PaUenls Estim~loo 
JCD-IO interviewed interviewed prevalence' inlerviewed Iflt erviewl'd prevalence' 

(N) (%) (%) (N) (%) (%) 

AJ(ohol dependence FIO.l 18 12.3 14.5 4 1.6 U 
H.armful use of alcohol FIO.r 11 7.5 5.1 6 2.4 15 
Current depression fJ2IlJ 12 15,1 9.8 40 15./ J l.3 
Dysthymia F.l4 07 0.3 2 0.8 1.3 
Agoraphobia F40.0 .3 2.1 1,0 1:1 3.1 1.9 
Panic disorder F41.0 :; 3,4 1.7 7 2.& L7 
Generalized F11.1 12 8.2 .5.1 J4 lJA 10.0 
Somabutioo F4S.0 J 2.1 1.0 18 7.1 4.'1 
Neuraslhenla F48.0 to 11.0 7.4 30 118 M 
One or more menial disorder> 

(from Ihe above) 58 39.7 30,3 97 311.2 30.7 

Two or more menial disorders 
(from the 3bove) 13 15.8 10.[ 38 15.0 9.9 

All patients 146 lOO.() 100,0 254 100,0 100,0 

amo~ the d~ lnl:lIIJoi1<'d above 
,.,.!1<>s amongst In.: di>orders mentioned .wove. 



T.tII. 5. Prevalence of current ICD·10 psychological disorders by age group 

MAINZ 

Ag. 

15 24 25-" 45--65 

p"t1ents Patients Estimated Patients Patients Estimated Patients Patients Estimated 
$ttr\ (tot) -"" ~ <:ml" - IN) ~(%) ~~t' Sftn IN) ~(%I ptr cent' 

Alcohol depmden:o: flO..2 , 7.' 10.8 n '.9 7.' • 5.7 3.7 
Harmful use of ~cohol FtO.t 7 9.9 7.1 6 J.' ,. , 1.9 1.5 
Current depression FJ2IJJ , 7.' 7.' " 17.0 115 19 17.9 11 .0 
Dyslhym.i.l 'H I.< 1.1 1 ••• 'J '.9 , .• 
Agoraphobia F40.0 I.< ' .7 7 3.1 I.' 3 2.. 1.7 
Panicdi~ Fu.O , ,. I.' • '.7 I.' • 3.' 2.1 
Gener~lized anxiety disorder F41. 1 • ,. 3.9 1I ,.< ' .1 1I 19.8 14.J 

Somatll.atiOn disorder F45.0 l l .' I.. n ' .9 2.9 6 7.' ' .0 
Nau-,uihen.ia F48.0 5 7~ ' .0 31 lJ.9 9.' 10 9.' 5. 1 
One or more menial disorders 

(f,om the above) Z5 J" J4.0 " J95 JO.7 " J9.6 2&.0 
Two or more menial disorders 

(from the above) 7 9.9 '.7 J5 15.7 10.6 19 17.9 11.0 

All pa'i.,nb 71 100.0 100.0 llJ 100.0 100.0 106 100.0 100.0 

"Amonll c:omKUIive ailmdrn oI lho health.,.., anI~ 
"Orw or mDn' mental disorders' shows tile ovo:rall fre.que1cy amongst the disorder! mmtioned IOOVt. 
1"wo Of ~ ",",1.1 di!Onkn" "'0,"", co-morbidity .. tiM ;unoogst the dhorden mtfltio~ lhovt. 
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psychotherapeutic and other mental health services are more easily available in 
Berlin than in Mainz; these specialized services might particularly attrad patients 
with depression who are preferentially treated by general practitioners in less well 
served areas. 

Of those patients who had a well-defined disorder according to ICD-iO based 
on the C1DI-PHC interview, 56.1% were rated by the doctors as having 
psychological problems (Table 6). 

For major depression we found that the sensitivity of dodors' diagnoses was 
48.6% and specificity was 87,2%. The ]979 general practice sUlvey in Mannheim 
(Zintl-Wiegand and Cooper, 1979) found a sensitivity of 59.3% and a specificity of 
77.4%. 

The research workers judged 29.3% of aU patients and 41.3% of those with 
well-defined psychiatric disorders as being modfrately or severely disabled. 
Self-rated disability scores were very similar, being 25.8% for all patients and 
41.9% for patients with well-defined disorders (Table 7). 

COMMONLY PRESCRIBED TREATMENTS 

Of 38 patients who were recognized by the doctor and classified by C1DI as 
having depression, nine received tranquillizers, four antidepressants, two 
antipsychotics, and two a herbal remedy. Some other medicament (not speCified) 
was given in 10 cases and six patients received no treatment. Twenty-eight 
patients discussed their problems with the doctor. Three patients were referred to a 
mental health specialist. 

The treatment of 44 patients who were recognized by the doctor and classified 
by CIDI as suffering from anxiety disorder was very similar to the treatment of the 
patients with major depression. Twenty-one were treated with drugs, one of 
whom was offered an antidepressant medication. 

The most common treatment in general was counselling or discussion of 
problems with the patient (33%). Counselling in this setting usually means 
exploration of conditions and circumstances of private and professional life and 
identification of possible risk factors: most of the physicians will advise the patient 
to avoid risk factors and to try protective strategies. Counselling is an obligatory 
therapeutic strategy in Germany for all patients, for those who receive drugs as 
well as those who do not receive drug prescriptions. Unspecified medication was 
given in ]2.2% of the cases; 6% received practical/social help. In 12% of the cases 
further phYSical investigation was planned. Antipsychotics (l %), antidepressants 
(2.8%) and tranquillizers (4.5%) were rarely prescribed by the general practitioners 
IT able 8). In the German health care system costs for prescribed drugs beyond a 
fixed base rate can be reimbursed from the insurance company. 



Table 6. Curren; ICO-lO disorders and their recognition by treating physicians as a psychological case 

MAINZ 

1 CD-I 0 cases C.!:S~'"S recognized by physician 

Number Number Patienls Estimated 
lCD-TO inlerviewed interviewed interviewed' prop0rlionb 

diagnoses 

Alcohol dependence F 10.2 

Harmful ~ of alcohol FlO.l 
Cum:n! dcprC'SSlon f32/JJ 
Dyslhymia F34 

Agoraphobia F40.0 
Panic disorder F41.0 

Gel1era1iz.ed anxiety dJoorder F4U 
Somatizatiol1 dis.order F45.0 
H ypochrondr i asi s F45.2 
Neuraslherua F45.0 
One or more mental disord<'rs 

(from ihe above, except alooho)) 
Two or more mC11tal disorder:; 

(lTom Ihe obove, except alcohol) 
All p<!tknts 

(whether ICD-lO cases Or not) 

'Among thO<>!! inMliiewed wno Me rorrl'Sponding tCO-JO diagncs.is. 
'Among o:>"."",I!\I~ atlendm who have rorr""po~dlng I(D..W d,d8"osis. 

(N) 

22 
17 
62 

) 

11 
12 

46 
21 

5 
46 

13.1. 

53 

400 

'One or more menial disordero' shows the overall fr<.quency dJTlonssi tne discrck", me/lUone.o above. 
Two or more men!>l clJg"rders' shows co.morbldily mHo. amons,1 the disordc,," mentioned above. 

(N) (%) (%) 

13 59.1 42.4 
6 J5.J .1.9.2 

36 58.1 55.6 
.3 100.0 100.0 
9 81.8 63.3 
9 7.5.0 75.0 

29 63.0 65.2 
20 95.2 95.6 

4 SO.O 84.3 
23 50.0 50.S 

80 60.6 60.0 

37 69.8 73.3 

]65 41.3 33.0 



Table 7. Olsabllity In the study samples by curren! diagnostic status 

MAINZ 

CUlTent diagnostic sl;atu.< 

Fewer titan two symptOffi5 Subth=hold rCD-lO diagnosis All palknl:s 

Patients E~llmated Patients Eslimalcd Palienis Estimated Patients Estimated 
interviewed prevalence"' Inlerviewed prevalC1lc~· interviewed prevalence" mterviewed prevalence" 

(N) [N) (%) (N) ('YO) (N) (%) 

JII!eroiewer·,a!td d;snlnii/y 
None 50 57.4 70 52.5 26 23.1 146 A5.1 

Some 22 24.9 50 27.1 M 43.5 136 31.4 
Modcr.:lle 9 13.6 JJ [7.4 45 2.4.2 87 18.3 
Severt' 4 4.1 7 2.7 19 8.6 .30 5.0 
Missing 0 0.0 0 0.0 0.4 0.1 

Self-ralld dis~bilil!J 
None 65 79.9 99 66.9 56 45.1 220 64.2 
Some 9 9.0 31 17.6 34 20.7 74 Ib.O 
Moderale 10 9.4 24 IL8 50 26.9 S4 15.7 
Severe 0 0.0 4. 2.8 15 7..3 19 3 . .3 
MiS5ins t 1.8 1 0.8 0 0.0 .3 0.9 

All patients 85 100.0 160 100.0 155 100.0 400 100.0 

'Amoog ,on<~hv. ~tte"Je-rs of the health care centTc. 
Subtnre<h"ld, <yrnptom< in at le,,"1 two diff .. r"nl a", ... but not reachwg level of diagnosis. 
ICD.lO dJagn", ... : alwhol J~-p<:ndence FI0.2. harmful use of ".lco""! FlO.l, depre",on Folll.B. dY"lhymio F.:lJ, ~g')f.phobia F40.0, paille F4l.D. GAO f41.1, somatiZllllon 
disordeI 1'45.0, hypo(hondrla,i, F45.1 and neurJlthenia 1'45.0. 



Table 8. Commonly prescribed psychiatric Ireatments: cases by as suffering from a 
psycnologiclJ I 

MAINZ 

Current depreS5ion Arodaly disorders $omalo(orm disorders 
H1!]3!]4 F40/41 f4S,MIS.U43.0 ,'\11 case> 

Patients Patients Patients Pali.m!s 
interviewed Eslimated inlervil'wed. Estimated interviewed E.llmlled inlervll.Med Estimated 

(l\~ pet{'tntag'" (N) {tv) (N) percentage' 

21 55.3 18 40.9 17 01.4 77 46.7 
9 2).' 'J 15.9 6 13.6 18 10.9 
4 10.5 4 9.1 5 11.4 11 b.7 
}. 5.3 .:I 6.8 I 2.3 " 2.4 
}. 5.3 3 6.8 5 11.4 IJ 7.9 

10 16 . .3 10 22,7 19 4).2 49 19.' 
32 84 }. 36 au 41 9.3.2 D9 64.], 
18 7J.7 Jl 72.7 37 84.1 132 60.0 

Pradicall$OOll help .l 7.9 6 1.3.6 7 15.9 24 14.5 
RJer/mh proUnurselrarer .l 7.9 5 [1.4 .:I 6.8 10 b.1 
More pnysioJ ksts 3 7.9 5 IL4 4 9.] 17 10.) 
Other rrcalmenf }. 5.3 M 2 4.5 10 6.1 

6 15.8 8 18.2 1 45 23 1J.9 
.M (00.0 44 100.0 44 100.0 16.5 JOO.O 

• Am",,!! all "",,)sn!led 0$eS 01 II", <li..,,<I<:I"«). 
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The prevalence of psychiatric disorders in GHC in Mainz was 30.6%, a figure 
similar to the prevalence of 35.5% which was found -in a 1979 general practice 
survey in Mannheim (Zintl.Wiegand and Cooper, 1979) with a population similar 
to this study, but using different interview forms and other methods of identifying 
cases of psychiatric disease. The Mainz site find ings are similar to those in Berlin. 
The similarHy between ~he Berlin and the Mainz sites is surprising given 
differences in ~he population structure between the two areas. Thus, there is a 
rather consistent prevalence estimate between 30% and 40'% of current psychiatric 
disorders among patients in primary health care in Germany. This rate is 
substantially higher than prevalence estimates of current mental disorders in other 
epidemiological surveys in Germany (e.g., Wittmen d al., 1991). This difference 
stresses the need to focus on recognition and treatment of psychiatric disorders in 
primary care. 
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PREVIOUS WORK IN THE NETHERLANDS 

In tne Netherlands. epidemiological research into psychological disorders in 
primary care began in the 1970s. Giel and Ie Nobel from the Department of Social 
Psychiatry of the University of Craningen interviewed a random sample of 255 
patients in a primary care practice. Of these patients, 13% had a psychiatric 
disorder (Cie], 1972). These psychiatric assessments were then compared with 
psychiatric diagnoses made by the general practitioner (CP). The CP and 
psychiatrist agreed on the psychiatric status of 59% of the patients (Ciei and 
Nobel, 1971). In 1985 the same department began the Croningen Primary Care 
Project a comprehensive study of the prevalence, diagnosis, recognition and 
management, and long-term course of psychological disorders in general practice. 
From September 1985 until September 1989, approximately 2000 patients of 25 
CPs were screened with the General Heal th Questionnaire (CHQ) and a stratified 
random sample of 215 'new'· patients was examined three times (at index 
consultation, one year later, and 3.5 years later) (Wilmink. 1989: Ormel d al., 1990, 
1991; van den Brink et al., 1991; Bruman et aL 1992; Wohlfarth tl al., 1993; van der 

• A patient w~sa[led ·new' if in the II monthspriorlo lne index visit nopsychologia[ disocder was 
IISseuW by his or her GP. (For. detailed description of the study design s« Wilmink. 19&9. 
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Meer ef al., ]991, 1992). Examinations were carried out using the Present State 
Examination (PSE) (Wing tI al., 1974) and the Groningen Social Disability 
Schedule (GSDS). Results of this study are described throughout this report and 
comparisons are made with the current WHO resulb. 

In another study, the National Institute for Primary Care Research examined 
357 patients recruited in 17 GP practices, with the GHQ-12 (Bensing and 
Beerendonk. 1990). The correspondence between psychological disorders according 
to the GHQ-12 and the presence of a psychosocial problem according to the GP 
was high (83%). 

Three of the Dutch prevalence studies in general health care were based on the 
diagnoses of the CP. In the 'Monitoring' Project and the 'T ransitie' Project, about 
20% of the patients per year had psychosocial problems (Lamberts and Hartman, 
1982; Lamberts, 1991). The 'Continue Morbiditeits RegislTatie' Project reported 
10% of the patients per year had nervous disorders (Huygen e/ al., 1984). 

THE ORGANIZATION OF MEDICAL CARE IN THE 
NETHERLANDS 

to the Netherlands the bulk of general health care is provided by a dense network 
of CPs who fundion as family doctors. Each GP has a fixed number of registered 
patients, on average 2500. CPs scrve as gate-keepers to specialist care; in general 
they are the first professionals to be consulted for physical, psychological or social 
problems. With the exception of emergency care, most specialized treatment 
(including mental health care) cannot be obtained without referral by a CP. 
Therefore, the epidemio logical model developed by Goldberg and Huxley (1980. 
1992), which describes the care-seeking process in terms of 6.lters between the 
community and primary care as well as between primary care and mental heal th 
services, is relevant 10 the Dutch general health care system. 

Access to primary care is generally very easy for a Dutch patient. Almost aU 
patients. urban as well as rural. live within 10 minutes (walking. biking or driving) 
distance from their GP. Palients typically make an appointment by phone with the 
assistant/ secretary and can see the doctor on the same or following day. PracHces 
have waiting rooms with some reading material about different health problems. 
Patients rarely have to wait longer than 15 minutes. The average visit lasts 5-10 
minutes, but may exceed that in special instances, such as severe illness or 
psychological problems. When a patient is too ill to visit the pradice. the doctor 
visi ts the patients at home. Especially in rural areas, the GP provides comprehensive 
care, including pre- and postnatal care, delivery and tenninal care. A GP makes 
15-35 consultations and 5-10 home visits on a typical office day. Dutch CPs do 
nol take medical care of their patients when they are hospitalized. 

Access to mental health care facilities is also generally easy. The psychiatric 
clinic of Ihe C roningen University Hospit'al and three general psychiatric hospitals 
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Figure 1. Doctors reception area 

within 15-30 Ian from the city provide a broad spectrum of inpatient as well as 
outpatient care. The largest outpatient facilities are the Regional Institutions for 
Ambulatory Mental Health Care with catchment areas ranging from 150000 to 
300000 inhabitants. Substance abuse patients can be referred to a special 
Outpatient Consultation Agency for Alcohol and Drugs in the city of Croningen 
or to a residential treatment centre fo r alcohol and drug addicts which is located 
some 10 km away from the city. 

The distance between a person's place of residence and a psychiatric inpatient or 
outpatient treatment facili ty never exceeds 40 km, and every town and village has 
at least some social work service that provides basic psychological. social and 
practical aid. A problem. however, is the long waiting lists, especially in 
ambulatory facilities. 

Nearly every inhabitant of the Netherlands is insured against medical expenses. 
Currently, there are thret" major forms of medical insurance in the Netherlands: (I) 
health insurance as mandated by the Health Insurance Act for all people with an 
income below an annually adjusted nonn (70% of the population); (1) private or 
public health insurance for those who are not covered under the terms of the 
Health Insurance Act (the remaining 30%); (J) insurance according to the 
Exceptional Medical Expenses Ad, available to the entire population. The laller 
insurance covers all expenses related to a stay in a facility for the physically or 
mentally handicapped. Since January 1993 almost all mental health care is covered 
under the Exceptional Medical Expenses Act- a stay in a psychiatric hospi tal as 
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Flgur.2. Doctor/pal lent consultation 

well as ambulatory mental nealth care. The Health Insurance Act covers all costs 
related to a visit to the GP. Persons with private or public health insurance can 
usually choose if and to what extent they wanllo have their primary care expenses 
covered. However, most patients do nol have 10 pay for their primary care. 

THE SETTING 

"The WHO Collaborative Study was carried out in six primary care pr.tdices 
employing 11 CPs in the northern part of the etherlands. The selected practices 
were. by and large. representative of the Dutch primary care system and included 
one general practitioner working alone and Ave group practices (10 CPs). The two 
urban practices (three CPs) were located in Groningen, a university city of 175 000 
inhabitants with 16000 students. The four rural and semi-rural practices (eight 
CPs) were located in small towns and villages between 5 and 30 km from Groningen. 

FIELDWORK 

The intake phase took place from September 199J until February 1992. The 
research team consisted of a research physician (principal investigator), a 
non-medical research worker. a research assistant and five interviewers. 

In each practice, patient recruitment was carried out in three weeks during office 
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hours. For the sake of privacy, screening with the GHQ was conduded in a room 
aside from the waiting room. Patients were asked to fill out the GHQ before they 
visited the doctor. If a patient was selected for second-stage interview, the research 
assistant arranged an appointment between the patient and one of the interviewers. 
The patient went back to the waiting room after the screening procedure. 

Although patients were generally interviewed at nome, some chose to be 
interviewed in the GP's practice or the psychiatric clinic. 

In total, 1320 patients (18--65 years) were approached for screening and 1271 
(96.3%) completed the GHQ. O f 493 patients eligible for the second-stage 
interview, 340 baseline interviews were completed (69%). Ninety-six patients 
(19.5%)refused immediately when asked by the research assistant and 57 patients 
(11.6%) changed their mind after an appointment had been made. Non-response 
was unrelated to severity of psychological distress. The most common reasons for 
refusal were lack of time, the fear that the personal nature of the interview would 
be too str~sful or stir up earlier problems, and no perceived personal benefit. Of 
the 340 patients who completed the baseline interview, 266 were eligible for 
follow-up (see Table 2, page 36). 

SOCIODEMOGRAPHIC CHARACTERISTICS 

The sex distribution (60% female) is similar to that found in previous primary care 
studies in the Netherlands. 

The mean age was 38 years; 81% of the patients were 25 years or older. and 32% 
were 45 years or older (see Table 3. page 37). One-third had at least 13 years of 
education (they completed either intennediate or higher vocational education or 
had a college degree). The unemployment rate was 5.6%. which is lower than the 
unemployment rate in the region. The percentage of pennanently disabled 
patients (6.3%) is similar to that in the region. Almost half the female patients were 
housewives. 

In summary, patients participating in the study were typically either a married. 
middle-aged housewife with a somewhat lower educational level. or a married, 
full-time working man with moderate to high education. 

HEALTH CHARACTERISTICS 

PhYSical complaints (37%) and pain (28%) accounted for almost two-thirds of the 
reasons for visiting the GP. Compared to the other centres in the study a relatively 
high proportion of patients contacted their CPs because of psychological 
problems (13%) (Table 1). 

A similar high level of psychological reasons for visit (11%) was found in the 
Groningen Primary Care study (Wilmink. 1989). 



Table 1. Most common reasons given for visiting heallh care centre 

GRONINGEN 

Current diagnosHc shtus 

Fewer than 
two symptoms Subthreshold ICD-lO All palienh; 

Patienh Estimaled Patients Estimated Patienh Estimated Patienh E.Hmaled 
Interviewed prevalence" interviewed prevalence" interviewed interviewed prevalen<:e' 

(N) (%) [NJ (%) (N) (Ok) (N) (%l 

J ':12 t4 1.8 5S ?i 71 12.8 
I OJ 10 2.6 HS 2..S 29 5.7 

Pain 8 45 46 13.6 47 10.1 10( 28.2 
Physic.at 25 19.0 31 10.7 44 7 • .1 100 .37.0 
An t e Iposmat al/f amil y 6 J.6 7 2.6 0 0.0 !J 6.1 
Other 8 4.5 9 4.5 S !.l 25 to.l 
Mi>slng 0 0-0 0 0.0 0 0.0 0 0.0 

COfl!!<i'CI.Iliv~ "tret'id,." of the hullh ClIJ\! ~. 
Sutiliu1e.h,oJd: at least two bul nol 'each,ng level of dlagno,ls. 

d~lh1t",:I",,~ flO.:!' US<' of .. Irohol FIO,I. d"p",,,,,loro F31/H, dysthymia 1'.)4. ;;go'rapiI"tOb,i.:l 1'40.0. panic F4LO. CAD 1'.41.1. somaIiuliQIl 
hYI>od'ondrl,~:sis F4SJ. ""d I1w!'a!Ilherna 1'46.0 
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The findings from both these studies suggest that discussion of psychological 
problems is occurring readily in the Netherlands, that CPs are expected to have 
expertise and do in fact offer help for psychological problems. Some other Dutch 
studies, using different assessment procedures, have reported lower levels of 
psychological reason for visi t (3-5%; Feets and Sixma, 1991; Lamberts and 
Hartman, 1982). 

Of all patients, 71.2% assessed their general health as good to excellent and 
28.1% assessed it as fair or poor. Table 2 shows that self-rated health was clearly 
associated with severity of psychological illness. 

In a representative study of the National Institute for Primary Care Research 
among GP attenders, 84.8% of the patients rated their health as very good or good 
and 14.5% rated it as fair or poor. The proportion of patients that judged their 
health as very good or good decreased with age (Foets and Sixma. 1991). The 
present study data showed a similar trend. Females rated their health less 
favourably than did males, though Foets and Sixma did not find differences 
between males and females. 

The doctor's assessment of the overall health of their patients was more 
optimistic (86.2% good to excellent), but the same associations with mental health 
status (according to the interview) and age were present. With regard to the 
male:female ra tio, the doctors iudged the health of females as better than that of 
males. Thismale:female ratio was also found for the specific GP ratings on physical 
and mental health, although the differences were small. As the research ICD 
diagnoses revealed a strong female preponderance, this discrepancy with the GP 
ratings on mental health is remarkable. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

In the following discussion the comparisons will be limited mainly to the 
Groningen Primary Care project, since it is the most comparable study in the 
Netherlands to the present WHO study. 

Twenty-nine per cent of the GP attenders met criteria for at least one 
psychological disorder according to lCD-10, with most corrunon diagnoses as 
follows; current depression (15.9%), neurasthenia (10.5%), anxiety disorders 
(10.2%), alcohol abuse (8.9%) and somatization disorder (2.8%). Co-occurrence of 
disorders was frequently seen; almost half of the patients with a psychological 
disorder had at least two disorders, and some patients had three or more disorders 
simultaneously (Table 3). Tables 4 and 5 show the distribution of prevalence by 
sex and age respectively. 

In comparing these findings with other primary care studies, it is important to 
nole that prevalence rates in most of these studies were based on anxiety and 
depression only. The prevalence of depression (including dysthymia) and anxiety 
disorders in the present WHO Collaborative Study was 19.8%. In the Groningen 



Teba. 2. Health characteristics of the study samples by current ICD-lO status 

GRONINGEN 

CUlTenl sbh.ls 

Fewer than two symptoms Subthreshold ICD·IO 

Patients t;stimated PaHents Estimated Palients Estimated 
Interviewed prevalence" interviewed Interviewed prevalence" 

(N) (%) (N) (%) (N) (%) 

Seclf-Ttlletl o,,"all henlJh 
Excellent \0 20.2 10 5,8 :; 6.2 
Very good 13 26.0 12 ll.S II '1.6 
Good lS 49.0 56 54.3 47 lb.'? 
Fair 3 4.7 3S lb.8 92 49.6 
Poor 0 0.0 OJ 17 7.9 
Missins 0 0.0 0.3 2. 2.0 

Drxtc'-fllltJ DlJeralJ lunllh 
Excellent IS 2.S.7 23 25.7 2J 14.7 
Vay good 19 36.1 36 27.S 34 HU 
Good 12 25.0 31 31.6 78 43.5 
Fair .5 10.1 H 8.6 36 2.U 

0 0.0 I 0.3 0 0.0 
0 0.0 j 6.0 1 0.4 

25 40.4 48 54.7 'J? 39.0 
22 53.5 48 27.9 72 39,4 

Mildly ill 2 0.6 15 f45 20 19.8 
Moderately ill 2 5.4 4 1.J 2 0.11 
$evere'ly ill 0 0.0 0 0.0 0 0.0 
Missing 0 0.0 2 1.6 0.4 



Doctor-mild ps)IChologw!l Jiso,,ur 
Complel<'ly normal 32 60.1 41 45.8 30 24.1 
Subclinical dishubance [J 20.5 37 36.2- 43 UJ.7 
MUd case 5 16.0 16 1.1.2 42 19.8 
Moderate case 3.4 10 4.2- 4S 19.7 
Severe ast' 0 0.0 2. lJ 11 9..3 
Missing 0 0.0 I I.J 0-4 

All patients 51 100.0 117 100.0 172 100,0 

• Among consecullv~ alhmdfN 01 the he>llh cue centre 
Si.-e footnole 10 T,bJe 7 for desoipHon of 'Currenl diagnO<lic sbtus', 



Tabla 3. Prevalence ot current IC()..10 psychological disorders 

GRONINGEN 

Alcohol rl",.,..n,d",na

Harmful usc of alc{lhol 
Current depression 

One or more momlal disorders 
(from the 

Two or mare menial disorders 
(lfOm the above) 

All patients 

ICD-10 

dillgJlOS<:s 

1'10.2 
FlO. 1 
fJ2/33 
FJ4 
F40.0 
1'41.0 
1'4 Ll 
F45.0 
1'45.2 
r4B.0 

'Among CON«l.!live 01 the hcillth care "",h". 
'One or lTlO"Ia fTl('n\,1 shows lhe 
Two or I7IOre mcnbl disorders' shows ro-morbi,lity 

Palients 
interviewed 

(I\') 

15 
19 

121 
12 
24 

10 
47 
18 

4 

69 

172 

99 
J40 

!he disorae.. m;,n!ionro ~bov ... 
the <fuorden. "",nnon<>d 3bovc. 

Palit'nts 
interviewed 

(%) 

4.4 
5.6 

')5,6 

3.5 
7.1 
2.9 

13.8 
S.l 
1.2 

20.J 

50.0 

29.1 
100.0 

Estimated 
prevalence" 

('Yo) 

3.4 
5.5 

15.9 
1.8 
2.7 
L5 
6.4 
2.8 
1.0 

10.5 

29.0 

13.8 
100,0 



Table 4. Prevalence of current ICO-10 psychological disorders by sex 

GRONiNGEN 

Males 

Patienls Patients Estimated 
ICD-IO inlerviewed interviewed prevalence" 
diagnoses WJ (%) (%) 

Akohol dependence FIO.2 12. 9.1 7.5 

Harmful use of alcohol 1'10.1 1\ 6.1 7.0 
Current depression FJ2IJ3 40 30.3 B.O 
Dysthymia FJ4 5 3.8 2.6 
Agoraphobia F40.0 7 .5.3 2.0 
P anie disorde, F41.0 2 1.5 0.6 
Generalized anxiety disorder F41.1 9 6.8 2.5 
Somatization disorder F4S.0 .3 2.3 0.8 
Neurasthenia H8.0 21 15.9 7.1 

One or more menial disorders 
(from the above) 56 42A 27.5 

Two or more mental disorders 
(from the above) 33 25.0 11.0 

All patients 132 100.0 100.0 

'Am""'g coll>ecUtive attend .... of !he health 01'" """he. 
'One or more mental disorders' shows the overall frequency _ongst the disorders mentioned above. 
Two or more ment~l disorders' shows co·morbidlty rafio< amongst the disorrler>l me1llioned .bove. 

P~tients 
in~erviewed 

(N) 

J 
11 
81 

7 
17 
8 

38 
15 
411 

116 

66 
208 

Females 

Pat"{ent5 Estimated 
interviewed prevalence' 

("!o) (%) 

VI 0.6 
5.3 4.5 

38.9 17.9 
3.4 U 
8.2 3.3 
J.8 1.1 

18.3 9.1 
7.2 4.1 

23.1 12.8 

55.8 30.0 

31.7 15.6 
100.0 100.0 



Table 5. Prevalence or current ICt).10 disorders by age group 

GRONINGEN 

15-24 2S-4A 45-65 

ICD-IO Patients Patients Estimated Patients Patients Estimated Patients PaiJents Eshrnat'ed 
seen (NJ seen (%) cenl' ~n(N) seen (%) per cen" seen (N) lieen (%) cent" 

Alcohol dependence Fto.2 2 4 . .3 2.4 12 7.2 5.8 0.8 0.4 
Harmful use of alcohol F1O,I 5 10.9 to.5 12 72 6.8 2 1.6 0.7 
Current depression F32/33 10 21.7 5.9 68 40.7 18.1 4~ 33,9 18.7 
Dysthymia F.34 2 4.3 2.4 6 3.6 1.9 4 31 tA 
Agoraphobia F40,Q 1 2..2 0.6 14 8.4 3.3 9 71 .1.2 
P ani;;: disorder F41.O 1 2..2 0.6 6 3.6 2.2 J 2.4 l.l 
Generalized F41.1 2. 4.3 1.2 21 12.6 3.7 14 189 10.6 
Somal:i 7.ation FO,D I 2..2 0.6 11 6.6 4.1 6 4.7 2.1 
NeUl7lstnenia F48.0 8 17,4 8.4 41 24.6 10.2 20 15.7 12.1 
One or mOn! men!:al dison::len; 

(from the above) 19 413 26.7 94 56.3 .30.9 .59 46.5 27.6 
Two or more mental disorders 

(from the above) 7 15.2 53 59 35.3 16.7 33 26.0 14.5 
All patients 4tl 100.0 100.0 167 100.0 100.0 117 100.0 100.0 

• Arnong conserutive a!tenders of the care centre. 
'One or more menIal overall frequency amongst the disorders 
'Two or mar. mental co-morbidity ranos amongst the d":ord.n 
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Primary Care study, the prevalence of PSE-CATEGO (ICD-8) (Wing and 5turt. 
1978) depression and anxiety was 10.5% for 'new' (see definition on page 137) 
aUenders and 15.2% for all consecutive attenders aged 18--65 (Wilmink 1989). In 
this study the prevalence of depression was 5.5% for 'new' attenders and 8.1% for 
all consecutive attenders. According to Bedford College Criteria (Finlay-Jones ef 
ai., 1980), the prevalence of depression and borderline depression in 'new' patients 
was 9% (van den Brink et al.. 1991). Therefore, we conclude that the prevalence of 
depression in the Groningen WHO study is rather high compared to previous 
studies in the region. The most plausible explanations are difference in characteristics 
of the sample or the increased sensitivity of the assessment procedure (CIDI-PHC). 

The GPs rated 27.0% of all patients as cases with a mild, moderate or severe 
psychological problem (see Table 2). Although this is very similar to the 29% 
assessed by the CIDI-PHC, the GP and the ClDI-PHC identified in part different 
patients. The GPs were in concordance with ClDI-PHC in 51.2% of the ICD-I0 
cases (Table 6). 

In the Groningen Primary Care study, recognition was related to severity, 
diagnosis, and the co-occurrence of anxiety and depression (van den Brink ef aI., 
1991). Recognition was better for depressive than for anxiety disorders. In the 
present study, however, the recognition rate of generalized anxiety disorder was 
similar to that of current depression, but agoraphobia and panic disorder were 
re<:ognized more often than depressive disorders. The most plausible explanation 
for this findings is that most ICD-IO anxiety disorders have more severe 
requirements for diagnosis than the PSE-CA TICO and Bedford College systems. 
The higher re<:ognition rate of patients with co-occurring depressive and anxiety 
disorders compared to patients with a single disorder is corroborated in the current 
WHO study. 

In Table 7 the GP diagnoses are given for the three most prevalent recognized 
ICD-10 disorders and for all cases according to the CPs (whether ICD cases or 
not). Agreement between the research ICD diagnoses and the GP diagnoses 
ranged from 59.3% for ICD-10 anxiety, 53.2"/" for depression, and 33.3% for 
ICD-I0 substance abuse. 

The relationship between disability and the different levels of psychopathology 
(no psychological disorder, subthreshold psychological disorder and psychological 
disorder meeting lCD-10 crileria) is shown in Table 8. 

According to the Social Disability Schedule (5D5), 57.2% of the sample had at 
least some disability and 28.4% had at least moderate levels of disability. Disability 
became more frequent with increasing psychopathology; 32.6%, 54.1% and 88.4% 
with at least some disability in the groups with no psychological disorder, 
subthreshold psychological disorder and ICD-lO diagnosis, respedively. These 
group differences were even more prominent at higher levels of disability and after 
controlling for disability due to a physical problem only. 

Another way to describe the relationship between disability and psychopathol
ogy is by comparing mean 50S scores among groups with no disorder, 



Table 6. Current ICD-1O disorders and their recognition by treating nn'\I"'I"'I~ln'" as a OSVC1,OIOClIIC,il case 

GRONINGEN 

Alcohol deFtemjet'lice 

Harmful use of alcohol 
Current depression 
Dysthymia 
Agoraphobia 
P anJc disorder 
Generali zed 
Somatization 
Hypochrondriasis 
Neurasthenia 
One Or more mental disorders 

(from the above, akohen 
Two or more mental disordiers 

(from the above. e)(cept alcohol) 
AU 

iw:tletl1er ICD·IO cases or not) 

ICD·IO 
diagnoses 

FI0.2 
FIO.l 
1'32)33 
FJ4 
F40.0 
1'41.0 
F41.1 
1'45,0 
1'45,2 
1'48,0 

lCD· IO cases Cases 

Number Number 
interviewed interviewed 

(N) 

15 
19 

121 
12 
24 
10 
47 
18 

4 

69 

163 

90 

340 

mentioned above . 
......,nliO(led .bove. 

(N) 

!1 
10 
77 

5 
19 

<} 

)0 

12 
1. 

40 

96 

62 

141 

recC"!I)izE~d by physician 

Patients Estimated 
interviewed" proportion b 

(%) (%) 

73.3 86,6 
52,6 31.4 
63,6 59,6 
4L7 43.8 
79,2 79,1 

90.0 92,4 
6,J,8 58,7 
66:7 75,1 
50,0 21,8 
58,0 46,9 

58,9 51,l 

68,<) 65,1 

41.8 27.0 



Table 7. Three most prevalent curren! ICD-lO disorders snd diagnoses given by the physician (unwelghtoo) 

GRONINGEN 

ICD·IO diagnOSIS 
Tolal number of Cdse5 ilC'Cording 10 physician 

Curro anxiely Aic. dc-pc nd. (whether ICD-lO cases of not) 
Curro depress. F41.11F41.0/ harmful use 

Number Estimaled 
F.31/F33 1'40.0 flO.21FlOJ Patlcnlli 

interviewed in tenriewed proportion' 
Diagnosis by the physician (N) (%) (N) (%) (N) (%) (N) ('Yo) (%) 

Anxle ty disorder 14 18.2 Ob 24.1 2 9.5 19 13.4 9.4 
Mixed anxiety/depression 11' 27.3 20b 37.0 J 14.J 34 23.9 l7.4 
Depression 11' 27.3 9 16.7 3 }4.J 37 26.1 15.7 
Ne LIra slhenla 16 20$ 7 IJ.O 4 19.0 29 20.'1. lJ.l 
Une~plained somatic symptoms 8 )OA 5 9.3 .3 14.3 24 16.9 26.5 
Dissociative (hysteria) 9 11.7 5 9.} 2. 9.5 11 7.7 6.0 
Drug/alcohol abuse 5 6.5 2 3.7 7 3J.J 9 6..3 10.0 
Psychotic disorder 5 6.5 >I 7.4 1 U 6 4.2 .l.9 
Other 12 15.6 9 16.7 6 28.6 22 15.5 22.2 

Recognized [CD·IO cases 77 54 1.1 142 

'M.iJ<ed. anxicty/depfl1'<Sioil .,.,d/or depn=ion; " '" 41. B.2%. 
bAnxicly ""dI,,. mixed """ietyJdep"""io", " = ll, 59.3%. 
<Among consecutive altender'S who are defined •• cases by Ih. phy.iejan. 



Table 8. Disability in the study samples by current diagnostic status 

GRONINGEN 

Current- diagnostic sta tus 

Fewer thaJI Iwo 5ymptOms Subthreshold ICD-IO diagn0515 AJIp.atienb 

Patients Estimal-ed Patients Estimated Patients Estimated Pal:ients Estimated 
interviewed prevalence" interviewed prevalence" inte1viewea prevalence' interviewed prevalence" 

(N) (%) (N) (%) (1'1) (%) (N) (%) 

rnleroin.otr-raled disability 
None 30 64.9 45 46.4 18 11.6 93 41.8 
Some ]6 31.5 32 255 49 29.6 97 28.8 
Moderate 4 2.6 31 242 55 33.0 90 19.2 
Severe 1 1.0 9 3.9 50 25.9 60 9.2 
Missing 0 0.0 0 0.0 0 M 0 0.0 

5elf-ml-td di5llbiJily 
None 39 88.7 62 56.1 45 38.1 146 62.4 
Some 8 7.3 27 24.9 30 12.6 65 15.). 

Moderate 4 4.0 2I 14.7 64 21Hl 89 14.8 
Severe 0 0.0 7 4.2 33 2l.2 40 7.7 
Mi55ing 0 0.0 a 0.0 0 0.0 0 0.0 

AJ I patients 51 100.0 117 100.0 172 100.0 340 100.0 

'Among ronseculiv •• HeM"", of lhe h.e-aJlh car" cenlTe. 
Subth""hold: sympl:oms in al lea.t two differenl area •. but nol ","clUng levd of di"8"osi •. 
[CD-[O dia81\O~S: alcohol dependena 1'lO.1, harmful use of alcohol FIO.l, depres<ion Bz/B. dysthymia FJ4. agoraphobia F40.0. panic 1'41.0, GAD 1'41.1. somatization 
dis.o.rder F45.0. hJll><lChoMrla,;, f45.2 and neurasthenia F4S.0. 
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subthreshold and well-defined disorder. Mean 50S score increased from 0.36 in 
the group with no disorder, to 0.85 in the group with a subthreshold disorder, to 
1.73 in the group with a well-defined ICD-I0 disorder. Excluding patien ~s with 
only a physical problem. these mean scores became 0.09, 0.65 and 1.80, 
respectively. These findings are similar to those of the Groningen primary Care 
project (Wohlfarth tI aL 1993). The present findings are also consistent with a 
rurrent study among psychiatric outpatients in Croningen.. in which the mean 
score on the occupational role of the SOS was 1.60 (van der Lubbe and De jong. 
1994). 

Levels of self-reported disability (Brief Disability Questionnaire (BOQ)) were 
systematically lower than those obtained through the 50S interview: 37.6% of the 
total sample had at least some disability according to the BOO, compared to 57.2 
according to the 50S. The relationship between self-report disability and 
psychopathology was very similar to the one between interview-based disability 
and psychopathology. 

COMMONLY PRESCRIBED TREATMENTS 

As was mentioned above, about half of the ICO cases were recognized by the GP 
as having a psychological disorder. More than 80% of the recognized patients 
received some fonn of treatment (Table 9). 

In approximately 32% of the patients recognizcd as having a psychological 
disorder, the GP prescribed a psychotropic drug (sedatives 12.0% and antidepress
ants 12.7%) and 76.1% of the patients received some psychological treatment, e.g. 
disrussion and/or counselling. or was referred to a mental health professional. 
Common fonns of sedatives were benzodiazcpines. Most of the prescribed 
antidepressants belonged to the tricyclic group. 

In the Groningen Primary Care study, 66% of the patients with a recognized 
Bedford College diagnosis received some kind of mental health intervention (van 
den Brink If ai., 1991). Sedatives were more commonly prescribed than 
antidepressants (40% versus 11%) and 22% of the patients had hem referred to a 
mental health specialist. 

It is likely that the awareness of the risk of benzodiazepine dependence has led 
to a decrease in the prescription of benzodiazepines. So far (1991) the introduction 
of a new generation of antidepressants (selective serotonin reuptake inhibitors) 
seems not to have changed the existing treatment spectrum. The findings also 
suggest that in the Netherlands referral to a mental health specialist is common. 
lb.is is probably due to the relatively good accessibili ty of mental health care 
facilities and the good insuranre coverage. 

There is no dear relationship between treatment and research ICD-IO 
diagnoses. This may be related to the lack of an association between specific GP 
diagnoses and research ICD diagnostic groups. For instance, antidepressants were 



Table g. Commonly prescribed psychiatric treatments: casas recognized by treating physicians as suffering from a 
psychological disorder 

GRONINGEN 

CIJ1Tel1I depression An.xicty disorders 5<Jrnalo{onTI &sordcrli 
F32133/.14 F40/41 f45.0/'\lS.2148.0 All ftcogn iled case-s 

Pahenl:s Patients Patient< Pallenls 
inlerviewed Estimated interviewed Estimaled Interviewed Estimated intervIewed cshmalcd 

(N) percentage" (N) perc-cnhlgc' (N) perccnl3gc' (N) perC'Cntagc' 

Any type of drug treatment 31 39.2 17 .31.5 17 .\7.0 45 .11.7 
Sedatives 13 165 7 13.0 6 1.l.O 17 12.0 
Antidepressants 12 15.2 9 16.7 9 19.6 18 127 
Antipsychotics 4 5.1 1 1.9 0 0.0 7 4.9 
Vil.lloruc/analg.lherbal 5 6.3 2 3.7 2 4.3 9 6.3 
Olher drugs .3 3.8 1.9 2 4.3 <I 2.8 

Any type of non-drug treatment 59 74.7 ~l 75.9 34 73.9 108 76.1 
Di.srus5ionl COUfl5<' lung 39 49.4 26 48.1 26 56.5 75 5.U 
Practical/SOCIal help LJ I 1.9 1 2..2 2 lA 
Refer/mh proUnurse/carer 18 22.8 11 20A 8 17.4 25 17.6 
More physical tests 4 5.1 4 7.4 2 4.3 12 8.5 
Orher non.drug lTeatrnen[ 10 12..7 7 13.0 6 13.0 17 12.0 

No lTeatrnen.l pr~d 12 15.2 8 14.8 6 13.0 22 15.5 
AI.l recognized cases 79 100.0 54 100.0 4.6 100.0 141 100.0 

• Amons all re(()gniU'd 0i.S<!' of lhe dillO,dcr(s). 
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prescribed even a little more often for 'anxiety' patients than for 'depressed' 
patients. This non-specific pattern of treatment distribution is also seen for all 
centres combined. However. the high level of co-occurrence of two or more 
psychological disorders needs to be taken into account. 

An important finding in this W HO Collaborative Study is the high level of 
psychiatric co-morbidity. Taking into account all ICD-IO diagnoses, almost one
half of the patients had more than one lCD-10 disorder. This has important 
implications for treatment and training. Compared to the ICD-10 diagnoses, both 
physicians' diagnoses and the treatment provided do not seem disorder specific. 
However, specificity might be blurred by the co-occurrence of multiple disorders 
(co-morbidity). Moreover, extensive co-occurrence of disorders challenges the 
concept of specificity of recognition and treatment. A potential strategy for further 
research on this topic is the study of subsamples of patients with a sing le 
psychological disorder possibly by pooling data from different study centres. 
Current efforts to encourage CPs to use ICD-IO diagnostic criteria for psychological 
disorders will need to consider the implications of the co-morbidity of depression 
and anxiety disorders among primary care patients. 
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PREVIOUS WORK IN NIGERIA 

Rigorous epidemiological studies in the community and in primary care in Nigeria 
began with the landmark study of Leighton and co-workers (1963). These 
investigators showed thai 'definite' psychiatric disorders were very common in 
both an urban and a rural Yoruba community and that the population of the fonner 
was more psychiatrically impaired than thai of the latter. Binitie (19Bl) reported a 
prevalence of 5% for psychiatric disorder in a clinic of a rural factory. In his study a 
'case' was a patient who was detected by the clinic doctor and whose diagnosis 
was subsequently confirmed through a clinical interview by a psychia ~ri st. 

A standardized procedure for case detection, the Present State Examination 
(PSE) was used by Jegede ef al. (1990), who reported a prevalence of 40% in a 
general care clinic. Unfortunately, their sample was very small (n - 88) and may 
not have been representative of the clinic populabon.ln their study Ihere was poor 
agreement amongst three procedures: (a) caseness according to the PSE; (b) that 
identified through an evaluation by a psychiatrist; and (c) thai defined by a high 
score on a screening instrumen!. G ureje tI al. (1992a), using the 12-item version of 
the General Health Questionnaire (GHQ-12) as a screener in a two-stage 
epidemiological study, interviewed a stratified sample of 214 subjects with a 
structured instrument. They reported a prevalence of 28% for specific Diagnostic 
Statistical Manual of Mmtal Disorders Third Edition-Revised (OSM -lII-R) disorders, 
but the inclusion of the poorly defined undifferentiated somatoform disorder and 
adjustment reactions may have consequently inflated their total estimates. 
Abiodun (1993) also employed a two-stage design in which the GHQ-12 and the 
PSE were administered to 272 patients attending a dispensary, a basic health unit, 
and an outpatient department of a general hospital. A prevalence of 21.3% was 
reported for psychiatric disorders. However, even though Abiodun described his 

Mmt.' BInt56 i" GmtrIlJ Htuhh 0."" ..... hltmwt ..... 1 51""y. Edited by T.B. Oltiin ~ N. Sutorilrl 
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study sites as 'primary care' settings, his observation that. among his cases, 3.4% 
had schizophrenia and 8.6% had manic-depressive psychosis makes this a very 
atypical primal)' care population. 

THE ORGANIZATION OF MEDICAL CARE IN NIGERIA 

Health care is an item on the concurrent legislative list of the Nigerian constitution 
which implies that both the regional (state) and the central governments aTe 
empowered to legislate and provide health care. In addition. local governments 
also have the right to decide about certain aspects of health care. These various 
arms of government tend to have different policies concerning health care. 
Religious organizations are also actively engaged in the provision of health 
services. Their services, provided for a fee, tend to place less emphasis on profit but 
more on efficiency and chari ty. There is also a large private heal th delivery system 
operating for profit. Primary health dinics and dispensaries are run by the local 
government authori ties. These afe manned by community health workers and 
nurses and provide basic health services free of charge. Comprehensive health 
centres and specialist hospitals are run by state governments. They are staffed by 
doctors, nurses and other professionals and provide service for a token fee. 
Children re<:eive free services in some states. University teaching hospitals are 
attached to their parent universities which may be owned by either state or central 
government. They are mainly referral hospitals and commonly charge fees for 
services. A number of these hospitals have general walk-in clinics to which 
referrals are not necessary. These clinics have been set up for the training of 
general praciitioners. In none of these various settings are drugs provided free. 

A large proportion of the people seek health care from traditional and spiritual 
healers. The practice of these healers is al present not regulated by government 
policy or legislation. However, policy makers often express the hope of formally 
integrating these practitioners into the health care delivery system of Nigeria. 
Nevertheless, these carers are consulted for diverse medical problems. In a 
previous study of the pathways taken by patients seeking care for psychiatric 
disorders in a tertiary care dinic. it was fo und Ihat spiritual healers, tradilional 
healers and general practitioners or hospital doctors were the first to be consulted 
by 13%, 19%, and 47°/" of the patients, respectively (Gureje et at., unpublished 
data). Apart from the administration of local herbs, traditional healers frequently 
use rituals and other paranormal methods in their management of mental disorders 
(Makaniuola and Jaiyeola, 1987). 

THE SETTING 

In lhadan, the study was conducted in the outpatient departments of two general 
hospitals: the O luyoro Catholic Hospital and St Mary's Hospital. The hospitals are 
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both run by the Catholic mission. Services are provided with revenue generated 
from patients' fees and no government subsidies arc available. As is usual in 
Nigeria, neither hospital has a defined catchment area. Each of the hospitals has a 
walk-in general outpatient clinic with almost all the patients on self-referral from 
the city of Ibadan. Each also has inpatient facilities for medical surgical, 
gynaecological and paediatric patients. Complicated problems are referred to the 
University College Hospital (UCH). Even though a few psychiatric admissions are 
made, no specialized care is available for such problems at either hospital and most 
serious cases are referred 10 the UCH. Each of the hospitals has basic radiological 
and laboratory support facilities. 

Ibadan is a large commercial city with a population of about a million people. It 
is a typical developing world city with sprawling, overcrowded inner city areas 
and a few medium-density residential areas that tend to be inhabited by middle-class 
civil servants and professionals. Farming and small-scale trading are the predominant 
occupations. The population is essentially stable. with no seasonal mass movement 
in or out of the city. Apart from the hvo general hospitals in which this study was 
conduded. the city is served by a number of primary health clinics, private clinics 
and hospitals. Many of these arc poorly equipped and manned by the proprietor
doctor aided by auxiliary nurses. The two government-owned general hospitals, 
which are often understaffed and overcrowded, and the UCH, a tertiary care 
facility that provides training for undergraduate and postgraduate training in 
medicine, also serve the health needs of the city. 

The Department of Psychiatry of UCH provides a mental health service to 
patients referred from the other facili ties in the city, including 5t Mary's and 
OJuyoro Catholic Hospitals. It has both inpatient and outpatient clinics. with the 
admission facilities consisting of two wards equipped with 64 beds. some of which 
are set aside for ·the care of patients with aloohol- and drug-related disorders. 
Referral to the department is often made by private general practitioners and by 
doctors working in the general hospitals witnin Ibadan. Referred patients are 
commonly seen within a week. 

The general outpatient department of Oluyoro Catholic Hospital is run by five 
general physicians. Two of these attend to adult patients, one to antenatal patients. 
and the other two to children. The clinic at SI Mary's is manned by six full- time and 
three part-time doctors. About five or six of these run the outpatient clinics daily. 
The departments have a sufficient number of nurses, au.xiliary staff, secretarial and 
administrative personnel. Each of the outpatients clinics provides care for both 
children and adults, with about 80-100 patients seen daily. Both new and 
follow-up cases are seen. In comparison with government-owned hospitals in the 
country the standard of service in the clinics is somewhat higher: there is more 
medical personnel and support facilities function more ('ffidently. 

No appointments are required for consultation. Patients generally arrive early in 
the morning to obtain a card and wait for their tum to see the doctors. Most 
patients live within half an hour from the hospitals and typically take a commuter 
minibus to the hospitals. O n arrival at the clinic, patients proceed to the 
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Fig ... ,. 2. ". doctor attending 10 • pallenl ., o ruyoro Catholic Hospital 



AESUL T5 FAOM THE IBADAN CENTAE 161 

registration units either to pay as new patients and obtain a card or to pay for a 
follow-up consultation. Thereafter, and after a routine check of their blood 
pressure by attending nurses, patients wait for their tum to see the doctor to whom 
they have been assigned. All patients requesting help are seen by a doctor and 
those making repeat consultations are usually assigned to see the doctor whom 
they have seen during their initial visit. 

During the period of our study, physical complaints were the most common 
reason for consultation, constituting about 82% of the presenting problems. Pain, 
including headache, was the commonest somatic complaint. About 4% of the clinic 
popuJation at the time of study were receiving antenatal care. 

Patients arc called to see the doctors in specially designated consulting rooms. 
A couch and an examination trolley are available in each room for physical 
examination. Patients in need of laboratory investigations are referred to the 
laboratories within the hospitals. A number of common investigations (e.g" 
ultrasound) have to be obtained from privately run facilities outside the hospitals. 
Prescriptions are dispensed in the hospital pharmacies or at any of the many 
chemists in the city, where most drugs can be obtained even without a doctor's 
prescription. Patients for follow-up in the clinics are given an appointment by the 
hospital maid who sits in during the consultation. Patient consultations usually last 
less than 10 minutes. Those who are referred for more specialized care often go to 
UCH. 

FIELDWORK 

The research team was made up of four senior research nurses. two senior resident 
doctors, a trainee clinical psychologist and a graduate psychologist. The 
diagnostic interviews were conduded by the doctors and the psychologists. 
Screening was conducted in a consulting room or in a relatively quiet comer in the 
waiting hall while patients were waiting to be seen by their doctors. 

Nine hundred and twenty-six patients were approached for screening and all 
completed it. Three hundred and seven patients were eligible for the second-stage 
interview, of whom 269 (87%) completed the interview (see Table 2, page 36). 

Interviews were conducted on the day of the screening in one of the consulting 
rooms. A few patients were interviewed within a week. usually at the clinic. All of 
the three-month follow-up examinations were conducted at patients' homes or 
workplaces. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

More women than men were screened and interv iewed, with the fOlTllcr 

accounting for about 73% of the lotal sample. This conforms with observations 
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from previous epidemiological shldies in primary care seHings. About a quarter of 
the patients were in their late teens and early twenties, about 22% were aged 45 
years or more, while just over half (53%) were aged between 2S and 44 years. 

About 32% of this clinic sample had 00 rormal education. While about 5% were 
still in school. only 7% of those who had completed fo rmal education had 13 years 
or more of education. By the standard of the area in which the study was 
conducted. this pattern was not unexpected. Thus, the clinic population was 
typical of Ihe general population. Over three-quarters of the study populaHon 
were married (76%) and only about 1.5% were either separated or divorced. Most 
(93%) were working or engaged in fu ll-time study, although for many employment 
was small-scale trading combined with housekeeping. About 4% were unemployed 
at the time of the study (Table 3. p37). 

A typical subject in the Ibadan centre was therefore a married female in her 
twenties or thirties. who had received either no fonnal education or onl y the usual 
six-year primary educatio n. and was combining small-scale trading of edible goods 
with housekeeping. 

HEALTH CHARACTERISTICS 

The main reasom for visiting the health facility were pain and physical complaints. 
Vague complaints for psychological or physiological reasons were the third most 
common reason for a visit. Patients did not generally present a psychological 
complaint as their main reason (or contact (Table 1). 

Patienh generally rated their heaHh slalus as good to fair. while doctors lended 
to rate their patients' overall health as slightly better than the patients themselves. 
Patients with a well-defined psychological disorder viewed their health status as 
much worse than their doctors opinion (Table 2). In generaJ. patients' self-rating of 
their overall health co~lat«l with their International Classification of Diseases 
loth Revision (lCD-IO) d iagnostic status: patients with subthreshold disorders 
rated themselves as being of poorer health than those with fewer than two 
symptoms, while patients with specific lCD- to diagnosis rated their overall health 
poorest. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

A prevalence of 10.4% fo r at least one well-defined ICD-IO disorder was found in 
this population. Maj or depression was the commonest with a prevalence of 4.2%. 
This was followed by generalized anxiety disorder (2.9%). Hypochondriasis was 
common in Ibildan (1.9%). Ibadan had a low rate for neurasthenia (1.1%), possibly a 
reflection of the difficulty in making this diagnosis in an an~a with holoendemic 
malaria. a disorder with very similar symptoms. A1cohol depend~~ was present 
in 0.4% (fable 3). As in an earlier report (Curcje d al., 1992b) alcohol dependence and 



Table 1. Most common reasons gillen for \/lsllin9 health care centre 

IBADAN 

Current diagnostic status 

Fewer than 
two symptoms Subthreshold ICD~ 1 0 Diagnooi$ All patients 

Paticnl-s Eslimated P3lie I'IJs Estimated Pa.Iit.'11I$ Estimated Patiomts Estimated 
inlervit'wed prevalence' interviewed prevalence" interviewed prevalence" intervit'wed prevalence· 

(N) (%) (N) (o,{.) (N) (%) (N) (%) 

Psychologkal l.l 3 0.7 3 O.S 7 23 
Undear-psychological/physica' 7 3.5 IJ J.J II 2.2 29 9.0 
Pain 51 .33.S 56 14.1 20 .3.8 127 51.4 
Physical 36 17.5 36 9.9 18 .3-3 90 J 1.0 
Ante/postnatal/family pbn. 5 27 4 I. I 0 0.0 9 3.8 
Qth.,.,. I 0.1 4 1.8 2 0.5 "7 l.5 
Mis5ing 0 0.0 0 0.0 0 0.0 0 0.0 

• Am(}ng cons<-culive ot!end<Tl< uf the he.lth GIll" cmtrr. 
Sllbth.reshold: sympwms in ,I iea)! two diffC'rmt areas.. but not re~chi.ng le",,1 01 dLilgnosl$. 
lCD-TO db~ alcohol dr~.t;e FuU. iwnnful "'" of alro~1 FlO.l. depre'«ion fJlI.U. d)'Sth~'I11ia FJ4 .• got.lphobi3 F-lOO. p.>rt.'<: FH.O. CAD F4U, 5OfTLI!lL!tion 
di50rd.r F45.0, hYfXXhondri,ui, f45,l and 1I<'l.ItOs!h""'a F1$,O. 



Table 2. Hea.lth characteristics of the study samples by current ICD-10 diagnostic slatus 

IBADAN 

CWTC!'It diagnostic slatus 

Fewer than two symptoms Subthrf."Snold [CD·JO diagnosis 

Patienls E5limated Pa tien hi Btimatcd Patien/s Es.I irnated 
interviewed prevalence' interviewed prevalencc· interviewed prevale~ce' 

(N) (%) (N) ('Yo) (N) 

Self-rated OV17IlU 11£.il!lh 
Excc.Jjenl 7 9.0 0 9.0 0 0.0 
Very goo-cl 6 5,7 .s 5.9 2.6 
Good 47 50,8 32 25.2 B 12.5 

Fair 36 30.9 58 46.S 21 46.0 
Poor 3 1.4 ]0 6.9 2J 37.6 
Missing 1 2,2 .3 4.6 1.2 

Doc/or-rated ~f1rmll IwUlh 
Excellent 5 -LB Il 4.2 3 3,6 
Very good 26 2l.J 41 40.9 19 31,8 
Good 53 56.2 42 36.5 23 49.11 
fair 13 no 18 12.0 8 ILl 
Poor 0 0.0 2. 1.3 0 0,0 
Missing 4- 4.7 J 5. t 1 2,6 

Doctor.ruled pj,ysicill aisqrder 
Complelely heall hy 11 13.9 17 U.S 4 7.7 
Suhclinica 1 iJ Iness 41 40.5 35 25.S 18 36,B 
Mildly ill 36 325 38 32.7 23 37,6 
Moderately 111 S 7.7 20 lBJ 8 15.2 
Severely ill 0.7 1 0.9 0 0.0 
Missing 4- 4,7 .3 5.1 2.6 



l);;,dor-ml,J psychological di50rder 
Completely normal 42 50.7 26 30.4. S 15,2 
Subdinical disturbance 27 25.0 32 28.0 13 2!U 
Mild (lI;Se 22 10.7 45 31.5 20 33.9 
Moderate case 5 H 8 5.1 12 20.1 
Severe case 0 0.0 0 0.0 0 0.0 
Missing 5 4.9 J 5,1 2.6 

All pabenls 101 100.0 114 100.0 54 100.0 

• Among consecutive ~ttelldel1l of the- health caN! ante!;, 
See i'oabule 10 T.bl" 7 for iI...rnplion of 'Current dlagnoslic slatus'. 



Table 3. Prevalence of current ICO-10 

IBAOAN 

Alcohol dej:'en(jen,ee 
Hrumful use of alcohol 
Cil.Jl't'nt de~'res!iion 

~neraliud 
Somatiu~ion 

One or more mental disorders 
(frOD'! the abovel 

Two or more mental disorders 
(from the above) 

AU patients 

(CD-IO 
diagnoses 

FlO.2 
FlO.l 
FU/3) 
F34 
F40.0 
F41.0 
F41.1 
F4S.0 
F45.2 
F4B.0 

• Among consecutive attmders of the health care centre. 

Patients 
interviewed 

(N) 

2 
J 

B 
8 
1 
4 

15 
3 
9 
6 

54 

16 
269 

'OM Of more menIal disorders' the ov",..U frequency omongst !he disorder$ mtnl:ioned aboV<!, 
'T "'0 or more m.-ntal disorders' eo-momidily ratios amongst the disorders menHoned above, 

disorders 

Patients Estimated 
interviewed prevllience" 

(%) (%) 

0.7 0.4 
1.1 O.S 
S.6 4..2 
3.0 1.3 
0,4 0.1 
l.5 0.7 
5.6 1.9 
1.1 0.4 
.3.3 1.9 
2.2 1.1 

20.1 JO.4 

5.9 2.7 
100.0 100.0 
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harmful use of alcohol were exclusively seen in males (4.5%) [fable 4). 
Somatization disorder was an uncommon disorder in this clinic (0.4%), an 
observation similar to that of an earlier report from this culture (Cureje et al., 
1992a). Table 5 shows the prevalence distribution by age. 

The prevalence of an ICD-I0 disorder in the studied population is much lower 
than the weighted rate of 27.8% reported from an earlier study conducted in a 
primary care clinic in lbadan in which identical instruments for case detection were 
used (Gureje tf al., 19923). A number of factors may be responsible for this 
discrepancy. First, in the earlier sttJdy, the reported rate had included the 
diagnostic category of 'undifferentiated somatoform disorder', which had a 
prevalence of 10.8%, and that of adjustment reactions with a prevalence of 2.9%. 
Secondly, that study had been conducted in a walk· in clinic that also doubled as an 
emergency dinic, with the implication that more acutely ill patients may have been 
included in the sample. Thirdly, the diagnoses were derived using the DSM·III·R, 
while in the present study the ICD- IO was used: the DSM·[fI-R may be less 
restrictive than the ICD-IO in identifying disorders common in primary care. 

Overall agreement between the clinic doctors and the structured interview with 
regard to the presence of any disorder was 60.0% when alcohol. related disorders 
are excluded (Table 6). 

However, as many as 40% of those for whom an ICD· lO diagnosis was not 
given or who received only an alcohol.related diagnosis were thought by the 
clinic doctors to have psychological disorders. Thus, what appeared to be a fair 
degree of sensitivity was tempered by a low specificity. It is difficult to determine 
whether the presence of the research learn at the clinics encouraged doctors to 
suspect more patients as having psychological problems. Patients with dysthymia, 
neurasthenia and generalized anxiety disorder were more likely to be recognized 
by their doctors. 

The presence and severity of psychological disorder had an imp3d on the 
patients' perception of thcir overall health. While about 32% (see Table 2) of 
patients who had few or no psychological symptoms rated themselves as having 
poor or only fair overall health, and 55% of those with subthrcshold psychological 
disorders rated themselves similarly, as many as 83.6% of those with specific 
ICD-lO diagnoses thought themselves as having poor or only fair overall health. 
Conversely, the doctors' rating of patients' overall health was insensitive to the 
presence of psychological disorders: doctors rated as having poor or fair health 
13% of those with few or no psychiatric symptoms, 13.3% of those with 
subthreshold disorders, and 11.1% of those with ICD· lO diagnoses. However, 
clinic doctors rated more patients with subthreshold disorders 09%) and with 
ICD·IO disorders (15%) than those with few or no psychiatric symptoms (8%) as 
having moderate or severe physical illness. 

While 26.5% of the entifl' sample and 50.2% of those with ICD· tO disorders 
were rated by the interviewers as having moderate to severe disability, the 
proportions of patients who rale themselv~ similarly were 13.1% and 50.2% 
respectively crable 7). 



Table 4. Prevalence of currenllC[)...tO disorders by sex 

IBADAN 

Males Females 

Patients Patienbi Estimated Palienbi Patients Estimated 
interviewed interviewed interviewed interviewed prevalence' 

(N) (%) t%) (N) (%) t%) 

}Jaohol dependence FIO.2 2 2.1 L5 0 0.0 0.0 
tlarmful ust> of alcohol PIO.! J 3.1 3.0 0 0.0 0.0 
Currenl depression F.12/33 8 8,2 5,J IS 8.7 3,8 
DysthymIa F3>! 4 4.1 U " l.J ],] 

Agoraphobia r40.0 0 0.0 0.0 0.6 0.2 
Panic disorder r41.0 2 2.1 l.S 2 1.2 0,3 
Generalized anxlely disorder F41.1 ., 1.2 4.9 8 U 2,2 
Somatization disorder F4S.0 1 LO O.S 1 1.2 0.3 
Neurasthenia F48.0 .5 5.2 3.4 0.6 0,2 

On!! or more menial disorders 
(&om th .. above) 26 26,8 19.0 28 16,3 7,2 

Two or more menial disorders 
(&om Ihe above) 9 9,3 .5.8 '1 4.1 1.6 

All patients 97 1000 (OM l72 101M 100.0 

• Among conseculivE allendttl of Ih€ health care eenll\', 
'0". or ~ menial dborden' shows thAl overall &eq ...... ncy .bove, 
'Two or It'IOre menial di§OTder,;' shows ro-morbidil y ralios 



Table 5. Prevalence of current ICO-10 psychological disorders by age group 

IBADAN 

Age 

15-24 25-44 45-65 

Patients Patients Estimated Patients Patients Estimated Patients Patients Estimated 
se€n (N) se€n (%) per cent" seen(N) seen (%) per cent" seen (N) seen (%) per cent" 

lUcohol dependence FlO.2 0 0.0 0.0 2 1.4 0.8 0 0.0 0.0 
Harmful use of alcohol FlO.1 0 0.0 0.0 3 2.2 1.6 0 0.0 0.0 
Curren! depression F32/33 5 8.2 6.0 11 8.0 3.2 7 10.0 4.7 

Dysthymia F34 1.6 0.5 5 3.6 1.2 1. 2.9 2.4 
Agoraphobia F40.0 1 1.6 0.5 0 0.0 0.0 0 0.0 0.0 
Panic disorder F4I.0 0 0.0 0.0 3 2.2 LO 1 1.4 0.6 
Generalized anxiety dirorder F4U 1 1.6 1.1 n 6.0 3.4 .3 4.3 3.6 
Somati2ation disorder F45.0 0 0.0 0.0 2 1.4 O.S 1 1.4 0.6 
Neurasthenia F4B.O 1.6 0.5 1 0.7 0.2 4 5.7 3.6 
One or more mental disorder,; 

(from ~he above) S 13.1 7.5 30 21.7 10.2 16 11.9 14.4 
Two or more mental disorders 

(from the above) .3 4.9 1.1 9 6.5 2.4 4 5.7 4.2 
All patients 61 100.0 100.0 138 100.0 100.0 70 100.0 100.0 

'Among oonseruHve .ttenders <i the health care centre. 
'One Of more menta] disorders' SOOWi the overall ~lIffiCY amongst the ~ders mentiooed. above. 
'Two or more mental disorders' shows oo-morbidily ratios amongst the disorder. mentioned .bov,"," 



Table 6. Current ICO-1O disorders and their recognition by treating Of1'I(SIClIllns as Ii psychological case 

IBAOAN 

Alcohol de~;en,jenlre 
Harmlul use 01 alcohol 
Current deIP~$Sic.n 

Ge:ner:ili.zed anxiety di$ordc:-r 
Sormtiul:ion disorder 
H yp.xhrondriasis 
NeUJ'ilsthenia 
One or more menial disorders 

(from the above. exct'pl alcohol) 
Two or more mental di!i<1rders 

(from the above, el(~pl alcohol) 
All pabenls 

(whether ICD· 10 cases or not) 

ICD·IO 
diagno~ 

1'10.2 
F10.1 
FlU)) 

1'34 
F400 
r4LO 
1'41.1 
F45.0 
1'45.2 
F4IU) 

• Alnong those interviewed who Nve ICD·IO d"'gnosr.;, 

leD·ra cases 

Numb.,r 
int<?rviewed 

(NJ 

2. 
3 

B 
6 

4 
15 

.3 
9 
(} 

50 

15 

209 

"Among oonseculi"" ~1I""d~1"S who \U'" ICD·10 diagnosis, 
'OM or mo .... mmial disorde,..' .how> the a.rnoog.sf tlw dlsor<:krs m.E.,tl"ned 
Two or more mel'\ta! d\.ordf'rt' show. (o-morbkl.ty ralios amongst !he diwrdel'5 me.lholWtd 

Cases physician 

Numlx:t Patient,s Estimlltt'd 
inlerviewed in!erviewedA p-roportionb 

(N) (%) (%) 

50.0 3l.5 
I 33,) 3),J 

12 52.,2, 39.7 
7 87,5 90.2 
{) 0,0 0.0 
2 50,0 38.7 

11 7JJ 67.3 
I JJ,J 3J.J 
{:) 66.7 71.1 
5 IB.J 74.0 

JO 60.0 .55.1 

11 733 6'1.6 

112 41.6 2'7.9 



Table 1. Disability In the study samples by current status 

IBADAN 

Current diagnostic slatus 

fewer than two symptoms Subthreshold ICD-lO All patients 

Patients Estimated Palients Eslimated Patients Estimated Pallenb Estimaled 
interviewed prevalence' interviewed interviewed ill1terviewed prevalence" 

(N) (%) IN) (%) (N) (%) (N) (%) 

bltervitwtr-.aJi'd disRbir,ly 
None 57 58.0 46 41.5 Hl 24.6 113 49.4 
Some 23 20.6 21 20.2 13 25.2 57 10.9 
Moderate 12 12.4 22 17.9 12 HHI 46 lUI 
Seyere 5 4.7 22 18.3 19 31.4 4.6 11.7 
Missing 4 4..4 3 2.1 0 0.0 7 3.2 

Self·raled disability 
None 84. 90.3 63 59.4 (8 39.7 170 75,5 
Some 8 4.5 23 25.0 6 10.1 37 l1A 
Moderate 9 5.2 17 12 . .2 24 40.1 50 n,o 
Severe 0 0.0 6 3.4 6 10.1 12 2.1 
Missing 0 0.0 0 0.0 0 1,0 (I 0.0 

All patlel'ts 101 100.0 114 100,0 54 100.0 U,9 100.0 

• Among consecutive attendm of the health care .:entre, 
SubH'If€shold, symptoms in at least two dJfferent areas. but f«)1 reaching kvel of 
[CD·10 rugrto<e<, alcohol dependence FlO.2. h...-rnfu! use of alcohol Ho,t dep~ssi()J'\ 
disorder F45.0. hypochondriasis F4S,1 and netJra:l!henla F45,O 

dysthymia F34, BO.O. p<lnlc F4[.O, GAD F4U. somatization 



Table 8. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suffering from a psychological 
disorder 

IBADAN 

Curren t depression Anxiety &$Orders Somatoform disorders 
FJ2I33134 F40/41 F45.0/4S.214S.0 All recognized cases 

Pal:ients Patients Patienk Patients 
interviewed Estimated interviewed Eshmated inle.rviewoo Estimated interviewed Estimated 

(N) peroenb,se' (N) percentage' (N) percentage' (N) percentage' 

Any type of drug treatment 7 4L2 7 53.8 4 36.4 57 50.9 
Sedatives 6 35.3 7 53.8 2 18.2 44 39.3 
Antidepress.:mts 0 0.0 0 0.0 0 0.0 0.9 
Antipsychotics 0 0.0 0 0.0 0 0.0 0 0.0 
ViUtonicl analg.lherbal 3 17.6 4 30.8 3 27.3 21 18.8 

Other drugs 1 5.9 0 0.0 1 9.1 "I 0.9 
Any type of non-drug treatment 16 94.1 12 92,,3 10 90.9 88 78,6 

Discussion/ courtse\1ing 14 82,4 12 923 9 B1.8 75 67.0 

Practical/sodal help 4 23.5 .2 15.4 2 ltU 9 8,0 

Refer/mn prof./nu.rse/ carer 1 5.9 1 7.7 1 9,1 1 1.8 

More physical tests 6 35..3 .5 38.5 7 63,6 44 39..3 

Other /loll-drug trealment 0 0.0 0 0.0 0 0.0 4 3.6 
No I:realment prescribed 0 0,0 ° 0.0 0 0.0 6 5,4 

All recognized cases 17 100.0 13 100,0 11 100.0 III 100.0 

• Among all re<ogni2ed caws of the di5O'<leI(5). 
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Most of the patients recognized by treating doctors as suffering from a 
psychological disorder were offered some form of treatment. Drug treatment was 
prescribed to 51% of such patients and 79% were g iven non-drug interventions 
(Table 8). 

Sedatives were the drugs most commonly prescribed to identified cases (3~k). 
A large proportion (19%) received vitamins, tonics or analgesics. No patients 
received antidepressants. There was no relat ionship between the specific lCD-10 
diagnosis received following research interview and the type of treatment 
prescribed. 

This study showed that the detection ra te of psychiatric morbidity by the 
general practitioners was fair and often led to some form of action. Discussion and 
counselling was the most commonly offered treatment, followed by sedatives. 
There was little to suggest that diagnosis inAuenced the form of treatment, and 
antidepressants were not used by the doctors. This treatment approach conforms 
with the observation of widespread use of hypnosedatives by patients consult ing a 
primary care clinic in Ibadan (Gureje and Obikoya, 1991) and confirms the 
impression that benzodiazepines are inappropriately used in these settings. 
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PREVIOUS WORK IN THE UK 

Michael Shepherd's classic study entitled Psychiatric illness in General Practice 
(Shepherd et al., 1966) was a multi·practice general morbidity survey which sought 
to eluddate the relationship between menial and physical morbidity in a 
representative sample of general practices in london. This study indicated a 
powerful relationship between the two. based on genera! practitioner records. 

The first study in which the application of the General Health Questionnaire 
(GHQ) was followed by a standardized psychiatric research assessment was 
carried out in the late 19605 (Goldberg and Blackwell, 1970). Similar methodology 
has been used in many subsequent studies (e.g., Mann, 1984; Bridges and 
Goldberg, 1985). Mann's study was concerned with a single physical condition 
(hypertension), while Bridges and Goldberg were mainly concerned with somatic 
presentations of psychiatric disorders. However, neither of these studies examined 
the views of the general practitioners concerning the physical status of the patients. 

The relationship of physical morbidity and mental disorders over time had been 
the subject of several studies, for example, a study of the effect of physical illness 
on chronic neurosis (Cooper. 1965), or the effects of single physical conditions 
(Bridges and Goldberg. 1985) on the course of disorders. 

M"ua/ /IId"';d ~I HtQllh CQrr; ,.", I"I.",.,/ional S/ud~. Edittd b~ T.B. Osti'm ."d N. SartoriI'. 
Q l~S by John Wilry.!< Soil. ltd 
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THE ORGANIZATION OF MEDICAL CARE IN THE UK 

In the UK primary care and hospital care are provided free at the point of delivery 
by the National Health Service. Each member of the population is registered with a 
particular general practitioner. These doctors deal with 90% of common problems 
and ad as gatekeepers for specialist care. Community nurses and health visitors 
employed by local District Health Authorities provide care in the community. 
There is also a small private medical care sector. 

General practitioners playa central role in the care-seeking pathways of people 
secn by the spedaJist mental illness services (Gater and Goldberg, 1991). 
Two-thirds of patients seen by the specialist services have been referred direcHy 
by their general practitioner. General practitioners remain closely involved in the 
care of patients seen in specialist outpatient clinics, and when an episode of 
specialist care is closed the patient remains under the care of their general 
practitioner. 

THE SETIING 

The study in Manchester was conducted in a large housing estate called 
Wythenshawe. The area was chosen because it is fairly typical of a large area of 
public housing situated in a major urban centre. In addition there is a history of 
close collaboration between primary care and the University Department of 
Psychiatry. Ease of access to health care is similar to other urban areas in the UK. 
The only atypical feature of the area is the relative absence of ethnic minorities, the 
population being fairly homogeneous and containing people mainly from the 
three lowest social classes. Wythenshawe remains an area of high unemployment 
and marked social deprivation with many symptoms of urban decay: widespread 
vandalism. few amenities, and many bUildings in need of repair. 

Inpatient, outpatient and community mental health services are administered 
separately. Patients are referred to the mental health services by the family dodor, 
the hospital dodor or, in a few cases, by non-medical agents. Waiting time for 
routine appointments is between 14 and 21 days and care is provided for the full 
spectrum of mental disorders. The hospital unit provides both day care and 
inpatient care, and has specialized units for mothers with puerperal illnesses, for 
rehabilitation, for alcohol problems and for patients with substance abuse 
problems. There are community teams dealing with drug-dependent patients and 
those with a learning disability. There are various community and hospital 
facilities for patients with alcohol-related problems. 

The study was carried out in six general practices scaHered across the housing 
estate. Pradices have one to six medical staff and employ nursing. secretarial and 
administrative staff. Pradices provide care for between 3000 and 10000 patients, 
according to the number of doctors in the practice. 
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In recent years there has been an increasing emphasis on screening and 
preventive interventions in primary care. General praditioners are expected to 
reach targets for immunization and cervical screening, as weU as to carry oul 
annual physical examinations for patients over the age of 65. Many also run clinics 
for health promotion, and may provide sessions for people who wish to stop 
smoking or to reduce weight. 

The standard of service in Wythenshawe is comparable to those in other 
socially deprived urban areas of the country. Most patients live in the immediate 
neighbourhood, almost all within a couple of miles of the pradice. Many walk to 
the clinic; the rest either take a bus or minicab, the number of car owners being 
lower than average for the country. A typical visit to the doctor is by appointment, 
and occurs between three and five days after making the reCjuest. Urgent cases are 
seen the same day. Doctors visit paticnts in their own home if they are too ill or 
disabled to come to the clinic. 

On arrival at the clinic patients report to a receptionist's desk. They may have to 
wait before being dealt with by the receptionist, who also answers the telephone 
and obtains notes for the doctor. On seeing the receptionist paHents are usually 
asked to wait a short while, usuaUy less than 15 minutes, until the doctor is free. 
They wait in a separate wailing room, eCjuipped with chairs, health promotional 
material and some general interest magazines. 

When called in to see the doctor patients go to a separate consulting room to 
ensure confidentiality and privacy. The practices are usually equiped with facilities 
for physical examination and the taking of specimens such as blood or cervical 
smears. The doctor might carry out other procedures such as electrocardiography. 
The patient will be sent to see the practice nurse for taking specimens of urine or 
stool for tests, for the dressing of wounds or the administration of injections. On 
leaving the doctor's consulting room patients report to the receptionist's desk to 
make a further appointment if necessary. [f the patient has been given a 
prescription for medication they take this to a nearby chemist's shop, because 
practices do not have dispensaries. 

FIELD WORK 

The research team consisted of two psychiatrists who conducted the interviews, 
and two non-medical research workers who carried out the screening or conducted 
interviews according to the needs of the project. The intake took place over five 
months starting in October 1991. The follow-up interviews were completed one 
year later. 

Patients attending their general practitioner were approached in the waiting 
room while waiting to see the doctor. No particular problem was encountered 
during the intake phase except for some difficulty in finding a guiet area where the 
screening could be conducted in privacy. 
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Flgur. 1. Walling room: whi le wailing to see the general practitioner. patients chat or 
read magazine. and health promotional material 

Of 1.620 patients who were approached and eligible. 1523 (94.0%) completed 
the screening procedures. Only 88 subjects (4.6%) refused to take part. Of the 602 
patients eligible for the second-stage interview 428 (71%) completed the 
interview; 428 second-stage interviews were successfully completed (85.4%). 

The reasons for not completing the second-slage interviews included patient 
refusal (6.2%) and in one case a doctor's objedion. Seven per cenl of the eligible 
patients did not keep their appointments (see Table 1, page 36). 

Subjects who agreed to participate were offered an immediate appointment at 
the dink or a subsequent time as soon as possible afterwards at the dinic or their 
home. Two patient's chose to have an interview at the clinic immediately or at 
some future date; the rest preferred to be seen at home. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

Two-thirds of patients assessed were women. As Table J (p. 37) shows. the 
population was predominantly middle aged with a mean age of 40 years. The 
largest age group were subjects aged between 25 and 44 (48.1%), followed by 
patients between 45 and 65 (39.7%). Only 12.2% were in their late teens or early 
twenties. 

Further sociodemographic data are available only fo r subjects completing the 
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Figure 2. Consulting room: the patient Is seen In privacy by the general practliioner. 
who has the patlen!'s papers and computerized records. and various Instruments lor 

examination 

second-stage interview. By far the largest group (80.4%) had completed secondary 
education, leaving school as soon as they reached the required minimum age. Only 
16.6% had remained in education after the minimum age, either staying in 
secondary school or attending an institution of further or higher education. AI the 
lime of interview only one subject was 3 full -time student. 

Most patients were married (49.9'%); 26.5% were single and the remaindC!r 
widowed, separated or divorced. Just over 10% were housewives. Half the patients 
were unemployed: this rate is almost twice as high as the unemployment rate for 
the area and is well above the national average. 

A typical patient participating in the study was a married, middle·aged female 
often without employment. usually with complete compulsory secondary 
education. 

HEALTH CHARACTERISTICS 

The main reasons for visiting a health care facility were physical complaints or 
pain. A substantial number of people came with psychological complaints (9.4%): 
another 6.6% of people had a reason for a visit which might eilher be explained by 
a psychological or physical cause (Table I). 



Table 1. Most com man reasons given for visiting health care centre 

MANCHESTER 

Current diagnostic status 

Fewer than 
!:WO symptoms Subthreshold ICD·I0 Diagnosis All patients 

Patienl's Estimated Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence' interviewed prevalence' interviewed prevalenct'4 

(N) (%) (N) (%) (N) (%) (N) (%) 

Psychological 1 0.2 19 2.1 66 7.1 87 9.4 
Unclear-psychological/physical 1 1.8 10 3.4 15 1.4 Ui 6.6 
Pain 18 n.2 33 8.1 52 5.S 103 14.8 
Physical 27 19.0 60 14.9 59 8.6 146 42.5 
Ante/postnatal/family plan. 5 1.5 7 0.7 10 0.9 11 4.1 
Other 10 iH 12 1.7 22 2.7 44 U.S 
Missing 0 0.0 0 0.0 0 0.0 0 0.0 

• Among conserullve _ttenders of the heaUh care oentre. 
Subthreshold, symptoms in at least two different areas, but not reaching level of diagnosis. 
1(1).10 diagn""'" alcohol deperu!eru:. FIO.1, harmiul uoe o( alcohol FlO.I, depreosiol'l F 31/33. dysthymia F34, agorJPhobia F40JJ, p.:>nic F4 W, GAD F41.l, <omal:i.z.llion 
disorder F45.0, hypochondriasis F45,l and neum,ti1enia F4.8.0. 
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The commonest physical complaint was a respiratory trad infection (29%), 
followed by chest and back pain (18%). Depression (6%) was the commonest 
psychological presentation and the fourth most common presentation overall; 
anxiety-related complaints accounted for 2.5% of visHs. Headache and sleep 
disturbance accounted for 2% and 8%, respectively. 

The commonest single chronic condition that patients reported was arthritis 
(30%), followed by hypertension (12.6%). Gastritis/peptic ulcer and heart disease 
were also commonly represented. Just over 2% of patients were diabetic, while 
other conditions were comparatively rare. The prevalence of these disorders is 
consistent with findings in other UK settings. 

The distribution of the subjects' own classification of their overall health shifted 
according to their diagnostic status: the vast majority (84.5%) of those with fewer 
than two symptoms rated their overall health as good, very good or excellent, 
whereas most (62.7%) of those with an ICD·l0 psychological disorder rated their 
health as only fair or poor (see Table 2). A similar though less marked pattern is 
also evident in the doctors' rating of overall health. 

Forty-seven per cent of patients with an ICD-lO diagnosis of psychological 
disorder were judged by their doctors to have a physical illness of at least mild 
severity. This is comparable to a figure reported in a previous British study, 
although that study was concerned with new episodes of illness, and is therefore 
not directly comparable to the present data (Bridges and Goldberg, 1985). 
Compared with those given an ICD-lO diagnosis, the percentage with at least a 
mild physical illness was lower for those with subthreshold psychological disorder 
(37.5%) and those with fewer than two symptoms (34%). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDER 

Well-defined ICD-I0 diagnoses according to the C1DI-PHC assessment were 
present in 26% of the sample assessed using the C1DI-PHC (Table 3). Current 
depression was the most common (17%), followed by neurasthenia (10%) and 
generalized anxiety (7%). Other well-defined conditions were much less common: 
alcohol dependence (2%), panic disorder (4%) and agoraphobia (4%). Tables 4 and 
5 illustrate the prevalence by sex and age respectively. 

Previous work on psychiatric morbidity in British primary practice has often 
found depression to be common. Casey and colleagues using the Present State 
Examination reported an overall prevalence of 33% (index of definition level of 
greater than 5) among patients screened by the general practitioner as having 
psychiatric symptoms (Casey tf al., 1984). The commonest diagnosiS was 
depression (present in 30% of those who fu lfilled criteria for a mental disorder). As 
in the present study, other diagnoses were less common; anxiety disorders were 
only present in 7% of the sample and alcohol dependence in 10"10. Using the 
Psychiatric Assessment Schedule Bridges and Goldberg (1985) found that 33% of 
consecutive patients with new illnesses had a well-defined DSM-III diagnosis. 



Table 2, Health characteristics ollhe study samples by current ICD-10 diagnosllc status 

MANCHESTER 

Curren! diagnoslic slatus 

fewer than two symptoms Subthreshold ICO·10 

Panents Es~imaled Patientll Estimated Patienls E5hmaled 
inle:rviewerl prevalem:e· interviewed prevalence' interviewed prevalence' 

iN) ("k) (N) (%.) (M ("i.) 

SIll-mien cVlTilll/lo!/Jllh 
I'"cell("nl 2 OA 6 1],1 g 2.9 
Very good 18 4J..J 17 18.7 19 &.0 
Coud 27 40,S 49 24,0 SO 27.1 
Fair 12 1),9 5S 24.6 9tJ 39.3 
poor 4 1.6 14 19.6 56 22.'1 
MiS$ing 0 0,0 0 00 0.4 

D,,(/~r·rnled w"1li1 henllh 
E"cdlent U 24.0 16 19.2 10 4.8 
Very good !7 33.6 .H 28.8 36 14.0 
Cood 21 36.6 54 29,1 93 47,3 
F~jr 10 4.4 34 1.3.4 66 27,2 

Poor J l.4 4 3.2 19 6,& 
Missing 0 0.0 2 6.3 0 0.0 

18 19.9 17 19,5 39 !7.5 
21 46,0 53 .15,7 76 35.4 

ill 19 ,)l,5 55 323 74 34.5 
Moderately ill .5 :L5 13 5.9 30 10.7 
Sevcoz!y ill {} 0.0 r 0.3 5 1.& 
Missing {} M 1 6J 0 0,0 



Ooe/O'I'-ruftd ).ISycho/ogim/ disorder 
Completely nOm>;ll Jl 63.2 44 31.9 49 2·M 
SubclinIcal dislurbance 20 2lU 40 33.4 42 ]6.2 
Mud (al>C' 9 7.6 41 24.1. 60 28.6 
Moderate ca:se 1. 1.1. 11 3.3 58 25.5 
SevelE case 0 0.0 J 0.9 15 S.4 
Missing 0 0.0 1 6.3 0 0.0 

All patients 63 100.0 141 100.0 l14 100.0 

·Among ron:reruliv<, .Uep.d"" of the h",,[111 UU<! 

See foolTlole 10 T.b)e 7 for d"'''''plioll <» 'Comnl shtus', 



Tatne 3. Prevalence of current ICD-10 psychological dlaorders 

MANCHESTER 

Patients Patienls Estimated 
lCD·IO inlerviewed interviewed prevalence' 

(N) (%0) (%) 

JUcohol dependence FlO,! 17 4.0 2.2 
Harmful use of alcohol FIO.l 2. 0.5 1.4 
Current depression FJ2.JJ3 154 36.0 16.9 

f34 21 49 2.0 
f40.0 J4 7.9 J.8 
1'41.0 34 '7,9 J,S 

Generalized anxiety disorder F4U 62 l4,5 7,1 

Somatization disorder F4S,O 4 0,9 0,4, 

H ypochond.riasis F4S.2. 5 1.2 0.5 
Neurasthenia F48.0 87 20,3 9.7 
One or more mental disorders 

(from the above) 224 52.3 26.2 
Two or more mental disorders 

(from the above) 117 29.7 14.1 
All patients 428 100.0 100,0 

• A.rrI;:ong ool\lleC\Inve attendm of the health care 
'One or _ mental disorders' shows !he the diJ!orders mentioned abo"",,, 
Two, or more men!aI di.on:!"",· shows disardeMl mentioned 41>0'"", 



Table 4. Preva.lence of current IC0-10 psychological disorders by eel( 

MANCHESTER 

Males Females 

Pahenis Patients Estimated Patients Patients Estimated 
ICD-10 interviewed interviewed interviewed interviewed prevalentt4 

diagnO£eS (N) (%} (%} (N) (%) (%) 

AJcohol dependence F10.2 11 9.2 5.3 6 1.9 0.8 
Harmful use of alcohol FIO.l 1 0,8 4.1 I OJ 0.1 
Current depression FJ2/33 39 32.8 13.9 115 37.2 183 
DYI'lhymia F34 7 5.9 :U 14 4.5 1.9 
Agoraphobia F40.0 7 5,9 2.1 l' 8.7 4..6 
Panic disorder F41.o 11 9.2 3.4 23 7.4 3.6 
Generalized anxiety disorder F4U 16 13.4 4.9 46 14.9 IU 
Somatiultion disorder F4S.0 0 0.0 0.0 4. 13 05 
Neurasthenia F48.0 20 10,8 6.1 67 21.7 l1.3 

One or more mental disordtr'$ 
(ITorn tile aoolle) sa 48.7 23.5 166 53.7 27,5 

Two or more menial disorders 
(from the above) 35 29,4 l2.7 92 29.8 14.7 

All patients 119 100,(} 100,0 309 100.0 100,0 

• Among con"""'ltjve attend~ 01 the heal th 
'One or more mel'lial di,ordern' :dlOW5 !he menlioned above. 
Two or ma.:e menial disorders' shows r:nen1i0flt'd abo ve. 



Table 5. Prevalence of current ICO-10 psychological disorders by age group 

MANCHESTER 

Age 

IS-24 25-44 45-65 

ICD·l0 Patients Patients Estimated Patients Patients Estimated Patients Patients Eslimated 
seen (N) seen (%) per cent" seen 1M seen (Ok) per cent" seen (N) sren (%) per cenl' 

lVcohol dependence F10.2 4 7.1 3.1 9 4.3 3.0 4 2..1 1.0 
Harmful use ot alcohol PIO.t f 1.8 HH 0.5 0.2 0 0.0 0.0 
Current depression 1"32/33 II 39.3 n.o 85 40.9 17.8 47 28.7 14.3 
Dysthymia F34 0 0.0 OJ} 11 5.3 2.1 10 6.1 2.4 

Agoraphobia F40.0 2 3.6 1.5 ]9 9.1 4.4 13 7.9 38 
Panic disorder 1"41.0 3 5.4 2.3 21 10.6 4.3 9 5.5 2.9 
Generalized aru:ie~ disorder F41.1 4 ?l 3.1 32 15.4 6.2 26 15.9 9.3 
Somatization disorder F4S.0 0 0.0 0.0 3 1.4 0.6 J 0.6 0.2 
Neurasthenia F48.0 II 21.4 11.8 44 2I.2 9.2 3) 18.9 9.7 
One or more mental di,sorders 

(from the above) 31 55.4 41.3 117 56.3 24.7 76 46.3 23.5 
Two or more mental disorders 

(from the above) 13 1:L2 9.9 75 361 !6.5 39 1.3.8 12.4 

All patients 56 100.0 ]00.0 108 100.0 100.0 164 100.0 ]00.0 

the disord"", menH<><Ied .bove. 
the disorders mentioned .bove 
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Somatoform syndrome, pain syndrome, the harmful use of alcohol and 
cognitive impairment were much less common. The very low prevalence of the 
harmful use of alcohol coupled with the comparatively high rate of dependence is 
consistent with previous findings of British primary care patients. 

Agreement between the diagnosis of menial disorders by the treating dodors 
and psychiatric caseness as measured by the second-stage interview was 46%. This 
is higher than found in previous studies (Shepherd if III., 1966; Goldberg and 
Blackwell, 1970; Marks ef al., 1979). 

The doctors rated 46.5% (see Table 2) of the sample as having psychological 
problems, of which just over half were mild. This is slightly higher than the rate 
previously reported for Manchester general practitioners (Marks et al., 1979). and 
may reflect the poor social conditions on the estate. 

The general practitioners identified 62% of those found to have an ICD-]O 
diagnosis by the second-stage interview (see Table 6). This rose to 67% when 
multiple disorders were present. This level of agreement is slightly higher than 
that reported previously (Goldberg and Huxley, 1992). Among the more common 
disorders, agreement was greatest for dysthymia (8 l %1, generalized anxiety 
disorder (71%), panic disorder (71%). current depression (70%) and agoraphobia 
(70%). and was lowest for neurasthenia (50%). 

Our interviewers rated 27.6% of the total sample. and 54.6% of those with 
well-defined disorders, as having moderate or severe disability (see Table 7). 
Self-rated disability produced a similar percentage among those with well-defined 
disorders. In the total sample self-ratings produced a bimodal distribution, with 
more patients rating themselves as either having no disability or moderate/severe 
disability, and very few indicating 'some' disability. 

COMMONLY PRESCRIBED TREATMENTS 

Antidepressants were the most commonly prescribed psychotropic drugs for 
recognized cases of psychological disorders confirmed as cases on the CIDI-PHC 
(19.1% received them) (see Table 8). Daytime sedatives were used rarely (9.5%). 
Antidepressants were the most commonly prescribed drugs not only for depressed 
patients. but also for those with anxiety·related diagnoses and for those with other 
diagnoses. Counselling and discussion of problems were the most frequent 
interventions mentioned, and were offered to 79.4% of cases. 

Among those recognized as cases by their general praditioner with CIDI-PHC 
diagnoses of major depression, 38.6% received an antidepressant and 78.2% 
discussion or counselling. Of those recognized as having anxiety, only 15.1% 
received either a daytime or a night-time sedative, while 72.6% were offered 
counselling or a discussion of their problems. Among the recognized cases who 
were not given a C1DI-PHC diagnosis of either current depression or anxiety 
disorder 30.7% were prescribed an antidepressant and 96% received discussion or 
counselling. 



Table 6. Current ICI)..10 disorders and their recognition 

MANCHESTER 

ICD· 10 alSe:S 

Number 
rCD·1O Inlerviewed 

(N) 

)JeOholdependence fLO.2 17 
Harmful lISt' of alcohol flO.1 1 
Curren I depr!'S:!ion f3.2133 154 
Dysthymia fJ4 21 
Agoraphobia F40.0 34 
Panic disorder F41.0 34 
~ne:ralized .mxiel y disorder F4U 62 
Somatization disorder F4S.0 " Hypochrondriasis F4S.1 5 
Neuraslhenia F48.0 87 
One or more menial disorders 

(from the above, except alcohol) 221 
Two or more mcnl~J disorders 

(from the above. except alcohol) Il9 
All patients 

(whel-her [CD· 1 0 eases or noll 4.28 

'Among tho£e 1I;lerv;("W,."j who h:>ve «>rr<'<ponding [CD-IO di.gnosi •. 
b Among <onserullv~ "UendefS who have COf1espondlng ICD·1O d)agnosis. 
'One or more mental disorders .hows I'lle ove;raU frequency .mtmg.t the dl$o~ mentioned 
1''''0 or mar<> m."t~l disorders' .nOWl< co-mo,bi.d.ity rlIHo, >!mOngo! the ooordel'3 rrt'!'!1tJOf'i«! 

as a psychological case 

Ca.:se:s: by physician 

Number POI!iet'lh Estimated 
interviewed inlerviewed' proportion" 

(N) (%) (%) 

9 52.9 66.1 
1 50.0 0.& 

99 64.3 09.6 
17 81.0 60,9 
25 13.5 69.6 
2J 67.6 70.6 
41 66.1 72J 

4 100.0 100.0 
J 60.0 60.3 

45 51.7 49.$ 

133 60.2 62.9 

78 65.5 61.4 

199 46.5 28.1 



Table 7. Disability in the study samples by current diagnostic status 

MANCHESTER 

Current diagl"lostk sl:atus 

Fewer than two symptoms Subthr .. shold lCD-to diagnosis AlJ patients 

Patients Estimated Patients Estimated Patients EstlmilJed Patients Estimated 
interviewed prevalence" in!erviewea prevalence' inteIViewed prevalence' interviewed prevalence' 

(N) (%) (N) (%) 1M (%) (N) ('Yo) 

/nJm>iewrr-,"/-td di5l1biWy 
None 29 44A, 2I 28.4 19 6.7 69 29,6 
Some 25 45,9 69 42.3 69 38.7 163 42.9 
Moderate 7 5,8 40 24.9 93 38.0 140 20,2 
Severe 2 4.0 11 4,4 4J 16.6 56 7.4 
?vf.issing 0 0.0 0 0.0 0 0.0 0 0.0 

Self-raled disability 
None 41 79.0 57 48.0 62 26,6 160 55.6 
Some 6 1.3 29 14.7 40 17.9 75 9,8 

Moderate 11 11.6 32 24.2 70 37.0 113 22,2 

Severe 5 8.1 13 13.1 51 18..1 79 12.3 
Missing 0 0.0 0 0.0 1 0.4 1 0,1 

All patients 63 100,0 141 100,0 224 10<W 428 100.0 

"Among conserut;ve aftmders of the health care centre. 
Subthre.hold: symptoms in al leasl two dilier.nl areas. but not l'e<lclUng level of diagnosis. 
1CD--IO diagnooes, alcohol dependence FI0.z, hacm1uJ use of alcohol FlO.I, depression F,3l133, dysthymia fH. agoraphobia f40.0. pank HI.0. GAD HU, somatiZation 
disorder F45,C), hypochondtiasi, F45.2 .nd neuraslhenia F48,C). 



Table 8. Commonly prescribed by treating physicians as suHering from a 

MANCHESTER 

Anxiety disorders Somatoform disorders 
F40bU F4S,O/4S.2148.0 All recognized cases 

Patients Patients Palients PaHents 
interviewed Estimated interviewoo Estimated interviewed Estimated inlerviewed Estimaled 

(PI) (PI) (PI) percentilge' (PI) po!(ccntagc' 

Any type of drug treatment S6 55.4 47 64.4 2S 51.0 9S 47.7 
Sedatives 13 12.9 It 15.1 6 12.2 19 9,5 

Antidepressants 39 3M 31 42.5 15 30.6 58 29.j 
Antipsychotic. ,; 3,0 " 5.5 2 4.1 6 3.0 
ViUtonic/analg.lherbal ? 6,9 S 6.g 2.0 13 6.5 
Other drugs 9 3.9 S 11.0 7 14.3 18 9.0 

Any type of non-drug treatment S6 65.{ 58 79.5 38 77.6 171 85.9 
Oisrus1ionlcounsellios 79 ,ttl 53 72.6 33 67.3 158 79,4 
Practlcal/sodal hdp 4. 4.0 2 2.7 1 4.1 7 35 
Referlmh proUn....rse/Cilfer 9 M 9 12.3 " 12.2 15 7.5 
Mon~ physical lests B 7.9 4, 5.5 3 6.1 fO 5.0 
Other non-drug treatment 1 1.0 0 0.0 1, U 5 25 

No Irealmenl prescribed 5 5.0 5 6.8 .3 6.1 II 5.5 
All recognized cases 101 100.0 73 100.0 49 100.0 199 100.0 

'Among aU reCognized cases of the dis.ordet{s). 
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This study took place on a large estate of mostly public housing with high ra tes of 
deprivatio n and unemployment. The weighted prevalence for psychiatric morbidity 
wu 26%, which is consistent with previous surveys of psychiatric symptoms in 
patients ilttmding a primary care clinic (Goldberg and Huxley, J99O). When 
psychiatric morbidity was identified by general practitioners, psychological rather 
than phannacological approaches were re<:orded as the commonest forms of 
intervention. Where psychotropic medication was used, antidepressants rather 
than bt:onzodiazepin~s were the commonest fonn of agent prescribed. This reAects 
iI rec~nt change in prescribing patlems in the light of fears about dependence on 
benzodiazepines and their substitution by non-pharmacological interventions and 
antidepressants. This study confirms prior work in the UK showing that 
psychological disorders are common among primary care patients, that they oiten 
occur in patients who also have a physical illness and that they aTe associated with 
significant disability. 
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3.9 
Results from the Nagasaki 
Centre 
Y. NAKANE AND S. MICHITSUJI 
Nagasaki University School of Medicine, Nagasaki, Japan 

PREVIOUS WORK IN JAPAN 

The co-occurrence of physical diseases and psychological and/or psychiatric 
problems has only recently received attention in Japan. Although consultation
liaison psychiatry, introduced to Japan in 1953 by Suwa, was actively practised, 
the WHO Collaborative Study on Depression in 1977 was the first to have 
examined the prevalence of mental disorders in patients in general health care 
settings. 

In this study-which contributed to our interest in participating in the present 
WHO study on psychological problems in general practice-a group of patients 
suffering from depreSSive disorders was assessed using sl'andardized instruments 
and followed up over 10 years. The study showed that there was considerable 
similarity between the groups of patients seen in Nagasaki and Tokyo-in the 
presentation and in the course of depressive disorders. It also helped to develop 
methods of assessment of depression suitable for cross-cultural compa rative 
studies. The WHO study was subsequently extended into primary care, th e firs! 
ever study on depression in general practice (Shimizu tI aI., 1979; FUjii tf a/., 1985). 
Patients attending the outpatient clinic of internal medicine in general hospitals in 
Tokyo (944 patients) and Nagasaki (831 patients) were screened and subsequently 
examined using the WHO Schedule for Assessment of DepreSSive Disorder 
(SADD) and the Zung Depression Scale. The study found that 5.4% and 6.0% of 
patients. respectively, were suffering from depressive disorder. 

In another epidemiological survey of patients in general practice Tsuda (1984) 
reported a prevalence rate of 5.6% fo r depressive states. In an investigation in 
Fukuoka, which surveyed both inpatients and outpatients in non.psychiatric 
fadlities using the Diagnostic Interview Schedule (DIS), 20 (6.5%) of 307 subjects 
were diagnosed as having major depressive disorder (N ishioka tf ai., 1990). 

MDtJ.1 Rme.s in GnmlI1WI'~ C~re: All Inlm .. dw....J Stouiy. &lilN b~ 1 .6. Oll,;n ..-.d N. s,.,tQrius 
o 1995 by John WiWy " Sons Ud 
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THE ORGANIZATON OF MEDICAL CARE IN JAPAN 

In Japan, medical care is provided by the National Health Service. which is funded 
from general taxation. Most Japanese also pay some money monthly or yearly for 
private health insurance. Hence, when a person needs care, it is not necessary for 
them to pay more than 10-30% of the cost of medical treatment received. In 
addition, any cost more than $600 will be refunded by the government afterwards. 

Primary care services are provided in the many private clinics which do not have 
inpatient beds. When the clinic doctor thinks thai a patient needs further 
examina tion or surgery, he refers the patient to general or special hospitals which 
are well equipped. 

In addilion to private clinics, primary care is also provided at public general 
hospitals. Patients usuaUy first visit the general hospital, at least once and even if 
there is a follow-up at a private clinic. Patients who visit a public general hospital 
for the fi rst time make contad with the general health care section and are then 
directed to the appropriate department(s) in the hospital. 

THE SETTING 

Nagasaki City and Omura City were chosen for the research area in this survey 
because both are medium-sized cities similar to other areas in Japan by their 
sociodemographic characteristics. 

The departments of internal medicine of two general hospitals- Nagasaki 
Citizen Hospital and Nagasaki Chuo National Hospital-were the sites chosen 
because a close collaboration between the Nagasaki research centre and these 
hospitals could be established and a sufficient ly large number of patients visit these 
sites. 

Both hospitals have their own psychiatric units. There are other private mental 
hospitals or clinics in each catchment area. A number of hospitals and one health 
centre provide a day care service and have specialized units for rehabilitation and 
alcohol-related problems. 

Patients andlor family members can visi t whichever hospital they choose but. as 
with general medical care, patients obtaining mental health care tend to make at 
least one contact with a public mental health facility. Care is provided for the full 
spectrum of mental disorders. 

Nagasaki Citizen Hospital is located near the centre of Nagasaki dty, which has 
a population of over 440000. The internal medicine section has 15 nurses and 23 
full -time physicians, 12 of whom participated in this study. The hospital had 
enough patients (5600 per month) to undertake the Psychological Problems in 
General Health Care (PPGHC) study and the distribution of diagnoses is 
representative of physical diseases treated throughout Nagasaki City. 

Most patients live in the neighbourhood of the hospitaL almost all within one 
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Fl9ure1 . Wailing room lor outpatients in research site 

Figure 2. Consultation room 

hour's joumey. Many take a bus and the rest either walk or come by taxi. An 
appointment is not required fo r a first visit to this hospital and subsequent visits are 
made every one to two weeks by appointment if needed. Urgent cases are secn on 
the same day. As is customary in Japan. general hospital doctors do not visi t 
patients in their own homes, in general. 
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Nagasaki ChuQ National Hospital is located near the centre of Nagasaki 
Prefecture, which has about 1557000 people. Although the hospital is in an urban 
setting, it also serves as the medical centre for the 10-15% of the population who 
live in the islands of the prefecture. In recent years. there has been an increasing 
emphasis on emergency medicine and primary care in the hospitaL In the internal 
medicine section there are nine nurses and 15 full-time physicians. 10 of whom 
participated in the study. Approximately 3500 patients are seen in the hospital 
every month. Many patients live in the neighbourhood. but some patients who 
live on islands come to the hospital by ship or by air. Except for new patients, a 
typical visit to the doctor is by appointment and occurs between seven and 14 
days after making the request. Urgent cases are seen on the same day. As 
mentioned previously, doctors will not make home visits to patients, in general. 

On a typical first visit to these hospitals, patients are seen at the primary health 
section unless they have been referred to special practices, in which case they will 
be directed to the appropriate specialist physicians. Patients usually wait at least JO 
minutes before completing the ini tial history form, which takes about 15 minutes. 
Another hour passes before the patient is seen by the primary health physician. 
The whole visit takes at least half a day, including the time needed to pay for 
services and to get the medication prescribed. 

Patients see doctors in consulting rooms allowing confidentiality and privacy if 
a physical examination is required. The department has facilities for routine 
examinations (blood, urine, etc.) and conducts other procedures such as 
electrocardiography or electroencephalography. The patient will be sent to see an 
examiner for taking specimens of urine or stool for tests. On leaving the doctor's 
consulting rooms, a patient reports to the accountant's desk to make payment. 
Patients given a prescription for medication can collect it at the dispensary unless a 
nearby pharmacy is used. 

FIELDWORK 

The research team consisted of 14 psychiatrists who conducted the interviews and 
two assistants who approached patients. The intake took place over seven months 
beginning in March 1991. 

Patients coming to see their general practitioner were approached in the waiting 
room as they were waiting to see the doctor. Interviews were conduded in 
another room prepared for this interview. No particular problem was encountered 
during the intake phase except that some patients were approached more than 
once because we asked every patient in the wailing room to complete the 12-item 
General Health Questionnaire (GHQ-12). We gave a small present to patients who 
accepted our interview. 

In our study, about 18.5% had a GHQ total score of more than J. Iwata el al. 
(1988) investigated 2070 workers with GHQ-I2 in one public institution (1927 
males and 143 females) in Japan and found that 19.5% of subjects had a score of J 
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or more. Of the 455 patients eligible for the second-stage interview, ] 19 subjects 
refused (26.2%), the highest refusal rate being in the GHQ high-score group. 

Of 1574 patients approached, 1555 (98.8%) completed the screening procedures. 
Only 19 subjects (1.2%) refused to take part, the remainder being eligible for the 
study. Of 455 patients eligible for the second-stage interview, 336 (73.8%) 
completed it. Of the second-stage interviews that were not completed, 90 patients 
(19.7%) refused the interview, in 28 cases (6.2%), the doctor objected, and one 
(0.2%) was for another reason (see Table 2, page 36). 

Subjects who agreed to participate in this project had second-stage interviews 
on the same day as soon as possible at the clinic or made another appointment for 
the interview. Nobody preferred to be interviewed at their own home. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

The demographic characteristics of the study sample are shown below (see Table 
3, page 37). The proportion of patients aged 15-65 was 66% of total primary 
health care allenders. Although the elderly population (over 65) uses a significant 
proportion of health care, the elderly population was not included in the study, in 
order to maintain comparability with other centres. It is noticeable that due to the 
long life expectancy in Japan the study sample had a major proportion in the 
45-65 age group (70%). The Nagasaki st udy sample showed an equal proporhon 
of males to females. 

The population was generally highly educated; 86.4% had nine years or more of 
education Most of the people were married (81.3%). A typical patient in the 
Nagaski sample was mid-fifties in age, married, employed and well educated. 

HEALTH CHARACTERISTICS 

The most common reasons for visiting the Nagasaki health care facilities were 
given as physical (22.8%) and pain (213%). There was, however, a large 
proportion of unspecified reasons (45.1%) which could not be grouped into any 
particular category (Table 1). 

People tended to rate their overall health status as good or fair and avoided 
expressing their h<!alth as excellent or good. There was a discrepancy between 
doctors and patients ratings in which patients rated themselves as slightly worse 
than their doctors. This discrepancy increased in cases with a psychological 
disorder (Table 2). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The overall frequency of mental disorders in the Nagasaki sample was 14.8%. The 
most common lCD-IO diagnosis was generalized anxiety disorder (5.0%). The 



Table 1. Most common reasons given for visiting health care centre 

NAGASAKI 

Current diagnostic status 

Fewer than 
fwo symptoms Subthreshold [CD-IO Diagnosis All paHel1b 

Patients Estimate<! Patients Estimaled Patients Estimated Patients EsHmated 
irlterviewed prevalence' interviewed prevalence' interviewed prevalence" in teN iew ed prevalence' 

(N) (%) (N) (%) (N) ('Yo) (N) (%) 

Psychological 2 0.2 .3 0.4 6 0.7 11 1.3 
Ul1dear--psychologicalJ physical 11 3.7 19 3.4 17 2.4 47 9.5 
Pam 27 10.0 36 7.7 24 3.6 87 21.3 
Physical 28 12.7 26 7.7 1.3 2.5 67 22.8 

AnteJpO'Stnalallfamily plan. 0 0.0 a 0.0 0 0.0 0 0.0 
Other 66 30.7 31 8.7 27 S.6 124 45.l 
Missing 0 0.0 0 0.0 0 0.0 0 0.0 

"Among co"""""(i,,. al:lcnd~l'$ of the health care cenlre. 
Subthreshold: symptom' in 31 least !wo different areas, lY~t not reachlng level 01 diagnosJs. 
JCD-tO diagnoses: alcohol dependence F10.2. harmful use of .lrohol Fl0.l. depressio~ f32133, dysthymia F34. agornphob" f40.0. panic F41.o, GAD F4 Ll. somatization 
disorder F45.0, hypochondri.l5is HS.2 and nelll'.1<thcni. F48.Q. 
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prevalence of current depression was 2.6% and of alcohol dependence 3.7% (Table 
3). 

The prevalence rale of all disorders is comparable with other Japanese studies. A 
study carried out in Fukuoka using the Diagnostic Interview Schedule (DIS) 
showed a prevalence of 53.4% in a sample of 307 patients. Excluding the 30.0% 
with tobacco dependence that leaves a prevalence of 23.4% for other mental 
disorders. 

There was little difference between the prevalence of depression for males and 
females (see Table 4). In the above-mentioned Tokyo study. the male :female ratio 
was 1: 1.3, but the ratio among all outpatients in internal medicine was also 1: 1.3. 

Prevalence of depression in the present study was low, the rate of any 
depressive disorder being 3.0%. The prevalence of depression in the previous 
WHO collaborative study carried out in Nagasaki was 6.0% but the study included 
many depressive patients over age 65. Subjects in the present study were 15-65 
years old, which may partly explain the lower prevalence of depression. A WHO 
study conduded in Tokyo with similar methodology found the prevalence of 
depression to be 5.4%, with two peaks in the adolescent and presenile/senile 
periods. Table 5 shows the distribution of prevalence according to age in the 
present study. 

The concordance between diagnoses made by the research instrument and the 
clinician was low, the highest concordance being for dysthymia (26.4%). 
generalized anxiety disorder (22.5%) and current depression (19.3%). The rate of 
recognition for cases with alcohol-related problems was low. The rate of 
concordance between the research instrument and the clinician for any mental 
disorder was 18.3%, somewhat higher than in the previous WHO study in 
Nagasaki (16%). The low rate of concordance between clinicians and diagnostic 
instruments suggests that further education and training might be needed (Table 6). 

Table 7 highlights the fad that interviewer and self-rated disability is higher for 
those with a subthreshold and an lCD-lO diagnosis, There is agreement between 
the self-rated and interviewer-rated measures of disability. In Nagasaki people 
with mental disorders suffered from substantial disability (Table 7). 

In Nagasaki the total frequency of patients with some kind of psychological 
problem such as depression was low in females. An explanation of this finding 
might be the existence of the ancient Japanese concept of 'jibyo'. The word 'jibyo', 
which consists of two Japanese charaders-'ji', meaning 'to carry' and 'byo', 
meaning 'i!lness'-signifies a condition of mild chronic illness which a person 
carries throughout li fe . The condition of 'jibyo ' is not considered to be a 'disease'. 
but an unhealthy condition not serious enough to see a dodor about. People are 
expected to tolerate, or live with these mild complainb, The main types of 
problems which are included in 'jibyo' are headaches. shoulder stiffness, constipation, 
hip pain and dizziness, fa tigue, sleeping problems, numbness, depressed fee ling 
and nervousness, Even when these chronically present symptoms increase acutely, 
most people just wait until they lessen. When the symptoms become too serious to 



Table 2. Health characteristics of the samples by current ICD-10 diagnostic status 

NAGASAKI 

Current diagnostic status 

Fewer than two symptoms Subthreshold ICD-IO diagnosis 

Patieols Estimated Pal:ients Estima~"d Patients Estima!ed 
interviewed interviewed prevaleoce' interviewed prevalence' 

(N) (%) (N} (%) (N} (%) 

StIJ-mftd (}!Xf'1l1i htllUh 
Excellent J 2,0 1 0,4 0 0.0 
Very good 9 10..3 4 5.0 0 0.0 
Good 31.1 36.8 14 24.2 5 12.1 
fair 76 46.9 71 59,9 35 -H.4 
Poor t! 4.1 25 10.5 47 435 
Missing 0 0.0 0 0.0 0 0.0 

Dodor.raled averalllwllh 
Excellent n 10.9 5 7.3 5.9 
Very good .u 28.8 24 17.2 15 15.1 
Good 39 23,8 26 26.1 2D 23.7 
Fair 37 24,7 44 36.2 41 46.9 
Poor 12 7,4 10 8.0 9 7.8 
Missing 3 4.3 I> 5.2 J 0.7 

DodllT-rafed physic.al di.wrder 
Completely healthy 16 16.2 25 185 7 13.4-
Subclinical illness 31 23.6 29 23.4 U3 26.9 
Mildly il.l 57 37.4 36 26.6 25 35.4 
Moderately ill 2{ 14d 18 15.9 25 21.2 

ill 5 2.9 1 OJ 2.5 
Missing 4 5.8 6 5.2 1 0.7 



DiX/or·raled psychDlogical dl5Qrdrr 
Complelely normal 92 76.0 70 66.2 SO 63.6 
Subclinical disturbance 17 10 2a (1).7 21 24.1 
Mild GiS<' 8 1.4. 6 2.9 11 8.9 
Moderate case 1 0,], 1 2.6 4 2.7 
Severe case 0 0.0 0 0.0 0 0.0 
Miss,ng 6 7.3 10 9,5 0.7 

AJI patients 134 100.0 115 100.0 87 100.0 

'Arnoll8 CO<1S<mJlive a.!!mders of the hc..llh care ren!re. 
See 10011'01" to Table 7 lor dtsaiptioo of 'C=t diagnostic ,LotU.'. 



Table 3. Prevalence of current ICD-10 psychological disorders 

NAGASAKI 

Aj(oho\ dependenre 
Harmful usc o( alcohol 
Current depres<ion 
Dysthymia 
Agoraphobia 
P a!'lie di sorder 
Generaljzed anxiety di$order 
Somalizalion di:sorder 
H ypochondriilsis 
Neurasthenia 
One or more menial di50rders 

IIrom the aoove) 
Two cr more menial disorders 

(from Ihe abo vel 
All patients 

ICD·JO 

FIO.2 
FIO.I 
FJ2IJJ 
FJ4 
1'40.0 
F41.0 
F4l.] 

1'45.0 
1'.5.2 
F48.0 

"MOfIg (ooserutiy" ~lIend(!~ the health care oml, ... 
'One 0' mare m""t..! d .. orti."..' the ovcr..J! lTeCIUt"CV 

"Two or more m.,nI.1 ru>ordrrs' ,how~ ro-moroidny 

Patients 
interVIewed 

(N) 

18 

16 
25 

4 

o 
2 

.10 
1 
3 

21 

87 

26 
.136 

the &",d<",. mentiord aOOw, 
disorder. mentioned .bove, 

Patients 
i!'lterviewed 

(%) 

$,4 

UI 
7.4 
U 
0.0 
0.6 
8.9 
0.3 
0.9 
6S 

25.9 

7.7 
100.0 

Estimated 
prt'v~lelice· 

(%) 

3.7 
l.S 
2.6 
0.4 
0.0 
0.2 
5.0 
0.1 
0.4 
3.4 

2.8 
100,0 



Table 4. Prevalence ot current ICO-10 psychological disorders by sex 

NAGASAKI 

Males Females 

Patients Patients Estimated Patients Patiellts Estimated 
ICD-I0 interviewed interviewed interviewed interviewed 
diOlgnoses (N) ('Yo) 11\1) (%) (%) 

Alcohol FlO.2 14 &.9 6.5 4 2.2 1.0 
Harmful use of alcohol FIO,l 15 9.5 5.0 I 0.6 0.2 
Current depression B2/33 12 7.6 23 13 73 2.8 

F34 2 U 0.4 2 1.1 0.4 
F40,O 0 0.0 0.0 ° 0.0 0.0 
f41.0 1 0.6 0.2 0.6 0.2 

Generalized F411 20 12.7 65 10 5.6 3.6 
Somatization F45.D 0 0.0 0.0 0.6 0.1. 
Neurasthenia F480 14 8.9 38 g 4.5 3.0 
One or more mental disorders 

«(rom the above) 56 35.4 19.9 .n 17.4 9.9 
Two or mOTe menial disorders 

(from the above) 18 11.4 4.0 8 45 1.6 

All pattents 158 100.0 100.0 1'7$ 100.0 100.0 

"Among COfI1le<1.Itive attenders 01 the health Glee (entre. 
'One or more nwntal disorders' shows the overall the disorders mentioned above. 
Two or more mental disorders' shows co-roorbidily the disorders mentioned above. 



Table 5. Prevalence of current ICD-10 psychological disorders by age group 

NAGASAKI 

Age 

1.5-24 .25-44 45-65 

ICD·I0 Patients Patients Estimated Patients Patients Estimated Patients Patients Estimated 
diagnoses seen (N) seen (%) per cent' seen (NJ seen (%) per cent' seen (N) seen (%) per cent' 

AJcoholdependenoe FI0.2 6.7 1.5 6 7.0 4.3 11 4.7 3.5 
Harmful use of alcohol HO.l 2 133 4.5 .5 5.B 2.9 9 3.B 2.3 
CUTTent depression F32/33 4 26.7 11.3 6 7.0 2.3 15 6.4 1.1 
Dysthymia F34 6.7 2.5 0 0.0 0,0 .3 U OA 
Agoraphobiil F40.0 0 0.0 0.0 0 0.0 0.0 0 0.0 0.0 
Pal1ic disorder F41.0 0 0.0 0.0 1.:1. 0.4 0.4 0,1 
Generalized anxiely disorder f41.1 0 0.0 0.0 7 8.1 2.6 23 9.8 6.2 
Soma tU:a Hon disorder F4S.0 0 0.0 0.0 0 0.0 0.0 1 0.4 0.1 
Neurasthenia F4B.O 6.' 2.2 11 12.8 6.6 10 4.J 2.3 
One or more mental disorders 

(from the above) S 53.3 21.8 2A 27.9 14.7 55 23.4 14.4 
Two or more mental disorders 

(from the above) 1 6.7 2.2 8 9.3 3.0 17 7.2 l2.7 
All palien Is 15 100.0 100.0 86 100.0 100.0 1.35 100.0 100.0 

• Among consecutive .U:enders of the health ",re centre. 
'One or more mental msord.,,..' show> the overaR frequency amongst the disorders mentioned above. 
'Two or more menial disorders' shom co-morbidlty ratios amongst the disorders mennOfled above. 



Table 6. Current ICO-10 disorders and their recognition by treating Dh'IISICI~lns as a psychological case 

NAGASAKI 

lCD·IO cases Cases by physidan 

Number Number Palients Estimated 
ICD-lO interviewed interviewed interviewed" proportion b 

diagnose5 <M (N) (%) (%) 

Alcohol FIO..2 18 0 0,0 0,0 
Harmful use of alcohol FIO.l 16 1 6.3 3,6 
Current B2/33 25 5 20.0 19,,3 

Dysthymia f34 4 1 25.0 26,4 
Agoraphobia F40,O 0 0 0.0 0.0 
Panic disorder F4I,O 2 0 0.0 0.0 
Generalized F4U 30 9 30.0 22.5 
$cmali2.ltion F45,O I 0 0.0 0.0 
Hypochrondriasis F4S.2 .3 0 0.0 0.0 
Neurasthenia F48.0 22 4 18.1 10,9 
One or more mental disorders 

(from the above. alcohol) 62 15 24..2 18.3 
Two or more mental disorders 

(from the above. except alcohol) 20 3 15.0 13.1 
All patients 

(whether ICD·l0 caSe1 or not) 336 31 9.2 4.8 

Iho!le 



Table 1. Disability ill the study samples by currenl diagnostic status 

NAGASAKI 

Current diagnostic status 

Fewer than lwo symptoms Subthreshold ICD-IO diagnosis All 

Patients Estimated Patients Esfurulted Patients Estimated Patients Estimated 
interviewed prevalence" interviewed int-erviewed interviewed 

(N) (0/.) (N) ("!o) (N) (%) (N) (%) 

buuvier.oi!Na/ed disability 
None 90 75.0 42 46.7 22 38.7 154 61.7 
Some 34 19.3 43 JJ.J 33 36.1 no 25.7 
Moderate 9 5.1 2J 16.8 25 19.8 57 lO.5 
Severe 0.6 7 3.2 '7 5.5 IS 2.1 

0 0.0 0 0.0 0 0.0 () 0.0 

disRh,1i1y 
None 102 84.0 65 60.1 32 48.5 199 72.1 
Some 14 7.0 20 17.6 19 2U 53 12.0 
Moderate 17 7.7 2S 20.1 U, 18.7 68 12.8 
Severe 1 1.3 5 2.2 10 11.7 16 3.1 
Missing 0 0.0 0 0.0 0 0.0 0 0.0 

AU patients 134- 100.0 115 100.0 87 100.0 336 100.0 

'Among (:onse'CuHve attenders of the health care centre. 
Subthreshold, ,ymptoms in at !mst two diffe.rent orcas, bllt not of ru"8llosis, 

dinglloses: alcohol dependence fIO.2, harmful u,"" of F.U/.'lJ, dysthymia B-1., ag~bia HO.O, panic F41,o, GAD F4U, somalcwlloo 
H5.0. hypochoodriasis F4S.l and neurasthenia F4S.0. 
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tolerate any longer, people sometimes visit a doctor; more often, they buy 
ordinary remedies at a phannacy. Okubo (1990) conduded a field study on this 
'jibyo' among middle-aged women o n a small island in Nagasaki Prefecture. and 
obselVed a high ra te of these kinds of complaints, but a low rate of visits to a clinic. 

Another possible explanation for the low prevalence of depression is thai the 
presentation of illness in Japan is different from the presenta tion in o ther cultures. 
The Nagasaki centre conduded a comparative study on affective disorders 
between China (Shanghai), Korea (Seoul) and Japan (Nagasak.i) (Nakane tI al., 1988, 
1991). in which the frequency of visits to a clinic for depression and symptoms of 
depression were compared. The frequency o f patients with depreSSion among 
outpatients was similar in the three countries, but the rate of positive symptoms in 
depressive patients in Korea was very much higher than in China and Japan. 
Korean psychiatrists explain the higher rates in Korea as a result of a tendency of 
Korean doctors to be more direct in their questioning, and Ko rean patients to be 
more open about discussing their symptoms. Korean patients are also more likely 
to report the presence of symptoms, even when they are not present, to gain 
attention and emotional support. It has been suggested that Japanese and Chinese 
patients with depression do not express their symptoms as readily; thus even 
though a strudured intelView method was used in this study, the patients might 
not have participated adively and therefore avoided the diagnosis of depression. 

A final factor thai may have contributed to the low prevalence of depression in 
the Nagasaki centre was that neurasthenia was detected more frequently than 
expected. In Japan, neurasthenia has not been diagnosed earlier as frequently as 
this happened in the present study. It is possible that some patients who could be 
clinically diagnosed as having depreSSion were included among cases diagnosed 
by CIDI·PHC as having neurasthenia. 

COMMONLY PRESCRIBED TREATMENTS 

Nearly half (45%) of people with psychological disorders confirmed as cases with 
the ODl-PHC received no treatment (either drugs or counselling) for their 
psycilological problems. This may be due to the fact that patients are not ready to 
discuss their problems with their doctors and doctors may concentrate on physical 
problems. Among treatments prescribed medicament treatments were frequent. 
Antidepressants were the most common psychotropic drugs used (30.1%) and 
sedaHves were next (28.1%) crable 8). 

The most significant finding of the study in Nagasaki was that the concordance 
rate between the clinicians and the research instruments was low. Although 
recognition often led to some form of action. o nly 600/0 of the cases recognized as 
having a mental disorder received treatment. Drugs were the most commonly 
offered treatment. There was little to suggest that diagnosis influenced the form of 
treatment. The low rate of concordance between clinicians and diagnostic 



TablEt 8. Commonly prescribed psychiatric treatments: cases recognized by trsallng as suffering from a 
psychological disorder 

NAGASAKI 

Current dq>ression Arutiety di30rders Somatolorm disorders 
F32133/J4 F40/41 F4S .0145.2.14 13.0 AJI re<:ognized Cil.'>C$ 

Patients Patients Patients Patients 
intC1Viewed Estimated interviewed Estimated in h?1v I~w ed EsHmat""ct interviewed Estimated 

(N) percentage' (N) percentage' (N) (}'J) 

Any type or drug treatment 4 flO.O J .l.U 2 50.0 14 45.2 
Sedatives T 20.0 2 212 t 250 7 2.26 
Antidepre-s.sanl::s 2 .40.0 2 22..2 2 50.0 ., 22.0 
AnHpsychotiC'S 0 0.0 0 0.0 0 0.0 I 3.2 
Vi!./tonk/iUlalg./herbal I 20.0 1 n.l 0 0.0 J 9.7 
Other drugs 0 0.0 0 0.0 0 0.0 2- 0.5 

A.ny type 01 non-drug trcalmcl'lt 20.0 1 Il.l 1 25.0 !O 32.3 
OiscussionlCDunrelJing 1 20.0 I 11.1 I 25.0 9 29.0 
Praclical.!social help 0 0.0 0 0.0 0 0.0 0 0.0 
Refedmh 0 0.0 I 11.1 1 25.0 4 12.9 

20.0 a 0.0 0 0.0 2- 6.5 
0 0.0 0 0.0 0 0.0 0 0.0 
1 20.(1 {) M.7 2. 50.0 14 45.2 

c:a5es .5 100.0 9 100.0 4 100.0 Jl 100.0 

, Amofl6 .u r<,<ogruz.ed castS 01 lhe dJsordfrjs). 
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instruments, and prescription of tTeatments for menial disorders suggest that 
furthe r education and training might be needed in certain areas. 
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PREVIOUS WORK IN FRANCE 

There are only a few epidemiological shldies of the prevalence of psychological 
disorders in the general population of France. In 196] and 1971. Brunetti (1973, 
1976) found that 15,7% of the adult popuJabon in a small rural community had 
minor psychological disorders. In 1989, Lepine (1994) found that 22% of males and 
44% of females in a small town near Paris had a lifetime diagnosis of mood or 
anxiety disorder according to the Diagnostic and Statisfical Manutli of Menial 
Disorders, Third &lition--Revised (DSM-III-RJ. 

Less is known about the prevalence of mental disorders in primary cafe paHents 
consulting general practitioners in France. In 1989, lccrubier (1990) conducted a 
two-stage screening study using a checklist completed by the doctor followed by a 
psychiatric evaluation of DSM-lIl criteria for mood disorders. The overall 
prevalence of mood disorder was 16.5%. The frequency of somatic complaints in 
the depressed population was high. with a mean number of complaints of 8.7 per 
patient. 

THE ORGANIZATION OF MEDICAL CARE IN FRANCE 

In France. medical care is proVided free by a national insurance system which 
provides for primary or specialized services both for inpatients and outpatients. 
Access to any general practitioner or specialist is thus free of charge. The 
reimbursement rate for most drug prescriptions is 70%. Medications for chronic or 
severe condi tions are reimbursed in full. Most care is provided by primary care 
physicians working in private practice and paid for by the patient al the hme of 
service. The patient is reimbursed by the national insurance system. Those with 

Mtnlallllness in GrnmI1 Htall~ Carr: An {n,mwlivnai Sll<Iiy. Edited by T.R. O.tiill and N. Sartorius 
Co 1995 by John Wiley & SOIU Ltd 
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low income may ask their insurance to pay the doctor directly. 
Some large public companies. such as the National Education System or the 

Public T ransporlation System o( Paris, use private mutual insurance companies 
which provide a comprehensive system of care. Their employees have the choice 
of obtaining care within their employer's system or from the private sector. 
Structured rehabilitation or community programmes employ psychiatrists o r 
specialized workers but are usually without a general practitioner. 

THE SETTING 

The study in Paris was conducted in six districts (am:mdissmlmts) fairly typical of 
the geographical representation of private and public hOUSing in the city. 
Although ease of access to health care in the districts chosen for the present study 
is similar to other urban areas in f rance, the study sample differs from the national 
average in that ethnic minorit ies are under-represented, educational level is higher, 
and the unemployment rate is slightly lower in the study sample Ihan in France as a 
whole. 

In each d istrict in Paris, menla! health services are organized around a general 
network (secftur), which includes outpatient, inpa tient and community services. 
The inpatient service is usually located outside the city , whereas outpatient and 
community services are inside Paris. Referral to these services is usually made by a 
private specialist o r hospital dodor. Although patients have free access to 
specialists, in practice most referrals to specialists are made by general praditioners. 

The waiting time for appointments at a mental health service or with private 
psychiatrists is between eight and 15 days for routine appointments. Emergency 
cases can be seen on the same day. Menial health care is provided for the full range 
of menial disorders. The daycare units usually conduct special programs, for 
example, alcohol and drug dependency problems, marriage and family problems, 
and eating disorders. There are community learns and special services for patients 
with drug dependency, deviant behaviour, alcohol problems or learning disabilities. 

The study was carried out in two types of general practices, the first consisting 
of 10 private general practices, the se<:ond consisting of three clinics. One clinic 
was a primary care clinic serving employees of the National Educalion.u System 
(MGEN) and another served the Public Transportation System of Paris (RATP). 
The third clinic was a private clink with free access. Each clinic consists of between 
five and 10 medical staff who employ nursing, secretarial and administrative staff. 
Private general practitioners see 10-30 patients a day, while clinics cater to 
100-500 patients a day. General practices, the above types of clinics and 
outpatient departments in general hospitals are the three main types of primary 
care services in France. 

Most patients live or work in the immediate neighbourhood of their primary 
health care (PHO facility. Some patients consulting the dinics {mainly the MGEN 
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Fig ... r.1 . Patient in ..... ait ing room at a Paris clinic 

Flgur.2. Doctor and patient con .... llalion room in a Paris clinic 

or RATP) liv~d too far away to be eligible for the study. A typical visi t to the 
doctor is by appointment. The general practitioners will see the patient one or two 
days after the r~uest; the delay in clinics is about one week. Urgent cases are secn 
the same day. General practitioners will visit patients in their own home if they are 
too ill or disabled to come to their o ffice. 

Patients typically report to a receptionist's desk on arrival (unless the dodor is 
practising alone). Patients may have to wait before being Seen by the receptionist. 
who also answers telephone calls and brings the patient's history and case notes to 
the doctor. After seeing the receptionist. patients wail to sec the doctor, the 
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waiting time is 15 minutes for general practitioners' offices and around 30 minutes 
in clinics. The waiting room, either a small room in the general practitioners 
apartment or a larger room in a clinic. is equipped with annchairs or sofas. 
Newspapers and magazines are at the disposal of patients. 

When called in to see the doctor. patients are always examined in a private 
consulting room to ensure confidentiality and privacy. The practice or clinic 
usually has facilities for physical examination and the taking of specimens such as 
blood samples. It may also be equipped to carry out other procedures such as 
electrocardiograms. In clinics, the practice nurse takes specimens of urine or stool 
for tests, while general practitioners have to send patients to private laboratories 
fo r such procedures. 

On leaving the doctor's consultation room, patients report to the receptionist's 
desk to make a further appointment if necessary. Patients given a prescription for 
medication take it to a pharmacy of their choice. In France, only hospitals or private 
pharmacies are allowed to dispense prescription drugs. 

FIELDWORK 

The fieldwork took place over 10 months, beginning in February 199], with a 
two-month interruption for summer vacations. Two clinical psychologists 
coordinated and hained a team of 12 research assistants who carried out the 
screening and conduded the interviews. In most cases patients were approached 
by the research assistant in the waiting room while waiting to see the dodor. In 
some cases the doctor preferred to inform them before about the study. The 
dodors themselves screened about 5% of the patients. The only problem 
encountered during the intake phase was some recruitment difficul ty due to the 
low number of patients consulting in each private practice. 

Of 2151 patients who were approached and eligible for screening, 2096 (97.4%) 
completed the screening procedures. Among the 654 cases eligible for the 
second-stage interview, 405 (61.9%) interviews were successfully completed: 162 
patients (24.8%) refused the interview. Of the remaining 87 (13.3%), 82 patients 
and five research assistants did not keep their apPOintments. No interviews went 
uncompleted because of an objedion by the doctor (see Table 2, page 36). 

Subjeds who agreed to participate were offered an appointment as soon as 
possible at the practice, their home, or the hospital. Few patients chose to have the 
first interview elsewhere than at the practice. Follow-up interviews with most 
patients were carried out in their homes. 

SOCIODEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE 

Among patients interviewed during the second stage, 52.1% were females and 
47.9% were males. The difference in proportion of the sexes from the initial sample 



Tabla 1. Most common reasons given lor visiting health care centre 

PARIS 

Curre III diagl'lOs lie 51 atus 

Fewer than 
!:wo symptoms Sllbth~shold lCD-lO Diagnosis All patients 

Patients Estimated Patients Esf:imated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence' inlcrviewed prevalence' interviewed prevalence' 

(M (%) (N) (%) (N) (%) (M (%) 

P~ychological 0 0,0 12 3,1 69 7.9 Sl no 
Unclear-psychoJogicalJphysical I 0.7 20 42 1.4 3.4 45 SA. 
Pain 15 6.8 36 11.4 42 7.2 93 253 
Physical 22 105 60 196 55 95 137 39,6 
Ante/postnatal/family plan. 0 0,0 J 0.5 1 0.1 4 0.6 
Other 7 4.1 25 7,9 13 3.1 4S 15.2 
Missing ° 0.0 0 0,0 0 0.0 ° 0,0 

• Among cOfIS<'rulive attend"", 01 the he.ailh care "'-!lire. 
Subthreshold, symptoms in .1 leas!- !-WO diffe,""[ .... ea., but not reaching I<,vel of di.JgJ>osia. 
1CD-10 diagnoses; alcohol dependenct FlO..2. hannful >= of 3lcohol FlO.1, depres.;cm Fjl/JJ, dyslhym'B B4, agoraphob1a F4(),O, panic f41.0, GAD F4U. solTl<llizalion 
disorder F45.0, hypodlondriasis F45,Z and fletlJ'aSiheru3 F46.0, 



Table 2. Hea.lth characteristics ot the study samples by curren! ICO-l0 dia.gnostlc status 

PARIS 

Cw-rent diagnostic status 

Fewer than two symptoms Sublhrt'sho!d [CO·(O 

Patients Esl im..'Iled Patients Estim.-.le-d Patients Eslill"tt"d 
inlerviewed inll"l'Viewe(/ intervi/!'wed 

(N) (%) IN) ("Al) (N) (0",) 

Ullmdl iltll/ll, 
Excellenl i 13.6 11 8.2 6 1.6 

18 44,7 36 26.0 26 17,7 
16 36,[ 77 47.8 69 34, I 

Fair 3 2.4 29 16_2 88 41.5 
Poor 0 0.0 2. 0.4 13 4.5 
Missing l 3.2 1.4 2. 0,5 

Doclor.Y~led olltr~1I health 
Excellent 6 15.9 17 15.3 14 &.5 

20 46.5 37 23.7 42 1.6.9 
14 JL8 69 43.S B2 39.2-

F,ur 4. 4.9 29 10.3 5l 19.7 
Poor 0 0,0 2. 0,3 6 1..5 

0.9 2. 0,9 9 4..2 

1 12,0 19 12.8 24- 16.3 
II 25.0 S6 38,6 69 30.8 

Mildly ill 22 59..1 56 34.0 7I 3M 
ill 4 2_& 19 11.6 12 9.0 

0 0.0 1. OJ 5 L2 
0.9 " 2.7 L3 S.J 



DoriO,orated psydl%giCJII rli..cardu 
Comple1ely nOlTl1al 17 38.8 4.3 37.4 25 14.4 
Subclinical disrurbanre 14 30.7 55 323 4S .l2.l 
Mild case 7 lOA 34 19.4 52- 21.1 

Moderate C!5<! I 3.2 15 6.0 55 20.'1 
Severe case 0 0.0 2 0.3 12 .1.1 
Missing 0 10.9 7 4.6 15 8.6 

AU patients 45 100.0 156 100.0 204 100.0 

• Among cor\$f'Olnve A~;end('r. of In.. 
s." footnot. to T .bl., , f"r dtscription <btus'. 
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(47% females and 53% males) could be explained by the high proportion 
(one-third) of patients screened at the RA TP, which employs mostly men. The 
estimated population among consecutive atlenders was predominantly middle 
aged, wi th a mean age of 37.S years. The largest age group consisted of subjects 
aged between 25 and 44 (58.8%), followed by patients between 45 and 65 (28.5%). 
Only 12.7% were between 18 and 24. More than half (56.4%) had gone beyond 
secondary school education and 7% had not completed the minimum required 
years of schooling. Married patients comprised 44.2%; 40.2% were single, and the 
remainder were separated, divorced or widowed. Most patients were employed 
and the unemployment rate (8.0%) in our sample is lower than the national rate at 
the time the study was conducted (see Table 3, page 37). 

A typical patient participating in the study was middle aged, highly educated 
and employed . About half were married. Males and females were equally 
represented. 

HEALTH CHARACTERISTICS OF THE SAMPLE 

Physical complaints were by far the most common reason for consulting a doctor 
(39.6%), followed by pain complaints (25.3%). Psychological problems were given 
as a reason for consulting the doctor by 11.0% of patients (Table 1). 

Among patients presenHng few if any psychological symptoms ('well '), 2.4% 
rated their health as being fair or poor and 58.3% rated it as very good or excellent. 
The corresponding ratings given by doctors were 4.9% fair or poor and 62.4% 
very good or excellent (fable 2). 

PREVALENCE OF PSYCHOLOGICAL DISORDERS 

The weighted prevalence of psychiatric morbidity in patients assessed using the 
second-stage interview was 31.2% (27.2% in males, 35.9% in fema les). Among 
main current ICO-10 psychological disorders, current depression (13.7%) was the 
most common, followed by g~neralized anxiety disorder (11 .9%) and neurasthenia 
(9.3%) (fable 3). Tables 4 and s break down the prevalences further by sex and age 
respectively. 

The figure reported for depression is similar to the U.2% found by Lecrubier 
(1990) in a similar setting. but different from that found by Lkpine (1994) in the 
general population (3.4% in males and 6% in females). The prevalence of 
generalized anxiety disorder is slightly higher than Lepine's study. 

Comparison of prevalence find ings, as measured by the structured interview, 
with that assigned clinically by treating doctors revealed an overall agreement of 
59.6% for having any disorder. The doctors identified as cases 46.8% of those 
found to have well-defined disorders and 23.1% of patients having few if any 



Table 3. Prevalence ot current ICD-lO ps~!(;n'DIO'9Ic;al 

PARIS 

Neurasthenia 
One Of r:nore menial disorders 

(from the above) 
Two or more menial disordc .... s 

(from the .bove) 
All 

ICD·IO 
diagnoses 

FIO.2 
1'10.1 
F321JJ 
F34 
F40.0 
1'41.0 
1'4].1 
F4S.0 
F4S.2 
F48.0 

"Am''''g ,~Hve du.:nda. of the health c.tr< ""ntre. 
mol'l! menl.! ~hows !he overill frequency 

,>< more """,tal .I".,w, ",,·morbidity rJlio~ 

PaHenls 
Interviewed 

(N) 

28 
30 

1.32 
28 
14 
10 
79 
15 

64 

204 

109 
~O.5 

the disorder; m~ntloned above 
disorders mcnlioned above. 

disorders 

Palients E",.imatod 
inlerviewed 

(%) liM 

6.9 4,J 
7.4 S.O 

.3.2..6 lJ.1 
6.9 J.6 
J.5 2.2 
2.5 t,7 

19.5 1I.9 
.3.7 1.7 
0.1 0.1 

15.8 9..3 

50.4 3U. 

Uk9 11..7 
100,0 100.0 



Table 4. Prevalence 01 current ICO-10 psychological dieorders by sex 

PARIS 

MaI~ Ferrulles 

Pahenb Patimb blimaled. Patients Patients utimated 
interviewed interviewed prevalence' interviewed in ~rview.xl prevale:nc-e' 

(N) (%) (%l (N) (%) (%) 

Alcohol dependence FIO.Z L7 8,8 6'] T I 5.2 2.2 
Harmful US<' of alcoh 01 Fl0.1 16 8.2 6,S 14 6.6 J...! 
CWTcnl depression F)U)) 4.5 23.2 9.3 81 41.2 UP 
Dysthymia FJ4 11 5.7 2.9 l1 81 4...1 
Agoraphobia F40.0 2. 1.0 1.4 Il 5.7 U 
Panic disord!!r F4l.0 2. 1,0 0,) 8 .U .1..3 
Generalized 0IJ1J< iet)' disorder F4.1.1 )4 17,5 9.9 45 21..3 14.1 
Somatization disorder F4S.0 2. T,O 0,5 I.l 6.2 3.1 
Neu'33thenia 1'48.0 20 10.3 5.0 4. 2.D.9 14.2. 
One or more menIal disorders 

(from the above) 81 41.8 211 123 58.J 35.9 
Two OT more menial disorders 

(from Ihe abovcl 41 21.1 U 68 32.2 17.1 
All 194 100.0 100.0 211 JOO.O 100.0 

I:Jw disol'tkrs merdiOr'lro ~boV<' 
Ihe diso.<k1; m.m!:iOO<Xl .. bow. 



Table 5. Prevalence 01 current ICD-10 psychological disorders by age group 

PARIS 

Age 

15-24 25-44 45-65 

ICD-Hl Patients Patienls Eslimated Patienl:$ Patients Esf:irrulted Patients Patients Estimated 
diagnoses seen (N) seen(%) per cent" seen(N) seen (%) per cent' seen (N) seen (%) per cent" 

Alcohol dependence F10.2 4 7.3 2.5 18 7.8 4.7 6 5.1 4.1 

HannfuI use of a!cohol FlO.] 9 16.4 12,1 U 5.2 1..4 9 7.6 7.3 
Current depression F32!J3 21 38,2 16.4 81 34,9 [4.5 30 2SA 11.0 
Dysthymia FJ4 3 S.s 1.9 15 6.5 2.9 10 8.5 5.7 
Agoraphobia F40.0 0 0.0 0.0 8 3.4 1.5 6 5.1 4.6 
Panic disorder F41.0 2. 3.6 1.3 7 3.0 1.5 i 0.8 0.3 
Generalized Mlxiety disorder F4U 6 10.9 9.1 46 19.8 11.4 27 22.9 14.1 
Somatization disorder F45.0 0 0.0 0.0 7 3.0 1.1 & 6.& 3.6 
Neurasthenia F4B.O 5 9.1 6.2 3S 15.1 8.9 24 20.3 11.5 
One or more mental disorders 

(from the above) 30 54.5 33.6 117 50.4 29.4 57 </$.3 34.1 
Two or more mental disorders 

(from the above) 11 20.0 9.1 04 27.6 12.4 34- 2!U\ 14.8 
All patients 5.5 100.0 100.0 232 100.0 100.0 118 100.0 100.0 

• Among consecutive attendees of Ihe health car. centre. 
'One or more menial dj'ord~rs' shows the overall frequen.:y amongsl lhe diwrders menti"""'" above. 
'Two or more menial disorders' .hows co·morbidity rolias amongst the disorders ITIcrI[ioncd above. 



Table 6. Cucrent ICO-10 disorders and their rsc:oa,nnlon by treating physicians as a psychological case 

PARIS 

Alcohol dependence 
HaITI\ful use of alcohol 
CU)'Tent depression 
Dysthymia 
Agoraphobia 
Panic di sorder 
Generalized anxiety disorder 
Somati.z.alioJ1 disorder 
Hypochrondriasis 
Neurasthenia 
One or mOfe mental disorders 

(from the abo III', except alcohol) 
Two or mOfe mental disorders 

(from the above. except alcohol) 
All pa t jen Is 

(whe!her lCD·10 cases or not) 

lCD-tO 

F10,2 
FIO.I 
F3l/33 
F34 
F40.0 
FO.O 
F4U 
F45.0 
r4S.2 
F48.0 

'Among those interviewed who have ~l'\"rQ"".nntlmo 
• Among consecutive altenoers who have cO"''espof1~llng 
'One or mOre menta.! disorders' shows the 
'Two or more menIal disorders' sh()ws I»-lmolrN~IIIY 

ICD-10 GistS Cases recognized by physidan 

Number Number Panenl:s Estimated 
interviewed interviewed interviewed' proportion" 

(N) 

28 
30 

132 
211 
14 
10 
79 
15 

1 
64 

183 

95 

405 

mentioned above. 
mentioned .bove. 

(N) 

17 
HI 
&4-
25 
JJ 
1 

51 
11 

42 

109 

69 

U'S 

("Ji,) (%) 

60.1 50.5 
60.0 41U 
63.6 61.5 
89.3 89,7 
78,6 83.2 
10.0 4J.2 
64.6 49.7 
1.U 66.3 

100.0 100.0 
65,6 45.5 

59.6 4<>.8 

12.6 61U 

44.0 30.3 



Table 7. Oisabllity in the study by current diagnostic status 

PARIS 

Current status 

Fewer two symptoms Subthreshold ICD-IO diagnosis 

Patients Estimated Patients 
interviewed prevalence" inlerviewed 

(N) ('Yo) 

Inleroiewer·raJed disability 
NOlle 38 9tH 
Some .5 5.8 
Moderate .2 3.8 
Severe 0 0.0 
Missing 0 0.0 

!XII-rated disability 
None 38 88.8 
Some 4 7.1 
Moderate 3 4.1 

Severe 0 0.0 

0 0.0 

AU 45 tOO.O 

• Among U!I\!!«\IUva alta!\OeI'll of the niUlln err. renIT<>. 
Subthrllshokh symplortlll in at lent two different l!l'ea5, but not 
rC[J..lO diagnoses: alcohol de~ce rtO.2, harmIulus.> of akohol 
disorder F4S.0, hypochondriasl,; US.l and n~U(.ast.henia F4S.o. 

(N) 

IB 
50 
15 

6 
.2 

109 
20 
22 

.5 
0 

156 

Estimated Patients Eslimated 
interviewed prevalence" 

(%) (N) (%) 

63.9 40 29.7 
252 7'! 373 
6.4 64 252 
2.6 21 7.2 
1.9 2 0.5 

75.0 76 <Ia.1! 
8.4 SO 21.2 

15.5 51 22.1 
11 27 S.l 
0.0 0 0.0 

100.0 204 100.0 

All patients. 

Patients Esti!rulted 
interviewed 

(N) (%) 

161 59.1 
132 24.7 

81 11.' 
27 3..5 

4 1.1 

22.3 69.8 
74 12.1 
76 15.0 
32 .3.1 
0 0.0 

405 100.0 



Table 8. Commonly prescribed psychialrlc treatments: cases recognized by Ireatlng physicians as suttering from a 
psychological disorder 

PARIS 

Curren~ depression Arutiety disc rdCT5 Somalofom> disorders 
B2/33/J4 F40/41 F4S,Q/45.2148.0 All r!:'Cognized cases 

Patients Patients Patients Patienh 
i.nh:rview~ Es tim area lnlervlewed Estimated interviewed Estimated interviewed Estimated 

(N) pt'rrent.age' (/'I) pcrcC'nt age' (N) percentage' (/'I) percentage' 

Any type o( drug lrealmcn~ 65 76.5 51 77.3 36 SO.O ]28 71.9 
Sedatives 42 49.4 32 48.5 21 46.7 n 40.4 
AnlideprcS!><IDls 27 JL8 17 ZS.8 14 Jl.I J4 19.1 
Anhpsyd,atics 1 1.2 1 3,0 1. 4.4 2 l.l 
ViUtonidMlillgJherbal 24 28.2 16 24.2 15 3.1.3 56 3l.5 
Other dn.igs 11 \2,9 11 UU 5 11.1 28 15.7 

Any type of non-drug treatment 35 4L2 30 45,5 22 48.9 96 53.9 
Discus~ionJcmm~lIing 29 34,[ 24 36,4 17 J7.8 82 46,1 
P.-.dicallsocial help 2 U I l.5 I l.l 2 1.1 
Referlmh proUnurselCl.fer 4 4.7 J 4.5 3 (;),7 IJ 7.3 
More physical tests 8 9.4 6 9.1 6 13.3 ]5 SA 
Other non-drug trealment 2 2.4. 1.5 2 4.4 J 1.7 

No treatment prescri~d IS 17.6 II 16.7 5 ILl .31 17.4 
All rocognb.e<l ~ B5 100.0 60 100.0 45 100.0 178 100.0 

"Amo"8 .11 recognl2ed CA .... or the di$Order{$). 
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symptoms. Concordance between the clinician and the research interview for 
individual diagnoses varied from 89.7% fo r dysthymia to 61.5% for current 
depression and 50.5% for alcohol dependence. Co-morbidity was deteded by 
treating doctors in 68.3% of cases (Table 6). 

The interviewers rated 39.9% of the total sample and 69.7% of those wilh a 
well-defined diagnosis as having disabJity. Figures for self-rated disability were 
lower, being 30.2% and 51.6%, respectively (Table 7). 

COMMONLY PRESCRIBED TREATMENTS 

Among 178 recognized cases of psychological disorders treated by the general 
practitioner, sedatives were the most common psychotropic drugs prescribed 
(40.4%), followed by tonics, vitamins and analgeSics (31.5%), and antidepressants 
(19.1%). Among non-drug treatments, discussion of problems and counselling. 
which were the mosl frequent interventions mentioned, WeT"e offered to 46.1 % of 
all recognized cases (compared to 52.4% for all the centres combined). The rate is 
much lower for social help (1.1% for all recognized cases compared to 4.9% for all 
the centres combined) (Table 8). 
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PREVIOUS WORK IN BRAZIL 

Several studies have attempted to measure the psychiatric morbidity in general 
health care settings in Brazil. Table 1 summarizes the methods. instruments and 
findings in different surveys carried out at various times and settings. These studies 
vary in the methods used. The first studies involved examination of medical 
records (Santana, 1977). T urato (1985) noted directly the diagnosis of primary care 
physicians. Busnello et al. (1953) and Marl (1957) used a 'two-stage sampling 
strategy' similar to the one used in the present study and found an average 
psychiatric morbidi!y of 47"10. lacoponi using the Self Report Questionnaire 
(SRQ-20) in 1989 found a similar rate of 52"10 of possible psychiatric cases. 
Almeida-Filho ef al. (1992a) used two approaches: examination of medical records 
identified 'J'lla of the sample with psychiatric problems (Almeida-Filho. 1992a), 
whereas the Aduli Psychiatric Morbidity Questionnaire (QMPA) gave a figure of 
between 31"10 and 50"k for the overall prevalence of mental disorders (A1meida-Filho. 
1992b). 

THE ORGANIZATION OF MEDICAL CARE IN BRAZIL 

In Brazil there is no clearly defined official health system. Although the Brazilian 
constitution states thai the government will provide medical assistance to all 
citizens, health care services run by the government suffer from a chronic shortage 
of financia l resources. Health insurance and group medicine systems service 
primarily the upper- and middle-class populations as well as employees of large 
MmtallllntsS in Gtntrlll Ht<llth Carr: No inttrlUl!i"",,1 SIwdy. Edited by T.B. Ostiin and N. 5.Jrtortus 
o [995 by John Wil~y k Son. LId 



Teble 1. Results of psychiatric morbidity in Brazil In genersl health cafe settings (GHC) and In community 

Author 

Santana (197'7) 

Turato (1985) 

Busnello tf QI. 

Marl (1987) 

lacoponi ([9&9) 

Melhod/inslrument 

Medical records/GHC 

Primary care physicians/GHC 
(ICD.,}" diagnosis) 

Two-dagelGHC 
First stage: SRQ-20b 

Second stage: dlnlcal lnl:erview 

Two-stage/GHC 
Firsl stage: SRQ-2.0" and 
Second stage: ClSd 

Caetano and Stela (1990) Two-s!age/GHC 
First slage: Standardized Inslrument of 
Depression (WHO-SADD) 
Second-slage: Zung Self-rating Ut>1pressiclrI 
Scale 

Findings 

15% problems 
6% psychol:Topic drug presaiplions 

19"k some form of mental disorder 
5% disorders 
5% disorders 
4% anxiety disorders 
J% hysteria 

55"/., possible cases 

41M% definihve cases 
neurotic disorders 

8% personaiJty disorders 
6% mental retardation 
5% alcohol dependence and use) 

47% to 56% of minor psychiatric morbidity 

26% severe psychiatric morbidity 
13% disorder 
11.% disorder 

SJ% minor ",,,,,'rl'\,,,,tr,r disorders 

66% probable depression 

4~k depression 



Almeida-Filho el al. 
(1992a) 

A1meida-Filho tl al. 
(1991b) 

(I) Medica} re<:ords GHC 

Two 
Flrsl Adult I'SVchi~ltriC Morbidity 
Questionnaire (QMP A) 
,:,.econCI-Sl<Ule: DSM-illc 

List 

"l.nternational Classification of Diseases 9th Version (lCD-9l. 
t-sel( Report Questionnaire (SRQ-20). 
ell-Item General H~alth Quesliol'll13Jre (GHQ-Il). 
dC!inical lnirrview Schedule (CIS). 
'Diagl'lo-shc and Statistical Mmual of Menial Disorders Jrd edilio!\, 

'J'll. neuropsychiahic diagnosis 
1% psychopharmacological I'lre''ilc::t'lDtlon 

31% to 50% of global ~"UU"UI'<': m,orn,ldlt 

10% 10 18% anxiety disorders 
8% to 11% phobic disorders 
8% to 9% alcohol dependence and abuse 
3% to s% of conversive disorders 
2% to 10'l<. of depression 
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and middlc-sized enterprises. Consequently, 21% of the general population belong 
to a group medicine plan and 3% use privarc health care. The public health service 
is used by the remaining 76% of the population (Cardosa and Flccha. 1993). 

THE SETTING 

The survey in Rio de Janeiro was conduded in a genera l health care outpatient unit 
of a state university hospital called Hospital Universilario Pedro Ernesto (HUPE). 
The hospital is located at Vila IsabeL an urban middle-class district, surrounded by 
deprived. largely slum areas. This district is atypical of Rio in having several 
tertiary health care units (two large general hospitals and two specialized 
hospitals) and a scarcity of primary care services. 

The men~al heal~h service is localed on the campus of the general hospital but 
not in the main building. It has bolh inpatient and outpatient uni ts. The laHer 
provides general psychiatric services, group psychotherapy, and family therapy 
for adults. adolescents and ch ildren, and has specialized sections for alcoholism and 
neuropsych i a~ric care. During the time of the study the outpatient unit was also 
being used as a psychiatric first care unit. The waiting ti me for a first consultation is 
14-28 days. The inpatien t unit. composed of 30 beds. provides care for patients 
coming from any part of the Rio de Janeiro State. 

The field work was conduded in the general med icine outpatient unit of the 
hospital. In each of its rooms, there is one medical supervisor. one nurse 
receptionist and a group of four internists or residents. Service in the morning is 
provided by residents and in the afternoon by internists. The unil deals with about 
40 first-visit patients and 100 returning patients per day. Those who wi ll receive 
general outpatient care at the hospital must init ially have a general evaluation at 
the unit unless they require the services of the gynaecology, dermatology, 
ophthalmology, neurology or psychiatry clinics. The unit provides only curative 
services. The technological standards of the clinic .ue better than those found in 
other public medical services. The unit's patients come from almost all districts of 
the city and surrounding areas. ]n spite of numerous bu s. rai lway and subway lines. 
patients have diffirulties in reaching the hospital because public transportation is 
crowded and very slow. Only a small proportion of patients come by car or walk 
to the hospital. 

When arriving at the unit. first-visit patients are screened by a reception service, 
which provides care for severe cases and directs the remaining patients to another 
department of the hospital or to wait in line at the internal medicine unit until they 
can be seen. The medical consultation occurs on the same day or by appointment a 
month later. Patients to be seen at the unit are admitted by the room's nurse 
receptionist. who sets the attendance list. First-visit patients are seen before those 
returning. Although returning patients have been given a specified time for their 
appointment with their doctors. almost all tend to come in early. The mean waiting 
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Fl9Ur. 1. The reception and waiting area at the hospital in Rio de Janeiro 

Flgur. 2. A typical patient consultation in Rio de Janeiro 

tim~ is 30-40 minutes. The usually crowded waiting rooms are equipped with two 
rows of ~ats facing in the same direction. There is no ventilation and no 
air-conditioning system in the waiting room. These conditions are typical of the 
public health service in Brazil. 

Each room of the unit is equipped with partitions where the internist or resident 
attends the pabent. Each physician attends two firs t-visi t patients and four returning 
patients and the consultation takes around 20 minutes. For any additional examina
tions, the patient is given an examination order by the attending docto r to make an 
appointment with the appropriate service. Some medicines can be freely o btained 
at public d ispensaries, either in the hospital or outside. 
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FIELDWORK 

MENTAL ILLNESS IN GENERAL HEALTH CARE 

When the study began the research team was composed mainly of medical 
students. Subsequently, it consisted of three nursing graduate students, one 
biologist and two psychiatry postgraduate students. Tht! learn for the 5e(:ond-siage 
interviews consisted of two residents in psychiatry and one staff psychiatrist, all of 
whom worked on the prored part time. The intake phase look place over nine 
months, beginning at the end of May 1991. Forty .three different groups of 
primary care intems Of residents (203 in total) took part in the recl'1.Iitment phase. 
under the supervision of 15 senior physicians. The three-month follow-up 
interviews were completed in June 1992 and the one-year follow-up in May 1993. 

Patients were approached in the waiting rooms of the unit and the screening 
interview was done before the consultation, in an adjacent service hall. without 
access to rest-rooms and with only relative privacy. The interviewers encountered 
some difficulty in interviewing patients before the consultation because the 
dodors were eager to see them in order to finish their work. A total of 2803 
patients were approached and found eligible for screening. Only eight subjects 
(0.1%) refused to take part; 2795 (99.7%) completed the screening procedures. Of 
850 patients who were eligible for the second-stage interview, 393 (46.2%) 
completed the interview. Of i"he 454 (53.4%) second-stage interviews Ihat were 
not completed. two patients refused the interview, one was not approached, and 
aU the rest fa iled to keep their appointments (see Table 1, page 36). 

The high non-response rate may have been due to a decision taken by the 
patients to avoid an interview that was not directly linked to thei r course of 
treatment. However, it has been suggested that patients perceived the diagnostic 
intcrview as an opportunity to demonstrate their personal troubles. These fads 
should be taken into account when assessing the prevalences, 

The intake phase took a long bme to complete because many patients were 
ineligible (e.g., 13% of the approach subjects lived more than one hour away from 
the hospital) and because of the nature of the clinic's work (e.g .. 15% of all patients 
approached for screening were returning patients). 

Patients eligible for Ihe second stage were invited to return to the psychiatric 
service, where interviews were held in a private office. At first. the projeel offered 
to pay to transport patients home by taxi and also scnt telegrams to confirm the 
day and time of the interview. During the lasl three months, patients who agreed 
to participate were given the option of having the interview in a general health 
care unit room immediately following the medical consultation. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

Women accounted for 72% of the proportion in the fi rst-stage sample, which is 
similar to the rate of two-thirds women found in other Brazilian surveys of paHents 
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in general health care. More than half the patients (60.9%) belonged to the group 
aged 45 to 65, and 32.6% were between ages 25 and 44. Only 6.5% were in the 
group from 18 to 24 years of age (see Table 3, page 37). This is different from the 
age distribution of urban areas in south.east Brazil. where Rio de Janeiro is located. 
There only 26% of the urban population is 45-65 years of age, 22% are between 
18 and 24 years and the majori ty belong to the 25-44 group (51%) (IBCE, 1990). 

The distribution of years of education follows the paHern of schooling rates 
found in Brazil (IBCE, 1990), with 80% of the sample having up to eight years of 
education, including 10% with no formal education. Only 4.5% of the sample had 
studied for 13 or more years. More than half of the patients were married (56%), 
19% were single, and the rest were widowed, separated or divorced T wenly-four 
per cent of the population were housewives. A typical patient participating in the 
study was a middle-aged, married female with little education and with no formal 
employment. 

HEALTH CHARACTERISTICS 

Various types of pain (42. 1%) were most often given as the reason for visiting the 
health care centre. 'Other unspecified problems' (28.2%) refers mainly to those 
patients who attended the clinic because of a specific disease, such as high blood 
pressure or diabetes. This indicates that Ihe heallh centre received a large number 
of referred palients with their physical disorder already diagnosed. Psychological 
problems were given for 7.6% of the cases as a reason for a visit. Only 7.6% of 
those with a CID1-PHC diagnosis staled thai their main reason for attending the 
health care facility was psychological. (Table 2). 

Shortness of breath and palpitations (2.7%) were the most common physical 
complaints, followed by back/chest pain (lJ%), abdominal pain (1 0%). and other 
pains and headache (7%). The most frequent psychological complaint and the sixth 
reason for visiting a doctor overall were non-specific 'neurotic' complaints (4%) 
followed by anxiety (3%). Neither depression nor sleep disturbance was among 
the 10 most important reasons fOf' seeing a doctor. 

High blood pressure was reported by almost half of the paHents in the 
second-stage sample (46.6%). With respect to other chronic diseases, respiratory 
disease and gastridpcptic ulcer were each found in approximately 20% of the 
sample, while in about 10% of the sample arthritis, parasitic disease and diabeles 
were reported. The least commonly present problem was heart disease (7.1%). 

In Rio de Janeiro, the vast majority (72%) of the patients intelViewed in the 
second-stage phase rated their health as only fa ir or poor. Only 4% classified their 
health as excellent or very good. In all, 58.2% of the patients were judged by their 
doctors to have a physical illness. In patients with well-defined psychiatric 
disorders, the percentage of patients that doctors rated as having clinical physical 



Table 2. Most common reasons given for visiting health care centre 

RIO DE JANEIRO 

Current diagnosllc status 

Fewer than 
two symptoms Subthreshold ICD-1O Diagnosis Allpatirots 

Pat,ents Estimated Patients Estimated Patients Estimated Patienls E~timated 
interviewed in~erviewed prevalence' interviewed prevalence' interviewed 

(N) (%) (N) (%) (N) (0/.) (N) (%) 

Psychological 1 0.9 7 O.S .31 6.2- 39 7.6 
Unclear-psychological/physical 2 1.I 7 2.2 20 U\ 29 5.1 
Pain 10 6.2 6S 20.0 93 15.9 168 42.1 
Physical 4- 1.3 27 9,9 40 5.7 71 16.9 
Ante/postnatal/family plan, 0 0.0 0 0.0 0 0,0 0 0.0 
Other 5 3.8 43 16.0 37 8,4 85 28.2 
Missing 1 0.1 0 0.0 0 0.0 0.1 

dysthymia FJ4, agoraphobia F40.0, paniC F4W, GAD F41,1. ,,,maibatiOf! 
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disease was almost exadly the same (59.3%) as th<.t of the tota.! sample (Table 3). 
The dodors rated 30.5% of the sample 3S having clinical psychological 

problems. Of these, 70% were classified as being of only mild seventy. In a study 
that analysed medical records in a primary care setting, Santana (Santana, 1977) 
found that some kind of psychiatric diagnosis was registered in only 15% of the 
records. 

PREVALENCE OF PSYCHOLOGICAL DISORDERS 

The estima ted prevalence of psychiatric morbidity in patients assessed using the 
CIDI-PHC was 38%. Current depression (15.8%) and generalized anxiety disorder 
(11.6%) were the most common, followed by neurasthenia, with a much lower ra te 
(4.5%). Alcohol dependence was 4.1% and the two remaining well-defined 
disorders-hypochondriasis (1.1%) and p.mic disorder {O%}-also had very low 
rates (Table 4). Tables 5 and 6 show the prevalences by sex and age respectively. 

The difficult urban conditions in Rio de Janeiro (poor housing, high rates of 
violent crime) could help explain the very high rate of generalized anxiety disorder 
and agoraphobia. Additionally, Brazilian people have a tendency to express their 
emotions readily and may have over-emphasized anxiely symptoms on direct 
questioning. A person may have a series of somatic complaints linked to anxiety 
wh ich would be classed as a non-disabling psychological disorder which docs not 
require medical treatment. A person wilh this problem would enjoy talking about 
his/her problems to a physician. There were no cases of panic disorder fou nd at the 
Rio de Janeiro centre, which may be due to persons with that particular disorder 
seeking help at well-known specialized facilities. 

Data from a previous study of psychiatric morbidity in primary practice (Mati, 
1987) are comparable with those collected in the present study. The rales found in 
Man's study were lower (38% versus 27%). The most freq uent diagnoses in both 
studies were depressive states and anxiety. The prevalence of depression in this 
study is lower than that found in a study by Caetano and Stela (1990), who studied 
the occurrence of depression in a primary care setting (39.8%). 

When morbidity as measured by the (!DI-PHC waS compared with detection 
by treating doclors, the overall agreement rate was 35.6% (Table 7). In a previous 
study in a primary care centre made by Caetano and Stela (1990), the doctors 
identified depressive patients at a lower rate (17%). Mari found a recognition rate 
of 81%, 6 1% and 85% in the three practices he had studied using the minor 
psychiatric morbidity as reference (Man et Ill., 1987). The prevalence of 
generalized anxiety disorder was high; however, the concordance was relatively 
low (3 1.9%). This might be due 10 an over-€mphasis on physical manifestations of 
the disturbance without fu rther investigation into the possibility of a psychological 
problem. 

The research interviewers in Rio rated 28.5% of Ihc total sample and 39.3% of 
the patients with well-defined disorders as having moderate or severe disability. 



Table 3. Health characteristics of the study samples by current ICD-l0 diagnostic status 

RIO DE JANEIRO 

Curren! diagno5t ic ~l~tu! 

Fewer than two symptoms Subthreshold lCD·'IO diagnosis 

Patienb Estimated Patients Es.llmated Palients Estimated 
interviewed prevalence" Interviewed prevalence' inl erv ; ew ell prevalen«" 

(N) (%) (N) (%) I.NJ (%) 

51If·ml~d Or>erall I1b:lllh 
Excellent 2 13.4 Ii 11.8 1 0.8 
Very good 1.6 1 0.2 0 00 
Good 12 411.S 56 45.9 2( 8,0 

Fair 7 35.9 72 37.6 130 02.9 

Poor 0 0.0 II 4,4 65 2'7.4 
Missing 0.6 1 (1.2 3 1.0 

Doc/or'YQtld O1J£roll ~e.all), 

Excellent j 15.1 II 8.0 12 10.1 
Very good 7 30.9 37 25.5 4J 15.9 
Good 11 44.S 70 51A 1.22 56.] 

Fair .'l 7.9 25 11,5 35 3.2.8 
Poor 0 0.0 I 0,,2 .'l 0.6 
Missillg J.6 5 25 6 4.5 

Oo(/or.ra/td pJ.ysicaJ dis(miu 
Completely healthy 0.7 8 10.1 10 5,7 

Subclinical iUr.e-s.s 9 49.4 49 .3J.4 72 28,7 

Mildly ill g 3),7 60 lilA SO 36,7 

Mod"rately ill " 8.5 25 17.] 49 19.3 
Severely ,lJ 0 0.0 I 0.2 .2 2,6 

Missing J.6 6 3.0 8 7.1 



Dodor-ro.fed psychakJgical disorder 
Completely normal 12. 58.6 46 .11.2 55 31..5 
5\.1 bdlnical di~turban ce 8 1.63 63 SO.? 73 30.5 
Mild case 2 13.5 27 1l.0 55 23.5 

Moderate case 0 0.0 5 1.1 27 8.6 
Severe case 0 0.0 0 0.0 4 1.2 
Missing 1.6 8 5.0 7 4.7 

All patients 2.l 100.0 149 100.0 221 100.0 

• A.m<>rl8 co"""""Hw atkrldmo 011;'" h.,alth ""'" ""'tr~. 
s.,.., {O<)mote 10 Tabl<' 8 (or d....-r1ption of 'CWTenl diagnostic stalus'. 



Tabla 4. Prevaleoce of current ICD-1O psychological disorders 

AIO DE JANEIRO 

Palienls P .. tlel'lts Estimated 
ICD-IO interviewed intervil."wed prevalence' 

{N} (%) (%) 

Alcohol dependence F1O.2 23 5.9 4,1 

Harmful use of alcohol F10J IS 2.0 l.7 
Current depression Fl2i3) 119 )0.3 15,8 
Dysthymia FJ4 23 5.9 2.4 
Agoraphobia F40,0 23 5.9 2.7 
Panic disorder FHO 0 0.0 0.0 
Generalized anxiety disorder F4l.1 112 28.5 22.6 
Somatization disorder F45.0 56 1402 8.5 
Hypochol'ldriasis F45.2 4 10 1.1 
Neurasthenia F4B,O 45 11..5 4,5 

One or more menta! disorders 
(from the above) 21.1 562 38.0 

Two or more mental disorders 
(from the above) 116 29,S 16,5 

All patients 393 100,0 100,0 

'Among 
'On~ or mor~ llmO<1gSt the disorders mentioned above. 
Two or more amongst the disorders menti~ .bove. 



Table 5. Prevalence of current ICD-10 psychological disorders by sex 

RIO DE JANEIRO 

Males Females 

Patients Patieots Es.timated Patients Patients Estimated 
interviewed inharviewoo interviewed interviewed prevalence' 

(N) (%) (%) (NI (%) (%) 

Alcohol dependel1C€ FIO.2 IS 16,5 12,6 8 2,6 0,8 
Harmful use of alcohol FIO.l " 4.4 4.7 " l.J 0,6 
Current depression F32J33 18 19,8 5.8 101 33.4 19.6 
Dysthymia FH J 33 0.9 20 6.6 3,0 
Agoraphobia P40.0 " 4,,4 4.1 19 6.3 2,1 
Panic disorder f41.0 0 0,0 0.0 ° 0,0 0.0 
Generalized anxiety disorder f41.1 24 16A H.I 88 29.1 25,8 
SomaliLation disorder F45.0 .3 33 1.5 53 17.5 11.2 
Neurasthenia F4S.0 S S.S 2.3 37 12.3 5,3 
One or more mental disorders 

(from the above) 47 51,6 32.6 174 .57.6 40.0 
Two or more mental disorders 

(from the above) 25 2'7.5 11.4 91 30.1 18.4 
AU patients 91 100.0 HlO.O 302 100.0 100,0 

'Among consecutive "'lenders of the h4:alth care centre. 
'One or more mental disorders' show> tbe ovmll fr>equency amongst 
twO or mall! ~b.1 di<orders' .hows oo·morbidity rnHo< amongst the 



Tabl.6. Prevalence of current ICD-10 disorders by age group 

RIO DE JANEIRO 

IS-14 15-44 4.5-65 

ICD·tO Plillenis Patients Estimaled Patients Palients Estimated PaHe1lts Patients Estimated 
diagnoses seen (N) seen (%) per cent' seen (N) seen (%) cent" seen (N) seen (%) cen" 

}Uoohol dependence FIO.2 3.4 3.7 14 9.0 3.8 8 3,8 U 
Harmful use of alcohol FIO.1 3.4 [3,8 1 I..) 0,9 .5 2,,4 0,9 
Current dep,-"ssion F32/.)3 8 27,0 135 60 .38.5 22.5 5J 24.5 12,5 
Dysthymia F3-1 .3 10.3 .),5 7 4.5 2.0 lJ 6.J },,5 

Agoraphobia F40.0 I 3.4 1.1 12 U 2.7 10 U 2,& 
Panic dismder FHO 0 0,0 0,0 0 0,0 0.0 0 0.0 0,0 
Generalized anxiety disorder F41.1 4 13.13 4,5 43 27.6 23.6 65 JIJ 23.9 
Somatization disorder f45.0 ]. 6.9 1.J lS 16.0 TO.9 29 139 7.9 
Neurasthenia F4a.o -I 13.8 4.5 20 12.8 0.4 21 10.1 J.S 
One or more menial disorders 

(from the above) U 44.8 34.4 % 6l.S 39.0 tl2 53.8 37,8 
Two or more menial disorders 

(from the above) 7 24.1 M 54 34.6 21 I 5.5 2.6-4 }4,9 
Alipahents 29 100.0 100.0 156 100.0 100.0 l.O8 100.0 100,0 

'Among ron"""'hve AUeru:Ien: of th~ he3!th care ct'1'Otu. 
·0 .... Of more menial d±s.orders· shows the overaU frtquency amo"8si 
Two or more mental di!;<)r.:\eN· shows co-morbidity ratios MIIOl\g>t 



Table 7. Current ICD-10 disorders and their re<:ognilion by treating nl'l'vsicisms as a PSYChological case 

AIO DE JANEIRO 

Alcohol dep1'fldence 
Harmful ~ of alcohol 
Current del)re~;si(l.n 
Dysthymia 
Agoraphobia 
Pank disorder 
Generalized 
Somalizalion 

Neurasthenia 
One or more menial disorders 

the above. except alcohol> 
Two or more menial disorders 

(from the above. except alcohol> 
All 

FlO.2 
FI(Ll 
F32/B 
FJ4 
F40.0 
F.41.0 
F41.1 
F4.S.0 
F4.'i.2 

F4S.0 

amr~.onCIl1lQ rco.! 0 diagnosis. 
con-goondlin<> lCD·10 di.agoosis. 

lCD·10 cases 

Number 
interviewed 

1M 

H 
8 

119 
13 
23 
0 

112 
S6 

4 
45 

214 

103 

J9J 

Cases rec()gr1lized by physician 

Number 
interviewed 

(Nl 

11 
0 

S5 
14 
14 
0 

36 
27 

2 
19 

as 

45 

120 

Patie!'lts E'.st:imaled 
intervieweda proportionb 

(%) (%) 

47.8 45.2 
0.0 0.0 

46 . .2 43.9 
60.9 66..3 
60.9 69.3 

0.0 0.0 
32.1 3).9 
48.1 43..3 
SO.O 1J.1 
42.2 41.1) 

39.7 35.6 

43.7 42.5 

30.5 lOA 

the amongst Ihe d>son!e,-s OWllionea above. 
,o-lYlorbidily ralios amongst the dlsorckN menlionea above. 
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The corresponding percentages for self-rated disability were higher, at 39.1% and 
55.2(>/(1, respectively (Table 8), 

COMMONLY PRESCRIBED TREATMENTS 

Sedatives, mainly diazepam or bromazepam, were ~he most common form of drug 
treatment (25%) given to patients whom the treating physician recognized as 
having a psychological disorder. Vitamins, tonics, a group including herhal teas 
and herbal extracts were given to 15% and antidepressants, mainly imipramine and 
amitriptyline to 7.5% IT able 9), 

Among those recognized as having a mental disorder by their physician and 
having a CIDI-PHC diagnosis of current depression, only 5.1% received 
antidepressants, while 33.9% received sedati ves. In the cases with CIDI diagnosis 
of anxiety, 8,0% received antidepressants and 34.00/0 sedatives. The high rates of 
use of sedatives shows the persistence in prescribing benzodiazepines. Brazilian 
physicians have a tendency to use this type of drug as a treatment for a wide range 
of psychological problems, probably due to difficulties in making differential 
psychiatric diagnosis, and being unaware of the choice of psychiatric medicines 
available. The high rate of prescription of herbal remedies across the diagnostic 
groups could indicate that these treatments were chosen whether sedatives or 
antidepressants were described or not. 

n is also important to note the Frequent utilization of herbal remedies in the Rio 
de Janeiro centre. Herbal remedies were used in 15.0% of the recognized cases with 
a conRnned CIDI-PHC diagnosis. The commonest treatments were discussion of 
problems and/or counselling, in 55.0% of all recognized cases of psychological 
disorders conRnned as cases on the ClDI-PHC who received any drug/ treatment. 
In Rio de Janeiro these approaches would have consisted of talking to the patient 
rather than any fonn of psychotherapy. 

A quarter of all the recognized cases that received a ODI-PHC diagnosis were 
referred to mental health professionals since nurses and other carers were not 
available. This again shows the lack of treatment options in Brazil available to 
physicians to treat patients with psychological problems. 



Table 8. Disability io the study samples by current status 

RIO DE JANEIRO 

Current diagnostic slahl5 

Fewer than two symptoms Subthreshold ICD-IO All patients 

Patients Estimated Palients Eslimated PaHents EslUnal:ed Patients Estimated 
interviewed prevalence" interviewed interviewed interviewed prevalence~ 

(N) (%) (N) 10/.) IN) ("All (N) (%) 

Inltroiewer-rafed 
None 213 92.1 85 64.3 64 45.4 169 60.9 
Some 6.6 39 26.9 69 28.'1 109 24.8 
Moderate 0.6 l2 80 74 22.6 97 12.6 
Severe 0.6 1 0 . .2. 13 3.0 15 1.3 
MlSSlng 0 0.0 2 0.6 0.6 .3 0.5 

Self·rated disabiMy 
None 20 91.1 93 71.4 62 32.3 175 59.3 
Some 1 0.6 24 11.0 JS 21.0 60 IJA 
Moderate 1 6.5 25 16.0 67 25.0 93 18.2 
Severe (I 0.0 6 1.5 55 18.7 61 7.9 

1M 0.2 1. 3.0 4 l.3 

100.0 149 1013.13 221 100.0 393 100.0 

centre. 
but not reaching level ,,{ 

usc of almhol 1'10.1. dysthymia H4. 's""'phobia HO.O. I""'lc F4I.O. CAD F41.I, 5Oi!1II1tizatioo 
F4M. 



Table 8. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suffering from iii 
psychological disorder 

RIO oe JANEIRO 

Anxiefy disorders Somatotorm disorders 
F.wJ41 F45.(l/45.2J48,Q All cases 

Pahents Patients Patients Palients 
interviewed Estimated interviewed Estimated interviewed Estimated interviewed Estimated 

(N) percentage" (N) (N) pe;c.;entage· (N) percentage" 

Any type of drug ITcatmen! 27 45.6 27 54.0 15 37.5 54 45.0 
SEdatives 20 33.9 17 34.0 10 25.0 30 25.0 
Ani idepressan ts :5 5.1 4 8.0 2 5.0 9 7.5 
Anops ychoncs 0 0.0 (} 0.0 0 0.0 0 0.0 
Vit/tol'licJanalg.lherbal 6 10.2 8 16.0 5 12.5 18 15.0 
Other~ 2 3.4 .2 4.0 2.5 4- 3.3 

Any type of non-drug treatment 4.4 74.6 35 70.0 32 80.0 tlJ 69.2 
Discussion/counselling JS 593 28 56.0 28 70.0 06 55.0 
mctical/social 2 .3.4 2.0 2.5 .2 1.7 
ReferJmh 19 32.2 IS 30.0 11 27.5 31 25.8 
More J2 20.3 7 14.0 10 25.0 20 16.7 
Other 1 L? 1 2.0 1 2.5 I 0.8 

7 1l.9 '7 14.0 4 10.0 19 15.8 
59 100.0 50 100.0 40 100.0 120 100,0 

'Among all recognized a$e$ of !he diso(der(s), 
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PREVIOUS WORK IN CHILE 

The prevalence of emotional disorders at the level of primary heal th care is a majo r 
concem for health planners in Chile for a number of reasons. Inadequately 
diagnosed psychological disorders raise the case load of already busy physicians, 
increase expenditure for medicahon and laboratory examinaHons. and increase 
patient dissatisfaction. Patients with psychological disorders also tend to be 
demanding help seekers. 

There are few studies in Chile on the prevalence of psychological disorders 
among primary health care clinic patients. Recently, Uribe et a/. (1992) applied the 
Self Rf'porting Questionnaire (SRQ) to 283 patients attending two general health 
care clinics in T alcahuano, in the neighbourhoods of Concepcion. A global 
prevalence of (lCD- 1O diagnoses) 51.90/0 was found. The most commonly 
diagnosed syndrome was alcohol dependence (12.7%), followed by anxiety states 
(9.9%) and neurotic depression (4.6%). In another study, lay interviewers 
administered the Clinical Interview Schedule--Revised (O S-R) to t 70 consecutive 
patients visiting a primary health care clinic in La Prado, a low-income 
neighbourhood, finding a prevalence of 53.4% (Lewis et ai., 1992). 

ORGANIZATION OF MEDICAL CARE IN CHILE 

Chile has a long lTadition of organized health services. For almost 30 years there 
was a state-subsidized National Health Service that covered most of the 

MI>II~III"'- i~ GmrnoJ Hull" urt"! A~ mlttrWioouIl5I<.dy. Edilrd by 1 .B. OstUrt and N. SartoriU5 
C 1'H5 by John Wil~y " Soru lid 



248 MENTAL ILLNESS IN GENERAL HEALTH CARE 

population. The three·level structure included district health care clinics 
(polidinicos), general area hospitals and specialized referral hospitals. This system 
became d«enl raliled in 1979, when responsibilities for services al the primary 
level had been transferred from the central government to the local municipalities. 

In recent years, there has been a renewed interest in developing mental health 
services at the primary care level. as shown by a naHonai conference organized in 
1991 by the Chilean Ministry of Health. the University of Chile. and the Pan 
American Health Organization. This interest is related to rapid sociopolitical 
changes and a move 10 an open-market economy which throughout the last two 
decades, has afFeded many traditional ways of coping with health problems of 
individuals and communities. Our group has worked in the area of psychosocial 
aspects of primary care for 15 y~aT5 (Florenzano and Acuna, 1991; Florenzano. 
1980; Corporadmn de Promocimm, 1991) and has devised a comprehensive 
training and delivery service thai aims 10 improve Ihe quality of mental health care 
in the context of a general health care system. This system encompasses 
psychiatric units in the general and children's hospitals that serve east Santiago and 
a network of 15 general primary health care clinics where mental health services 
arc offered by the general health care team with support from consultation 
psychiatrists or psychologists. 

THE SETTING 

Chile has a well-organized, publicalty owned primary health care system. This 
study was carried out in three primary care clinics (policlinicos) in East 
Metropolitan Santiago. The clinics catered to lower-middle (La Reina). working 
(Salvador Bustos) and very-low-income (Penalolen) class clienteles. The three 
clinics have catchment areas ranging from 100000 to 220000 people and are 
charged with providing health services to patients who are covered by the Chilean 
National Health Fund (FONASA). They arc staffed by general physicians who are 
usually just out of medical school and have not had special training either in 
diagnosis or treatment of psychological complaints. Physicians' wages are fairly 
low, which creates dissatisfaction and a high turnover of medical personnel. The 
rest of the staff is composed of nurses, midwives. social workers, nutritionists and 
nursing aides. Although hired by the municipalities, which are the seat of local 
government in Chile, the entire staff is professionally accountable to a local area 
health service (Servicio de Salud Metropolitano Oriente). At thc clinics there exists 
a systematic approach for the continuing care of anyone presenting with a mronic 
health condition. 

Patients enrolled in specific programmes for hypertension. diabetes and other 
ailments receive periodic free medications and periodic check-ups. Specialized 
psychiatric care is offered in the general hospital where there is a psychiatry 
department with both inpatient and ambulatory care units. General physicians can 
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Figure 1. Waiting area for patients 

Figure 2. Doctorfpatient consultation 
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refer patients from the polyclinics 10 the psychiatric department. bul there is a 
waiting period of three weeks to three months. There are also family community 
mental health clinics in each municipality in the area that focus on primary 
prevention adivities within their communities. 

Patients can reach the clinics by public transportation. Many live within walking 
dis tance of the clinics. Using the health care facility can pose a financial burden for 
the low-income or unemployed segment of the population. Therefore, some 
people wait until they aTe quite sick before they consult a clinic physician. There is 
no fonnal appointment system and new patients are seen on a first-come, 
first-served basis, so patients must arrive early in the morning if they wish to be 
seen. Some patients are enrolled in a chronic diseases foll ow-up programme where 
they do receive scheduled appointments. 

A typical patient would arrive at the clinic by 8.00 a.m. and wait one to three 
hours before being called by the doctor for an interview and physical examination. 
The total amount of time spent with the dodor is usually 10-]5 minutes, and 
physicians are scheduled to see six patients per hour. After a tentative diagnosis is 
made, a treatment disposition will be given which may involve laboratory 
examinations and/or a follow-up appointment. If the physician fee ls that 
specialized care or consultation is needed, the patient will be referred to the 
hospital. O ients' overall satisfaction with the primary care clinic system is low 
because of the waiting time and lack of personalized care. If they are able to afford 
it patients go to private physicians. 

About 90% of the population of La Faena and 60% of people living in the 
catchment areas of Salvador Bustos and La Reina are seen in the primary care clinic 
system. 

FIELDWORK 

In order to assess feasibility, several clinic diredors were first contacted by the field 
team. After collecting some initial sociodemographic data on the possible areas, 
the research coordinator mel with the general physicians who would potentially 
be enrolling patients. Physicians who agreed to take part in the chosen sites were 
then sent a copy of the general research design and trained to administer the 
medical questionnaire. Physicians were widely receptive to the study. 

In aiL 15 interviewers from more than 30 candidates were chosen to go through 
a two-week training workshop, during which they learned how to administer the 
study schedules. Most of the interviewers were recently graduated psychologists 
or psychology students. Three psychiatrists in training became the research 
workers who did the intake interviews admitting patients into the study and also 
supervised the interviewers in each clinic. 

The study enrolment was undertaken by a research worker in each clinic. All 
patients attending fo r a new health problem or a new event in their chronic 
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condition were invited to participate in the study. After they registered, the 
research worker would administer the screening instrument. An appointment for 
the second interview was given in eligible cases. Physicians placed their study 
intake fonns into the medical record of each case. The research worker reviewed 
those forms for completeness. 

The serond-stage interview (551) was undertaken by trained interviewers 
(psychology students). Of 1456 patients who were approached and eligible for 
screening. 1453 (99.8%) completed the screening procedures. Only three patients 
were too iU to complete the questionnaire. Of 595 patients who were eligible for 
the SSt 274 (46.1%) completed the interview. or the SSls, that were nol 
completed, 93 (29%) patients refused the interview. Non-response for the SSI was 
higher for males than females (66% versus 52%). There were no cases where the 
doctor objected. and in the remaining 226 (70.4%) the patients did not keep their 
appointments. An effort was made to find these patients but many could not be 
found; 71% of them had left false addresses. An additional 2% of addresses were 
oul of the catchment area, 13% of the patients had moved away, and one person 
died. Patients who did not tum up fo r their appointment were visited and 
interviewed at home by the research workers. The home visits were difficult and 
took a lot of lime because of the chaotic geography of some slum areas, and the 
high number of wrong addresses (see Table 2, ACT, page 36). 

The low number of 551 responses can perhaps be attributed to a number of 
factors. Firs t, patients lacked time; 42.7% were employed and could not obtain 
permission to leave their jobs, or were working at a site too far from the clinic site; 
and 34.7% were housewives who often could not leave their homes because they 
could find no one to look after the ir children while they were away. The lack of 
money to pay for transportation 10 the clinic-a faclor especially crucial among 
the unemployed-and a lack of commitment or understanding of the need 10 
attend for the accepted appointment were also probable reasons for dropping out 
from the study. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

In both intake and second-stage phases of the study there was a preponderance of 
women. As Table 13 shows, the population was predominantly middle aged, with 
56% of the patients 45 years of age or o lder at intake. Since middle-aged women 
also predominated in clinic samples in other countries, the possibility arises that 
the people in this group seek help more often than others. 

The educational level of the group under study was!ow, 51.8% having less than 
eight years of schooling. and only 5.7% having graduated from middle school and 
received higher or technical training . Most of the group was ITUlnied (46.9%), and 
the number that were separated or d ivorced (18.9%) makhes the frequency of that 
found in the general population of Santiago de Chile. Employed patients, most 
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often full time, made up 48.5% of the sample and only 19.3% were unemployed. 
This percentage is higher than the general population of Santiago de Chile where 
there is an unemployment rate of 8.9%. A fairly high number are housewives. In 
summary, patients participating in this study were typically middle-aged females, 
marrit'd. with a low education. and most of len employed (see Table 3, ACT, page 
37). 

HEALTH CHARACTERISTICS 

Many patients attended the clinic with a physical ailment (32.2%), followed by 
another sizeable group thai presented because o f pains (I7.4%). Psychological 
reasons were given by 13.2% of the patienb and an unclear physical or 
psychological motive was responsible for an additional 3.6% of contads. Many 
patients had unspecified reasons for coming to the clinic: 31.9%. The relatively 
large number of patients with unspecified conditions may be a reflection of the 
nature of primary care clinics in the Chilean system. These clinics have been in 
existence for more than 30 years, and have a well-established clientele, many of 
whom have chronic ai lments, both physical and psychological. that require 
long-term care. These chronic cases were 'new' only in the sense that they had no t 
been seen in the last 6-12 months (Table I ). 

Common chronic diseases were hypertenSion (29.7% of the cases), peptic ulcer 
(19.6%), heart disease (17.8%), diabetes (12.3%) arthritis (10.5%) and respiratory 
disease (6.5%). The high prevalence of chronic disease is related to the fact that for 
many years Chilean primary care clinics have had a well-organized system to 
deliver medication virtually free of charge to patients with chronic conditions. 
Hence, patients with chronic conditions tend to become heavy users of the clinics. 
Patients with psychological disorders had fewer chronic diseases than the rest of 
the sample. 

Table 2 illustrates that most patients rated their health status as fai r (44.5%) o r 
poor (10.9%), and only 8. 7% rated their health as excellent or very good. Patients 
with well-defined psychological disorders were expecially likely to rate themselves 
as being in a poor state of heal th (13.9%). Physicians rated two-thirds of the cases 
as being ill (68.4%), with 49.7% being mildly ill, 18.7% moderately ill and no cases 
severely ill. People attending the Sanl"iago centre tended to rate thei r health fai r or 
good and their doctors generally agreed with this view but tended to rate their 
patients health slightly better. People with psychological problems viewed their 
health status much worse and the d iscrepancy between doctors' and patients' 
ratings increased in this case (fable 2). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The weighted prevalence of any well-defined psychological disorder diagnoses 
was 53.5%. Two or more diagnoses were found in 33.3% of patients. Among the 



Table 1. Most common reasons gillen for lIisiting health care centra 

SANTIAGO 

Current diagnostic status 

Fewer than 
two symptoms Subthreshold lCD-TO Diagno&is All patients 

Patients EsHmated Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence' interviewed prevalence" interviewed prevalence· 

(N) (%) (N) (%) (N) (%) (N) (%) 

PsycholOgical 2 OA 6 2.5 ..\9 103 47 1..1..2 
Unclear-psychological/physical 0 0.0 ..\ 1.2 6 2.5 9 3.6 
rain 1.7 13 5.6 47 10.1 61 17.4 
PhysIcal 1 1.7 16 13.0 4{) 17.5 67 32.2 
Ante/postnatal/family plan. 0 0.0 0 0.0 0 0.0 0 0.0 
Other 4 12.3 29 7.7 49 11.9 82 31.9 
Missing 0 0.0 2 0.5 6 1.2 8 1.6 

• Among cooseoJlive attendees of the healtn care cenlre. 
Subthre<hold, symptom. in at Le ... t twa different ""' •• , but nol "",ching lewl of diagnosi<. 
ICD-lO diagnoses: alcohol dependence FlO..2. M.rllIful use of alcohol FlO.l, depression F31!J3, dysthymia FJ4, agoraphobia f4().O, panic F41.0, GAD F41.1, somatization 
disorder F4S.0. hypochondriasis F4S.1 and neurasthenia F4S.0. 



Table.2.. Health characlerielics 01 the by current ICD·10 diagnostic status 

SANTIAGO 

CWTent slams 

Fewer than two symptoms Subthreshold JCO·I0 diagnosis 

Palienls Eatimaled Patients Estimated Patients Estimated 
inleJViewea interviewed inleiVlewed prevalence> 

{N} (%l (N) ('.J (NJ (%) 

Self·rated oVl!f'olJ h,allh 
ExceUenl I L8 3 6A 5 2.4 
Very good 1 54.5 8 10.2. 6 1.6 
Good 4 32.6 31 46.6 46 38.1 
Fair 0 0.0 30 26.2 92 37.7 
Poor 0 0.0 4 3.6 26 14.1 
Missing .2 11.2 .3 6.6 12 6.0 

Doctof·raled over'all h"",Jlh 
Excellent lO.3 2. U. 4 1.8 
Very gooo 4 14.7 8 S.l 21 I2.9 
Good .3 75.0 46 64.6 112 62.6 
Fair 0 0.0 21 27.1 43 2004 
POOf 0 0.0 0 0.0 1 03 
Missing 0 0.0 2. 1.7 6 2.1 

Doclor-rated ph!l5ic.a1 disordtr 
Completely healthy t 1.8 4 3.3 7 5.3 
Subclinical illness 2. 20.S 19 223 44 M.I 
Mildly ill 5 77.7 31 44.9 93 5J .1 
Moderately ill 0 0.0 23 26.8 35 16.7 
Severely ill 0 0.0 0 0.0 0 0.0 
Missing 0 0.0 2. l.2 8 2.9 



Dodor·ralw psychoiogirlJl di~ord" 
Comp!etely no"".1 2 11..2 6 43 14 5.9 
Subclinical disturbance 3 66..5 2.J 36,3 37 16,8 

Mild case 2 12,1 31 45,9 73 49.3 
Mode.ra~e case 0 0,0 14 9,6 42- 21,1 

~ve~ case 0 o,n 1.4 10 2,9 

Missing 10.3 25 II 3,9 

All patients /I 100,0 79 100,0 167 100,0 

• Among C'O~rlv<' aU<nden of Ihc he.alth """ <""hc. 
See EO<l\rwle to T.>bk 7 (or aoS<ripHon of 'Currenl diaS"<>slic <latm'. 
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most freguenl diagnoses were current depression (29.5%), generalized anxiety 
disorder (18.7%), somatization disorder (17.7%). neurasthenia (10.5%), and alcohol 
dependence or hannful use (12.5%) (Table 3), This is consistent with values 
reported by o ther studies conducted in Chile (Uribe tf al .. 1992; Lewis et al., 1992), 

Depression was the most commonly found diagnosis (Z9.5%), seen more 
frequently among women. Generalized anxiety, affecting 18.7% of the overall 
sample, was also more prevalent among women, but not as common among the 
younger population. Neurasthenia was also higher among women than men. but 
there was no difference between age groups. Alcoholism was higher among males 
i'lnd highest in the younger age groups (Tables 4 and 5). 

The overall prevalence of problem drinking in our sample is at the lower end of 
findings for the general population in Chile, and defi nitely below what surveys in 
ambulatory clinical populations have found (30-60%). 

The high prevalence rate of psychological disorders can perhaps be partially 
explained by the fad that a large number of patients aHending clinics had chronic 
illnesses. Patients with long-tenn psychological problems may also prefer going to 
the clinic where they are already well known. The sociodemographic composition 
of our sample may also contribute to the high rates we found. Mature, 
unemployed women are over-represented in our clinic;. However, a higher than 
expeded prevalence of psychological disorders among men was found. and 
depression was especially high among young people in this sample. This might be 
linked 10 difficult living conditions in a predominantly low-income and poorly 
educated community. 

General physicians were in concordance with the research instrument for 
having a well-defined ICO-I 0 disorder in 123 (74.1%) cases. As Table 6 shows fOf 
the individual diagnoses the concordance is highest for hannful use of alcohol 
(83.3%). 

The high physician recognition rate is in part due to the fact that the doctors in 
these clinics lend to be well acquainted with their patients, making it easier for 
them to detect any emotional disorder that might be present. Additionally, in East 
Metropolitan Santiago a mental health programme reaching out into the 
community and educating patients to expect to receive help with emotional 
problems has been in existence for about IS years. Furthennore, Chilean medical 
schools have had a long-term interest in alcoholism and other psychosocial 
conditions which is refleded in the education medical students receive. 

Table 7 shows that wi~h respec~ to disability ranked by ~he in~erviewer on the 
Social Disability Scale (50S). 21.9% of cases were without di.sability, 44.9'Yo had 
mild disability, 23.7% had moderate disability and 3.6% had severe disabili ty. The 
corresponding percentages based on patients' self-rated disability were 42.3%, 
21.5%,21 .5% and 12.4%, respectively. It appears that mild disability tends to be 
under-reported by patients, while severe impairment is over-reported. The degree 
of disabili ty rated by interviewers was highest for patients with well-defined 
ICO-l 0 diagnoses, of whom 32.6% were ranked as having moderate to severe 



Tabla 3. Prevalence of current ICO-10 psychological disorders 

SA.NTIAGO 

Patients 
lC~-tO inlerviewed 
diagnoileS IN) 

Alcohol F10.2 12 
Harmful use of alconol FlO.l 6 
Current FJ2/J3 117 
Dysthymia FJ4 20 

Agoraphobia HO.D 2J 
Panic disorder F41.0 3 
Generalized F41.1 73 
Somatization F45.0 41 
H ypochondrlasis F45.2 14 

Neurasthenia F4t1.0 56 
One Of more mental disorders 

(from the above) 187 
Two Of more mental disorders 

(hom ~he above) 108 
All 174 

01 the health care amt'e. 
shows the owr<illirequeru:y amongst the disorders mentioned above. 

disorders' shows co-morbidity ratios dI110ngst the disorders rneotioned above. 

Patients 
inrerviewed 

(%) 

4.4 

2.2 
41,7 
73 
6.4 
1.1 

16.6 
15.0 

5.1 
20.'1 

68..2 

39.4 
100.0 

Estimated 
prevalence' 

(%) 

2.S 
10.0 
29.5 

.4.2 
3.9 
0.6 

IS.7 
17.7 

3.8 
10.5 

53.5 

33.3 
100.0 



Table 4. Prevalence of curren! ICO-1O psychological disorders by sel( 

SANTIAGO 

Males 

Patients Patienls E~timated 
interviewed inlerviewed prevelence' 

(N) ('Yo) ('Yo) 

Alcohol dependence FI0.2 6 15.8 5.6 
Harmful use of alcohol FIO.1 4 10.5 .33.11 
Current depression F32/33 12 31.6 11.1 
Dysthymia F34 4 ]0.5 4.7 
Agoraphobia F40.0 2 5.3 1.6 
Panic disorder F4LO 0 0.0 0.0 
Generalized anxiety disorder F41.] 10 26.3 11.0 
Somatiution disorder F4S.0 4 10.5 33.8 
Neurasthenia F48.o 7 18.'1 6.4. 
One or more mental disorders 

(from the above) 25 65.8 54.6 
Two or more mental disorders 

(from the above) 19 500 48.9 
All patien t s 38 100.0 100.0 

'Among ""nsewtive aUenJe'li of 'he health care centre. 
'One or mOre mental cL.sorders' shows the overall frequency amongst the di,orders mentioned above. 
'Two or more mental dis<>rd"",' ,hows c<>-morbidity ratios amongst lhe dioo,der< menhoned above. 

Patients 
interviewed 

(N) 

6 
1 

105 
16 
21 

J 
63 
37 
49 

161 

89 
136 

Females 

Patients Estimated 
interviewed prevalence' 

(%) (%) 

2.5 12 
0.8 0.4 

44.5 36.8 
6.S 4.0 
8.9 4.8 
1..3 0.1\ 

26.7 21.8 
15.7 11.2 
20.S 12.[ 

68.6 53.0 

37.7 27.0 
100.0 100.0 



Table 5. Prevalence of current ICD-10 psychological disorders by age group 

SANTIAGO 

Age 

15-24 25-44 45-65 

lCD-to Patients Patients Estimated Patients Patients Estimated Patients Patients Estimated 
diagnoses seen (N) seen (%) per cent' seen (N) seen (%) per cent" seen (N) seen (%) per cent' 

Alcohol dependence FlO.2 .2 6.3 3.0 5 S.3 2.6 5 3.4 2.3 

Harmful use of alcohol HO.1 3.1 2.4 1.1 25.7 4 2.7 1.7 
Curren I depression F32133 20 62.5 60.9 45 47.4 21.\.4 52 35.4 24.8 
Dysthymia F34 2 6,3 4.5 6 6.3 3.2 12 8.2 4.8 

Agoraphobia HO.O 5 15.6 10.5 12 12.6 5.4 6 4.1 2.0 
P arne disorder F4LO 0 0.0 0.0 1 1.1 0.8 2 1.4 0.5 
Generalized anxiety disorder F41.1 5 15.6 11.9 23 24.2 13.8 45 30.6 12.S 
Somatizahon dis.order F4S.0 J 9.4 4.5 17 17.9 343 21 143 9.S 
Neuraslhenia F48.0 11 34.4 22.9 20 21.1 113 2S ]7.0 7.9 
One or more mental disorders 

(from the above) 25 7iU 69.3 68 71.6 65.2 94 63.9 43.6 
Two or more mental disorders 

(from the above) 16 50.0 36.3 41 43.2 48.0 51 34.7 23.9 

All patients 32 }OO.O 100.0 95 100.0 100.0 147 100.0 100.0 

• Among consecutive attendees of the health .;are centre. 
'One or mOT!? ment.l di«Jfder<' <how< the over"n ~u<'flcy aITlo"S,t the di«lrd.rs m<'rltiol'led .bov", 
Two or mom ffi€flt.l dts"n:!e",' shows co-morbidity rnlio< amol'lgst the disorders menlion..d above. 



Table 6. CurrenllCO-l0 disorders and their I'At'''t'I:nlr.nl'l by 

SANTIAGO 

A1oobol dependence 
Harmful use of alcohol 
Current depression 
Dysthymia 
Agoraphobia 
Panic disorder 
Generalized anxiety disorder 
Somatization disorder 
Hypochrondriasts 
Neurasthenia 
One or more mental disorders 

(from the above. except alcohol) 
Two or more mental disorders 

({rom Ihe above. except alcoholl 
All patients 

(whether TCD·l0 cases or not) 

ICO-IO 

FlO.:!. 
FIO.l 
F31/J3 
F34 
F40.0 
F41.0 
tn.l 
F45.0 
t4's.1 
F48,0 

a Among H>o<e Interviewed who hAve OOrTesp<:>ndins lCD-tO <lIilJgtlCISIS. 

b Among coruewlive alier.ieni who have (OfJ'(sP<:>n<lJng 
'One or more mental disorders' shows the oV(TaU frequency 
'Two or more mental disorders' shows co-morbidity ranD! 

ICD·IO C3se1J 

Number 
interviewed 

fiJI 

12. 
6 

117 
20 
23 

.3 
73 
.u 
14 
56 

t83 

101 

274 

physicians as a psychological case 

Cases recogniZ«l by physician 

Number Patients estimated 
interviewed inlerviewed" proporlionb 

(N) (%) {%} 

9 75.0 67.] 
5 83.3 97.6 

60 6M 74.0 
14 70.0 65,$ 
13 565 53.7 

.3 100.0 100.0 
47 64.4 6l.4 
31 75.6 88.6 
10 71.4 81.1. 
42 75.0 7,U 

123 67.2 74.1 

70 69.3 70.4 

173 63.1 58.5 



Table 7. Disability in the study samples by current diagnostic status 

SANTIAGO 

Current diagnostic status 

Fewer than two Suhthreshold ICD-lO AU 

Patients Estimated Patients Estimated Patients Estimated Patients EstiJrulted 
inte,rviewed interviewed prevalence" interviewed interviewed 

(N) (%) (N) (0/0) (N) (%) (N) (0/0) 

In/eroiewer-rnled di.u;~iIi/y 
None 5 87,0 28 38,7 27 31.S 60 42.7 
Some I !D.J J3 43.6 89 40.2 123 36.4 
Moderate 0 0.0 14 14.8 51 20.7 65 15.6 
Severe 0 0.0 0 0.0 10 3.0 10 !.6 

Missing .2 2.7 4 2.8 10 4.5 16 3.7 

Self-rated di;J<lbjlily 
None 7 99.1 47 78.6 62 46.1 116 64.5 
Some 0 0.0 20 14.0 39 20.3 59 15.1 

Moderate I) 0.0 9 5,7 50 17.4 59 110 
Severe 0 O,{) 2 1,2 32 14.3 34 8.0 
Missing 0.9 J 0.5 4 1.9 6 1.3 

187 100,(1 ],74 100.0 

dy:slhyml.> H4, agoraphobia F4<:),l), panIC F4LO, GAD f4 I.!. somalizalion 



Table II. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suffering trom a 
psychological disorder 

SANTIAGO 

Current Anxiety di$orders Somaloforrn disorde,." 
F321.B/34 F40/41 F4S.0/4S.1148.Q All c.J5i?S 

P.dicnls P"oenl;!; Patienls r.diC'nh 
interviewed Eshmated Interviewed Estimated inrerviewed Estimaled intervi,~wed Estimated 

IN) perctlllage' (N) (M percent~ge" IN) 

50 58.8 ~ I 66.1 30 48.4 103 59.5 
.34 40.0 34 54.1.\ 24 38.7 83 4&.0 
1fi 18.8 11 I7.1 7 11.3 26 15.0 

U 0 0.0 1.6 I 06 
14 16.5 10 16.1 8 12.9 24 0.9 

4 4.7 5 8.1 J !I.e 10 5.3 
52 61.2. 31 50.0 19 46.8 90 52.0 
33 38.8 10 32.3 17 27.4 60 34.7 

4 4.1 .3 4.8 2. .\.2 6 3.5 
II 14.7 13 21.0 12 19.4 34 19.7 
10 IU -4 6.5 6 9.7 17 9.11 
6 7. J .3 4.8 4 6.5 8 4.6 

2.l 1.4.7 15 2U 24 311.7 48 17.7 
85 100.0 62 100.0 62- 100.0 173 lOOO 

'Among .11 tecognizt'd QlS<5 of Ih. di,ord"r(sl. 
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disability, while 16.1% of patients without a well-defined diagnosis had moderate 
to severe disabilil"y. Of patients with a psychological d isorder, 44% rated 
themselves as having moderate to severe disabil ity, compared with 12.6% of 
patients without a psychological disorder crable 7). 

COMMONLY PRESCRIBED TREATMENTS 

In about Mo-thirds of the cases a psychopharmacological or psychotherapeutic 
treatment was prescribed. Among those receiving drug treatments, the most 
commonly prescribed agents were sedatives (48.0%) and antidepressants (15.0%). 
An antipsychotic was prescribed in only one case. Physicians also prescribed 
vitamins or analgesics in 13.9% of the cases. 

In 34.7% of the cases, the general physician offered some variety of 
psychotherapy or 'talking cure'. Of the cases that received psychotherapy, 33 were 
diag nosed by ODI-PHC as having depressions and 10 were diagnosed as having 
anxietydisorden. Only 34 (19.7%) ofcascs were referred to a psychiatric uni t or to 
another health professional (fable 8). 
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Results from the Seattle Centre 
G. SIMON AND M. VON KORFF 
Center for Health Studies, Group Health Cooperative of Puget Sound. Seattle, USA 

PREVIOUS WORK IN THE USA 

Prior studies in a number of US primary care clinics have demonstrated high rates 
of psychiatric morbidity. Surveys using structured diagnostic interviews find that 
up to 20% of primary care patients suffer from a current anxiety, depressive or 
substance use disorder (Barrelt d al., 1988; Von Korff eI al., 1987; Nielsen and 
Williams, 1980; Schulberg eI al., 1985; Kessler e/ al., 1985). As many as half of cases 
may not be recognized by the primary care physician (Von Korff et al., 1987; 
Gerber et a/., 1989; Nielsen and Williams, 1980; Jones e/ al., 1987). Given the 
morbidity and disability associated with psychiatTic disorders (Wells cI al.. 1989; 
Broadhead e/ a/., 1990) psychological disorders seen in general health care are a 
major source of preventable suffering. 

Less is known about the management and outcome of psychological disorders 
in primary care. Earlier studies suggest low intensity of treatment (Magruder-Habib 
d aI., 1989; Katon and Schulberg, 1992) and signincant chronicity (Hankin and 
Locke, 1982; Schulberg et a/., 1987) but sample sizes in such studies are Iypically 
small. 

THE SEITING 

Group Health Cooperative of Puget Sound (GHCPS) is a staff model health 
maintenance organization, a health system which integrates the function of health 
insurance and health care delivery. This system serves an enrolled population of 
approximately 385000 in the Seattle. Washington area. GHCPS provides 
comprehensive health care including inpatient and outpatient services and 
prescribed medications. GHCP$ facilities include two hospitals, 29 primary care 
clinics and five specialty clinics. At the time of this study, mosl US physicians 

Mtt1I~1 fl1>us> in GmtmI Hulil" C~'" An intfrnn/ioMi SII.dy. EditNl by T.B. O,tun and N. s"rtor;u, 
CI 1995 by Jolm Wiley &r. Sons Ltd 
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practised under a fee-for-service arrangement. By contrast, GHCPS provides care 
on a prepaid or capitation basis in which physicians are salaried employees of the 
health plan. Unlike fee-for-service arrangements in which patients have free access 
to medical specialists, GHCPS patients must first receive a referral from primary 
care. CHepS enrollees typically receive GHCPS health care coverage as a benefit 
of employment or through government programmes providing health care to the 
poor (Medicaid) or elderly (Medicare), 

Seattle is an urban area with a well-educated middle-class population. In the last 
40 years the area has undergone a period of rapid population increase. Enrollees in 
CHepS are fairly representative of Seattle area residents. Although they have 
slightly higher educational attainment than the SeaHle population they arc quite 
similar to it in age, gender, racial/ ethnic composition and marital status. CHepS 
enrollees have similar median income, but there is less representation of both 
extremes of income distribution compared with the population of Seattle. Notable 
differences between the C Heps population and the US population. such as fewer 
blacks and a higher educational level, reflect the characteristics of Seattle area 
residents. 

CHCPS's heal th care system is organized around primary care with each of 
GHCPS's360 primary care physicians serving a defined list of approximately 1600 
patients (fewer for part-time physicians). Each CHepS enrollee selects a personal 
physician upon joining the system. Over 95% of physicians providing primary 
care to adults are trained in family practice and most of the remainder are trained in 
internal medicine. Over 90% are certified by appropriate US specialty boards. A 
typical practice day might include one hour of caring for hospital patients followed 
by 15-20 outpatient visits. GHCPS's clinical programmes and continuing 
education classes emphasize prevention and health promotion . C Heps physicians 
are typically young, highly motivated and interested in the management of 
psychological problems. 

Speciality mental health care is provided in CHepS's own mental health clinics 
staffed by psychiatrists, psychologists, nurses and social workers. Patients may 
self-refer to mental health or substance abuse care or may be referred to it by 
primary care physicians. Waiting times for a fi rst appointment of a mental health 
service are Iypically less than two weeks. Most CHCPS coverage plans include no 
charge for mental health visits, but longer-term or more intensive treatment (i.e .. 
over 10 visits per year) is quite limited. Cost of inpatient psychiatric care is 
typically covered by CHCPS and provided at various local psychiatric hospitals. 

Adult CHCPS enrollees make an average of approximately 4.5 outpatient 
contacts with health care per year, including approximately 3.5 visits to primary 
care physicians. CHCPS patients are encouraged to make regular preventive visits 
which include screening for common chronic illnesses (hypertension, cancer) and 
discussion of health issues such as smoking. exercise and diet. Most contacts with 
care are scheduled in advance. Appointments are available immediately for urgent 
problems and within one to two weeks for routine problems. A patient typ ically 
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Figure 1. Patient waiting area at the Capi tol Hill Fam ily Health Center 

receives Cilre from his or her personal physician. but may see another d inic 
physician for urgent reasons. After-hours care is available through emergency 
wards at CHepS's hospitals. but patients arc encouraged to seek care in the 
primary care clinic. Most patients can reach the practice within 15 minutes' travel 
from home or from work and usually travel to the clinic by private car. Special 
transportation services are usually available for the elderly or disabled. Most 
C Heps coverage plans include a copayment of US$S for each outpatient visit. 

Each CHepS primary care dinic is staffed by 6-20 physicians caring for 
10000-30000 patients. Clinic buildings arc modem. comfortable. and include 
on-site pharmacy and laboratory services. Patients arriving for an office visit first 
report to a central desk to register. They then wail in a central waiting area until 
called by the medical assistant. Waiting rooms are relatively uncrowded and 
furni shed with magazines. health promotion literature and (in some c.lscs) 
television. After 5-15 minutes patients are escorted to an examination room by a 
medical assistant who enquires about the reason for visit and measures pulse. 
blood pressure and temperature. Patients then wait in the examination room 
another 5- 15 minutes for ~he arrival of the physician. If a more extensive physical 
examination is expected, patients may disrobe and wait In a hospital gown. A 
typical visit with the physician may last for 10 minutes and include a brief 
discussion of Ihe presenting problem and a focused physical eX<lm ination. 
Medication is prescribed at most visits, and a significant minority of visi ts include 
laboratory or diagnostic testing. After leaving the examination room. patients 
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Flgur. 2. Typical 8K1mination room with nurse measuring vital signs and enquir ing 
about reason for visit 

schedule a retum visit with the physician's receptionist and obtain their 
medicaments or complete needed laboratory tests before leaving the clinic 
building. The lotal time spent in the clinic for an uncomplicated primary care visit 
is t-ypically less than one hour. 

Study subjects were enroUed from three primary care centres serving various 
regions of urban and suburban Seatt le. Study clinics were selected to represent the 
range of income and education in GHCPS's Seattle area population The study 
clinics serve an enrolled population of approximately 47000 patients including 
31000 aged 18--65. Of those enrolled at these clinics, 53% are female and most are 
betw~n 30 and 50 years of age. The medical staff of all three clinics includes 
approximately 50 full- and part-time physicians, all of whom participated in the 
study. 

FIELDWORK 

The research team included six interviewers who conducted the interviews, a 
study coordinat'or who carried out the screening and organized the interview 
scheduling. and a psychiatrist (GS.) who reviewed and scored completed interviews. 

Screening began in June 1991 and ended in February 1992, with enrolment in 
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each of the three clinics lasting for two to three months. A research assistant 
approached consecutive patients waiting for appointments with primary care 
physicians. Eligible patients were asked to participate in a study of 'phYSical and 
emotional symptoms which commonly affect patients in general medical clinics'. 
Consenting patients completed the 12-item version of the General Health 
Q uestionnaire (GHQ-12) in the clinic waiting area. Patients who were called to see 
the physician prior to completing the GHQ-12 were excluded from the sample. 
Screened patients were selected for second-stage interview according to GHQ-1 2 
score: 100% of those with scores of 5 or more, 35% of those with scores of 3 or 4, 
and 10% of those with scores of 2 or less. Those selected were asked to participate 
in an intelView about 'physical and emotional symptoms, your overall level of 
health, and your use of medical care'. Patients who had completed the GHQ-12 but 
were called to see the physician prior to being approached for intelView were also 
excluded. 

Of the 21 10 patients who were approached and elig ible for the application of 
the GHQ-12 screener, 1962 (93.0%) completed the screening procedures. Only 
148 patients refused to take part. Of the 608 patients who were eligible for the 
second-stage interview, 373 (61.3%) completed the intelView. Of the second- stage 
intelViews not completed, 155 (25.2%) patients refused the interview and 87 
(14.1%) patients did not keep their scheduled appointments (see Table 2, page 36). 
Lack of time was the primary reason given for refusal or failure to keep interview 
appointments. Compared to those completing the interview, the non-completers 
were slightly younger but did not differ in gender or screening GHQ-12 score. 
Review of GHCPS's computerized records showed that completers and 
non-completers did not differ in likelihood of using mental health services or 
receiving a prescription for psychotropic medication in the three months following 
screening (Table 1). 

Patients seleded for interview were offered options of completing the interview 
following that day's clinic visit, scheduling an appointment to return to the clinic, 
or scheduling a home visit. Most interviews were completed at the patients' homes 
within seven days of screening. 

SOCIODEMOGRAPHIC CHARACTERISTICS 

Table 2 shows the demographic charaderistics of the study sample in comparison 
with general GHCPS enrollees, the Seattle afea population and the US population. 
Over two-thirds of patients in the sample were female, reflecting the greater use of 
primary health care selVices by women between ages 18 and 65. Approximately 
60% were between ages 18 and 44. This age distribution parallels that of the 
GHCPS population (allowing for the exclusion of those over 65). Educational 
attainment was guite high, with over 75% of subjeds having completed some 
college. This educational level is markedly higher than that of the area population, 
but only moderately higher than average for GHCPS enrollees. Approximately 



Tabla 1. Comparison of :;UI"ltJGI.I:I completing 

Completer.; 

score (mean) 
Mental heaUh service users 
Receiving a ... lidp·nn-s.<ants 

on /-lesf for age and GHQ.12 so:rre. d;i-s'luilJe for "U other vmable,;, 
three moolh, follOWing SC(eef1illg. 

(N = J7.1) 

38.9 
69 

5.15 
12.7 
19.0 

7.9 

inlerview with non~mplete[s 

Non-completers 
(N = 242) p-value" 

37.1 0.025 
6S 0.2.3 

5.15 0.93 
10.2 0.36 
IS.1 0.78 
ILl 0.20 
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50% of subjects were currently married, a rate moderately lower than that for all 
GHCPS enrollees but similar to that for area residents. Nearly 90'% of subjects 
were currently employed, with most working full time (see Table 3, page 37). 

HEALTH CHARACTERISTICS 

Table 3 displays data on reasons fo r visiting the primary care clinic as reported. 
during the second-stage interview. The largest category (unspecified) accounted 
for over half of the visits and includes both non-specific symptoms and visits made 
for periodic or screening examinations. Various pain symptoms accounted for 
approximately one in five visits. Care of established physical condiHons such as 
hypertension and diabetes accounted fo r only one in fi ve office visits in the study 
sample. Overt psychological symptoms such as menial stress, depression and 
anxiety were not usually given as the primary reason fo r visiting the clinic. 

In summary, patients participating in the study were fairly representative of 
patients attending GHCPS primary care clinics: mostly middle-aged women who 
were currently employed and had completed some college education. Non-specific 
symptoms, pain complaints and routine examinations accounted for the bulk of 
clinic visits. 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

Table 4 displays data on the prevalence of ICD-IO psychological disorders 
assessed during the second-stage interview. When data from the second-stage 
interview were used 10 estimate the frequency of disorders among consecutive 
primary care patients (the screened sample), alcohol use disorders, depressive 
disorders and somatofonn disorders all had a prevalence of 5- 10%. Approximately 
one in four primary care patient s suffered from at least one current psychological 
disorder. Prevalence for anxiety and depressive disorders were similar to those 
from earlier studies in US primary care clinics that used similar methods. Tables 5 
and 6 show the prevalentts by sex and age respectively. 

Although previous studies have reported prevalence rates based on Diagnostic 
and Stalislical Manual (DSM) or Research Diagnostic Criteria (ROO diagnoses, 
most have found current major depression in 6-10% of patients and other anxiety 
or depressive disorders in approximately 5% (Barrett et at 1988; Von Korff el a/., 
1987; Nielson and Williams, 1980; Schulberg et al., 1985; Kessler tl a/., 1985 ). 

Table 7 displays data on primary care physicians' recognition of psychological 
disorders detected by the second-stage evaluation. Overal l. physicians recognized 
approximately half of patients with lCD-to psychological disorders as 'cases' of 
psychological illness. Among primary care patients with anxiety or depressive 
disorders, approximately 60% wefe ident ified by the treating physician . This 
recognition rate agrees with earl ier US studies which identified cases using 



Table 2.. Demographic characterisllcs 01 study sample, group heelth cooperative enrollees and gel'\&ral population 

Screened Interviewed GHeps Seattle United 
sample sample mem~flI area States 

(%) (%) (%) (%) (%) 

Age 
18-44 69 70 61 61 57 
45-65 31 30 26 26 27 
>65 N/A 13 13 16 

Male (%) 33 30 45 49 49 

RaCi! 
Cauusian 91 90 83 
Black J 4 12 
Asian/Pacinc " 4 2. 
Other 2. 2 3 

Y tIlrs of eauCiltiotl 
<12 2. 9 18 34 
12 9 24 35 35 
B-t5 25 33 23 16 
> 15 64 34 24 16 

Annual irICome 
<$15000 20 2J 24 
$15-25000 24 18 20 
$25-35000 23 19 19 
$35-50000 20 21 19 
>$50000 I3 19 18 



Marifal "lallAS 
Married 50 67 56 N/A 
Never married 30 17 27 N/A 
SeparatedJ di vorced 20 11 11 N/A 
Widowed 2 5 6 N/A 

'Data !lol avallable. 
GHCPS data based on a random sample of 113.3 enrollees surveyed in 1984; Seattle and US data based on 19U1 Cell$liS. Income ligures are corrected 
for inflalion between 1980 to 1984 and staled in 1986 dollars. 



TablEt 3. Most common reasons given lor visiting health care centre 

SEATTLE 

Current chagnostic ~l:Il;us 

Fewer than 
two symptoms Subthreshold lCD·lO All patiE'nts 

Patienrs Estimated Palil'l"Il's Estimated Patients Estimated PilHel\ts Estimated 
int.".viewed prevalence' interviewed Interviewed intE'rviewed 

(N) (%) (N) (Uk) (N) (%) (M ('lit) 

2 0.3 11 lJ 15 1.6 28 .32-
0.8 .3 0.4 4 0,3 8 1.6 

Pain t6 6.1 '\4 6.7 28 41 78 17.0 
Physical 12 5.9 41 10.1 2[ 4.6 74 20.6 
Ante/posl1131~l/lamily plan 5 I.S 5 1.8 0,] 11 3,4 
01 her 49 26.2 75 18.5 SO 9.5 174 54.3 

0 0.0 0 0.0 0 0.0 0 0.0 

k Among cOI1sc<ull V~ att enders of !he hcollh Colre cent reo 
Subthreshold: symptoms In at !.eas! two different area<. but not rnching level of diagnoS;s. 
[CD-I() di!lgnCl'5eso alcohol depoodmCt> FIO.l. hMmfUl """ of ..Jcohol F10.l, depre;.<ion F.l2l3J. dysthymi. FM • .>goraphobio F40.o. peru.:: F41.0, GAD F4l.l. SOt'lI.!U2.lUon 
disord .. r FH.O. hyp«hondri .... , !'4S.l iUld n""""thenia F4~.O. 



Table -4. Prevalence of curren! ICD-10 psychological disorders 

SEATILE 

Patil'f\!s Palienls EsHmated 
ICD-IO interviewed in tervi e ..... ed prevalence' 

(N) (%) (0/0) 

fUcohol dependence FIO.2 12 3,2, t.5 
HarmIYI use o( akohol FIO,l 29 7,6 8,6 
Currenl depression F32JJ3 61 164 6.3 
Dys!hymia fJ4 .3 0,8 03 
Agoraphobia F40.o 7 },9 13 
Panic disorder 1'41.0 n 2,9 L9 
Generalized anxiety aiSQl"der F,IL! IS 4,8 2,1 

Somafu..aHon disorder f4S,0 8 2,] 1.7 
Hypochondriasis F45,2 5 t.3 0.0 
NeurasllwruJ F41W 21 5,6 2,1 
One or mon: menial disnrdl'T'i 

(/rom the llbovc) 119 31.9 20,4 
Two or more menial disorders 

(from the above) 4L 11,0 4,6 
An pailel'lK 3H 100,0 100,0 

'Arnong consecutive 3tt~nder< of fhe health (;lre r""l~. 
"One or more menial disol'tk",' .how. In" ovenJl frequency lh;> disorders menlioned .bove 
[WI) or mort' mental alsorders' shows eo-morbidity !'alios the chsorders menHo,,<-a .bow, 



Table 5. Prevalence of currenllC0-10 psychological disorders by sex 

SEATILE 

Males 

Patients Patients Estimated 
JCD-10 interviewed interviewed pre valenee' 
diagnoses (N) (%) (%) 

IUcohol depeod~ FlO.2 6 5.3 2.5 
Harmful lise of alcohol FlO.1 11 9.7 8.4 
Current depression f32/33 19 16.8 6.0 
Dysthymia F34 2 1.8 0.5 
Agoraphobia F40.0 0 0.0 0.0 
Panic disorder F41.0 2 1.6 2.8 
Generalized anxiety disorder F41.l 9 8.0 3.7 
Somatization di$OTder F45.0 1 0.9 0.7 
Neurasthenia F48,O '1 6.1 2.3 
One or more mental disorders 

(from the above) 38 33.6 19.7 
Two or mme menial disorders 

(from the above) 16 14.2 6.0 
All palienls 113 100,0 100.0 

• Among coo.lealfive atlenders of the he,,11:h care centre, 
'One or more mental disorder:;' mows the overall frequency among.t the disorders mentioned above, 
,wo or more mental disorders' shows Co· morbidity ratios amongst the disorders m!'11t1oned above, 

Patients 
interviewed 

(N) 

6 
J8 
41 

1 
'J 
9 
9 
'J 

14 

81 

2S 
260 

Females 

Patients Estimated 
inlerviewed prevalence" 

("A,) (%) 

2.3 1.0 
6.9 8,7 

16.2 6.5 
0.'1 0.1 
1.7 1.9 
3.5 1.4 

3.5 1,4 

2.7 1.1 
5.4 2.0 

31.2 20,7 

9.6 3.9 
tollO 100.0 



Table 8. Prevalence of current ICD-lO psychological disorders by age group 

SEATILE 

Age 

15-24 2.5-44 15-65 

10)-10 Patienls Patients Estimated Pallents Patients Estimated Patients Patients Estimated 
pallents seen (N) seen (%) per cent" seen (N) seen (%) per cenl' ~n(N) seen (%) per eel'll" 

Alcohol dependence flO,} 1 29 0.9 ]0 4.4 2.1 1 0.9 0.7 
Harmful WE' of alcohol FlO,l 5 14..7 12.4 17 7,5 lOA 7 6..3 4.7 

Current depres.sion fJ2IJJ 8 23.5 7.5 J8 16,7 6...1 15 1.3.4 6.1 
Dyslhymia FJ4 1 2.9 1,0 0 0,0 0.0 2. 1.8 0.5 

Agoraphobia F40.0 0 0.0 0,0 <I 1.8 6.6 3 1..7 2..8 

Panic disorder F41.O 29 0,9 8 3.5 1.5 2 1.8 2..7 

Generali~ed anxidy disorder F41,1 1 2.9 0.9 10 4.'1 1.8 7 6.3 3.0 
SomatizaUon disorder F45,0 0 0.0 0.0 5 22 1.3 .3 1.7 2..8 

Neurasthenia F48.0 3 8.S 2,8 14 6.2 2.7 4 3.6 1.0 
One or more rnenlal disorders 

(from the above) 13 38..2 19.8 74 32.6 20.7 .12 28.6 19.9 
Two 0( mol<' menial diSOfders 

(from Ine above) 5 14.7 4.7 28 !2,J 5.3 8 7.1 3-J 

All pal ien ts 34 100.0 100.0 227 100.0 100.0 112 100.0 100.0 

• Among conK'runve anen-d.n of the lw.llh COrE' centre. 
'One or more mental diso.d"",' ,ho,,'s 1M overall £r..quoncy .monas! lh~ dis.order< m.enti,."....d .Mve. 
'WO 0< more mental disorders' sho"", r:o-morbldlly nboo ""'mng:sl tlw di!o,drn mcn\i<>ll«l above. 



Table 7. CurrenllCD-10 disorders and their recognition by treating physicians as a psychological case 

SEATTLE 

rCD-lO caSeS Cases 

Number Num~r 
ICO-IO intelViewed interv(ewed 

eM (N) 

AJcohol dependence FIO.2 12 6 
Harmlul u.se of alcohol FlO.1 29 4 

Current depression FJ2/JJ 61 40 
Dysthymia f34 3 J 
Agoraphobia HO.O 7 6 
Panic disorder F41.0 H 7 
Generalized anxiety disorder F41.1 18 10 
SomaHzation disorder F45.0 8 (> 

f4S.2 5 4 
Neufilsthenia F480 21 17 
One or more mental disorders 

(from the above, except alcohol) 91 56 
Two or more mental disorders 

(from the above, except alcahob 32 26 

All patients 
(whether ICD-l0 ca.ses or not) 373 115 

'Among lfiose interviewed who have oorrcspondil\g lCD-lO diagnosis. 
'Among consecutive "Hende", who have corresponding lCD-lO diagnosis. 
'One or more l1l€!1tal disord.",' shows the oVe')'aij amongst the disorders mentioned above, 
1" wo or more menial di,orde"i ,hows co-moroJdily amongst [he disorders menHoned above, 

by physician 

Patienl'ii Estimated 
interviewed" proportionb 

(%) (%) 

50.0 443 
J3.& 12.1 
65,6 56.7 

100.0 100.0 
85.7 93.5 
63.6 31,9 
55.6 46.6 
75.0 80.1 
80.0 85.9 
81.0 76.7 

oJ..5 56.9 

tiD iJ 0 

30,8 19.7 



Table 8. Disability In the study samples by current diagnostic status 

SEATTLE 

Current diagnostic status 

Fewer than two symptoms Subthreshold ICD-10 diagnosis All palieo Is 

Patienl-s Estimated Patients Estimated Patients Estimated Patient's Estimated 
interviewed prevalence' interviewed prevalence' interviewed prevalence" inlerviewed prevalence" 

(N) (%) (N) (%) (N) ('Yo) (N) ('Yo) 

l/lleroitwer-raied di.>abi!ity 
None 66 SO S9 62.5 42 52.1 197 69.3 
Some l.5 14.5 52 22.8 51 .H.7 HS 21.S 
Moderate 4 1.2 26 14.3 25 12.1\ 55 6.6 
Severe 0 0.0 2 0.4 1 0.4 3 0.3 
Missing 0 0.0 0 0.0 0 0.0 0 0.0 

Self-rated disabilily 
None 58 733 89 63.'1 49 50 196 65.1 
Some 12 12.4 311 18.8 16 10.6 66 14.5 
Moderate 14 14.0 22 9,7 28 21.6 64 13.9 
Severe 1 0,2 19 7.1. 26 16.7 46 6.3 
Mi55ing 0 0.0 0.6 0 0.0 1 0.2 

All patient,; 85 100.0 169 100,0 119 100.0 373 100.0 

'Among collserutive atlender< of the health c-a.re .oentre 
Sublh..."h,,)d, symptoms in at least Iwo different at""" but not reoching level of diagnosis. 
ICD-IO ruaSM""": alcohol de~ FIO.2. harmful use of alcohol F1o.1. depre;sion FJ2f33, dy,;J:hymia FJ4, agoraphobia f40.0, panic F41.O, GAD F41.1, somatization 
disorder F45.0. hypochondriasis f4.5,2 ond neillasthenia Hs.o, 



Table 9. Health characteristics 01 the study samples by current ICO-10 status 

SEA TILE 

Cum'nt diagnostic status 

Few.",. than Iwo symptOm1i Subthreshold ICD-IO 

Patients Estimated Palients blimaled Palim!1. Estimated 
InI<!'IVlewl!'d pr<!'valence' interviewed prevalence" Interviewed prevalence' 

(N) (%) IN) (%) IN) (%) 

Sel/.rllied overall hrallh 
ExceUenl 29 35,0 J2 21.3 ]2 IS, I 

Very good 36 42.2 66 40.8 35 30.0 
Co-od 1$ llA 58 30.6 45 .H.O 

Fair 2 0.4 II 6.9 19 13.0 
Poor 0 0.0 2 0.4 7 3.8 
Mi~ing 0 0.0 0 0.0 4.1 

DlxioNflftd ovtTilli ht.a../ln 
Excellenl 45 52J. 58 33.2 U 35.0 
Vcry good 23 25.3 61 39.2 32 16.6 
Good 14 l6.7 31 19.9 31 29.3 
F~ir l 5.8 H 6.2 16 l2.5 
Poor I) 0.0 .5 1.S 12- 6.5 

I) 0.0 0 0.0 0 0.0 

24 3JJ 32 15.9 16 19.8 
30 .32.8 61 4ld 42 JL7 
24 24..6 55 27.7 44 39.7 

7 9,1 18 9.4 15 8:7 
0 0.0 J 0.7 1.'1 0.0 
£) 0.0 0 0.0 0 0.0 



Dodor·rllled P>lIdI01o.J?icnI aisordt,. 
Completely nollTla! 62 76.8 62 49.4 36 43.7 
Subclinical disturbance 13 12.6 40 28.7 2..l 17.8 
Mild Cilse 5 S.O 20 7.5 15 21.7 
Moderate' c~se 4 3.4 25 n5 26 lJ.1 
Severe Cil sc 0 0.0 0.6 9 3.8 
Missing 2.1 1 0.2 D 0.0 

All patien b- 1.15 100.0 169 100.0 119 100.0 

"Among co~tive "Henders of the ne.uln care cenlre. 
See footnote 10 Tobie S for descriph<>n of 'Currenf diaS"nslic ,talus'. 
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structured diagnostic interviews (Von Korff rt al., 1987; Gerber et Il l., 1989; Nielsen 
and Williams, 1980; Schulberg tf aL 1985; Jones il ai" 1987). Physicians were less 
likely to recognize psychological disorder in patients with pain syndromes or 
harmful alcohol use. Some primary (are physidans, however, may not classify 
these conditions as 'psychological disorders' (fable 7). 

Interviewer ratings and patient self-ratings of disabil it y are displayed in Table B. 
Data for the entire sample (shown in the far right column) indicate thai moderate 
and severe levels of disability were uncommon. Level of disability, however, 
increased steadily with level of psychological morbidity. Approximately 45% of 
patients with ICD-IOpsychological disorders reported at least moderate disability, 
while 22% of them were rated by interviewers as at least moderately disabled in 
ocrupational function (Table 6). 

Table 9 displays data on health stat us as rated by patients and primary care 
physicians. Patients' perceptions of health status were dearly related to level of 
psychological morbidity. O ver 21% of those with ICO+IO disorders reported fair 
or poor health compared with less than 1% of those with no psychological 
disorder. Physician ratings showed a similar pattern of poorer overall health status 
among those with psychological disorders. Physicians' rating of physical health 
was also strongly rela ted 10 psychological disorder (Table 9). 

COMMONLY PRESCRIBEO TREATMENTS 

Table 10 shows the treatments commonly prescribed to primary care patients 
recognized as having a psychological disorder. Antidepressant medication was the 
most common drug treatment for both anxiety and depressive disorders. The low 
rates of sedative and hypnotic medication use compared to antidepressant use 
reflect a general change in prescribing among US primary care physicians over the 
last two decades. Physicians reported frequent use of counselling and discussion 
and treatment for psychological illness. Counselling or discussion with the primary 
care physician was employed more often than drug treatments IT able 10). 

CONCLUSIONS 

The Seattle centre examined the prevalence and management of common 
psychological disorders among primary care patients in a large health maintenance 
organization. Patients studied were typical of Group Health Cooperative: an 
employed, well-educated, middle-class populaHon. 

These findings reinforce the importance of psychological disorders in primary 
cilre practice. Prevalence for i1nxiety and depressive disorders (approximately 10% 
combined) were similar ~o those in previous US studies, indicating that 
psychological problems are among the most common chronic conditions seen in 
primary Cilre. In this primary care population, psychological disorders carried a 
signiBcant burden of suffering and d isability. 



Table 10. Commonly prescribed treatmenls: cases Ireating physicians as suffering from a 

SEATILE 

Somatoform disorders 
1=45,0/45,2/48,0 All recognized Cilres 

Patienls Patienls Patienls Patients 
in~erviewed E3timaled interviewed Eslimated inrerviewed Estimated interviewed E5timated 

(N) (N) (N) percentage' (N) percentage" 

Any type ot drug treatment 26 63.4 17 8LO J3 S4,2 57 49,6 

Sedatives 3 7,,3 2. 9,,5 r U 7 6,1 
Antidepressants 19 463 12 57.1 II 45,8 41 35.7 
Antipsychotic. .3 '3 .3 143 1 4,2 .3 2,6 

Vit,/tonic/analg,/herbal 2 4,9 .3 14.1 0 0.0 7 6.1 
Other drugs 4 9,8 1 4,8 4.2 8 7,0 

Any type of non-drug treatment 28 683 15 '71.4 20 83.3 85 73,9 
Discussion/counselJjng U) 48,8 11 52.4 15 62.5 69 60,0 
Pradical! social help 4 9,8 0 0,0 .3 12.5 16 l3.9 
Refer/mh proUnurse/carer i5 36,6 5 23.8 12 50.0 31 27,0 

Mort' physical tesls 0 0,0 4 19,0 1 4.2 16 13.9 
Other non-drug treatment 6 14,6 1 4,8 5 20.8 13 1l . .3 

No treatment prescribed <I 9.8 2. 9,5 .3 11.5 15 13.0 
All recogniu4 cases 41 1<)0,0 21 100.0 24 100.0 115 100,0 

• Among all recognized cases of the disordon{s). 
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Data on physician management of psychological disorders were encouraging. 
Physicians recognized approximately 60% of patients with well-defined anxiety or 
depressive disorders as 'cases' of psychological illness. Over one-third of patients 
with psychological disorders (and over one-half of those with depressive 
disorders) were prescribed antidepressant medication. Antidepressant medications 
were prescribed much more often than were sedative or anxiolytic drugs. 
Physicians reported providing counselling and/or advice to the vast majority of 
patients with psychological illness. Additional data collected following the 
diagnostic assessment (to be reported elsewhere) suggest that nearly half of 
patients not recognized in the index visit were recognized and treated during 
subsequent visits. We canno t assess the intensity of either psychological or 
pharmacological treatment provided by general practitioners from these data. 
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PREVIOUS WORK IN CHINA 

Although the practice of liaison-<onsultation psychiatry began in the early 19605, 
it was not until the 19705 that psychiatrists in China began to pay attention to the 
frequency of psychological problems in general hospital or primary care, Dr Xiong 
M.Z. (Xia Zeng Yi, 1990) was the first to measure the prevalence of various types 
of neurosis in general hospital outpatients. In 1984 she found that the prevalence 
of neurosis was 9.5% in the 138 county hospital outpatients whom she examined 
and diagnosed using local diagnostic criteria. In a similar study of 159 outpatients 
of a neighbourhood hospital. Zhou T.X. (Xi3 Zeng Vi, 1990) found a prevalence of 
neurosis of 11.4% in 1986. Analysing data on 572 patients with neurosis from the 
psychological counselling department of a university hospital in 1956, Zhao G.Y. 
(Xia Zeng Vi, 1990) found that neurasthenia was the most common d iagnosis 
(11.7%), followed by depreSSive neurosis (21.5%), general anxiety (21.3%), 
compulsive-obsessive disorder (14.PIo), phobia (14.5%), hypochondria (5 .8%) and 
hysteria (0.5'%). The two-stage case identification procedure was first used in China 
in a community study in the early 1980s, but there has been no research applying 
this new methodology to primary care populations and none assessing the 
relationship between common psychological problems and physical morbidity. 

ORGANIZATION OF MEDICAL CARE IN CHINA 

Health care services in China are organized and supported by the government. 
Patients have to pay a small portion of the health care cost. Medical care, most of 
which is hospital based, is provided by health care institutions at three levels. In 

Mtt1I~IIII_ j" Gmem/ I-W.llh CIl1"t: An Inhma/Wtwl Stwly. Edited by T.B. Ost<in and N. 5.uioriUJ 
0 1995 by John Wiley &. Son. Lid 
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Shanghai, the first-Icvel medical service facilities include neighbourhood hospitals 
and health care units in factories, enterprises and schools. The second-level health 
services are provided by district hospitals and the third by municipal and medical 
college or university hospitals. Although patients can go to any hospital at any 
level to sec a doctor free of charge, they usually first go to 31owcr-lcvcl hospital. If 
patients suffer from a morc severe or complicated condition they may be referred 
to a higher-level hospital. There are a variety of specialities in each hospital. 
including internal medicine, surgery, gynaeco[ogy, traditional Chinese medicine, 
emergency carc and others. The hospitals have outpatient (clinic or depart-ment) 
and inpatient units. The higher the level. the more specialized the hospital. 

Shanghai city is divided into 12 administrative districts. There is at least one 
district hospital and about 10 neighbourhood hospitals in each administra tive area 
and there are ahout 20 municipal and college or university hospitals and other 
specialized medical institutes sca ttered throughout the ci ty. 

Mental heal th services in Shanghai arc administered separately from other 
medical services and are provided through district psychiatric hospitals and the 
Shanghai mental health centre. which provides outpatient. inpatient and community 
services. Referral to mental health services is made either by a hospital doctor or by 
non-medical agents. 

Primary care is usuall y provided by outpatient clinics of hospitals al the Arst or 
second leveL Gent!ral practitioners or fam ily doctors are not common in China and 
the concept of primary care in China is somewhat different from Iha t in other part·s 
of Ihe world. 

THE SETTING 

The study in Shanghai was conducted in the outpatient dinics of H ilU Yang 
neighbourhood hospi tal (study site I) and Chang Ning district hospital (slud y sile 
2), both of which are located in the same administrative area of Chang Ning 
district. The district hospital covers a population of 600000 and the neighboumood 
hospital covers 20000. The area was chosen because it is of average economic and 
cultural development within the region. Its residenls belong to various social 
classes, and ease of access 10 health care is similar to that of other urban areas of the 
city. The outpatient cl inics of the hospitals which collaborated in Ihis study also 
represent various specialties. A full range of laboratory and medical support 
services are available in the dinics, such as bl ood, urine, stool and other body Auid 
examination, X-ray, diagnostic imaging and fun ction tests. There is also a 
dispensary. The number of visitors to the clinics is usual1y large and Iherefore only 
general internal medical outpatients were selected for study subjects. About 150 
patients visit the general internal medical di nic of si te 1 in a typical working day 
and about 450 visi t site 2. $even physicians participated in the shldy: two from site 
1 and five from site 2. 
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Figure 1. Waiting area for patients 

Figure 2. Doctor/patient interview in consultation room 
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In the study sites, the general intemal medical departments collaborate regularly 
with Ihe other speciality departments in the clinic or hospital. On arrival at the 
dinic, patients report to a receptionist and are registered . They arc then seen by a 
medical assistant (usually a nurse), who decides which speciality department the 
patient should go 10. At the intemal medical department, patients may have to 
wait from several minutes to half an hour or somebmes even longer in the waiting 
room unbl physicians are free to see them. Most patients li ve within a few miles of 
the clinic but some live in distant areas requiring a one- or two-hour journey. 
Palients usually ride a bicycle, take a bus, or walk to Ihe clinic. Physicians spend an 
average of 10 minutes with patien ts taking disease history, performing physical 
examination and prescribing medication. 

Patients may be sent to special departments for laboratory tests or other 
procedures and then come back to the physician who ordered the procedure for 
diagnosis and treatment. If their condition reqUires it, patients may be transferred 
to the inpatient unit or referred to another hospital. The community from which 
the patients come to the hospital is heterogeneous. composed of various 
identifiable population subgroups such as factory workers, salesmen. local 
government officials, and faculty and staff of several middle schools, high schools 
and institutes. 

FIELDWORK 

The research team consisted of six psychiatrists who conducted the interviews, 
and four nurses who sampled patients and administered the screening. The intake 
phase took place over nve months beginning in April 1991 and follow-up 
interviews were completed at three months and one year later. A research assistant 
was present at the intemal department check-in desk and registered patients in 
sequence as they arrived and then sampled them (one out of 15 at site 2, and one 
out of five at site 1) at random to complete the 12-item General Health 
Questionnaire (GHQ· 12) screener. O f the 1873 patients who were sampled from 
consecutive aHendel1i for screening, 200 did not complete it; seven refused, ]0 
were too ill 25 had no fixed address, 123 were making a repeat visit. 24 were 
making non-medical visits, and 18 had problems in communicating. Of those 
approached and who were eligible. 1673 (99.6%) completed the screening 
procedure (see Table 2, page 36). All patients with a GHQ-ll score of 4 or greater 
and a sample of those with scores 0-1 and 2- 3 were approached for a diagnostic 
interview immediately after completion of the physician visit. A few patients 
completed the interview within one week after their visit because of lime pressure 
or other reason. The screening and second-stage interviews (551) were administered 
in a separate room. There were 583 patients eligible for the 551 of whom 576 
(98.8%) fin ished the interview. Two refused the interview and nve had severe 
physical diseases or other reasons for non-completion. 
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The Shanghai sample had a female preponderance with a skew towards older age 
and generally having lower education levels. More than half were employed (see 
Table 3, page 37). A typical patient in the Shanghai sample would have been a 
married middle-aged female with one child. 

HEALTH CHARACTERISTICS 

Various physical symptoms and pain were the most frequently reported reasons 
for visiting general health care settings (80%). Only very few patients contacted 
their physicians for psychological problems (0.2%) (fable n 

Table 2 shows the health characteristics of the study sample by current ICD-10 
diagnostic status. Most of the study subjects without psychological problems 
rated their health as fair (54.2%). Patients with psychological d isorders tended to 
see their health status as worse, with a substantial proportion (55.9%) of them 
rating their health as being poor. Similarly, 25.1% of subjects with subthreshold 
psychological problems rated their health as being poor. 

As many as 64.4% of subjects free of psychological problems were rated by 
physicians as suffering from physical illnesses of varying degrees of severity 
(subclinical illness 24.9%, mild illness 32.1%. moderate illness 6.4% and severe 
illness 1.0%). Similar ratings were made in the subthreshold and ICD-IO diagnosis 
groups. Only a small proportion of these patients were rated by dodors as having 
a psychological disorder (Table 2). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

Table 3 gives the prevalence of current ICD-lO psychological disorders in the 
Shanghai sample. The overall prevalence was 9.8%. The estimated rale of currenl 
depreSSion was the highest (4.0%), followed by generalized anxiety disorder 
(1.9%), neuras~henia (2.0%). hallTlful use of alcohol (1.6%). somatization disorder 
(1.5%). alcohol dependence (1.1%), dysthymia (0.60/,,), panic disorder (0.2%) and 
agoraphobia (0.1%). The prevalence of these disorders by sex and age is shown in 
Tables 4 and 5 respedively. 

The rates of concordance between treating physicians and the research 
in strumen~ are given in Table 6. Of patients with current lC~-to disorders. 15.9% 
were recognized by physicians as having a psychological disorder. The ra ~es of 
detection of individual diagnoses ranged from 44.4% for alcohol dependence, 
27.3% for somatization disorder. 26.4% for current depression, 23.3% for 
neurasthenia, 16% for generalized anxiety disorder, 14.3% for dysthymia and 9.1% 
for hannful use of alcohol. 



Table 1. Mosl common reasons given for visiting health care centre 

SHANGHAI 

Current sblus 

Fewer lhan 
two symptom' Subthreshold 

Patienls Estimated PaHenl5 Estimated 
inl~rviewed prevalenC>" interviewed 

WI (%) <M (%) 

0 0.0 2. 0.1 
20 6.S 42 4.1 

Pain 44 11.1 90 12.9 
96 ,Ui.J 142 11.1 

0 0.0 0 0.0 
Other 11 J.7 19 l.5 

0 0.0 0 0.0 

cot1lSi'lutl'le aUend~rs of Ihe health Cill";:' centre, 
al le.1.S.l two dift"ent , .... ..,.. ~ut not reaching 1<!'1el 01 ='=GMil', 

d.'"t><TI,:\en,C<! F 10.1. harmful US< of alrohol flO 1. dcp,,,,,sion 
hYI>Od!\ohdri"si$ ..... d n('Ur:lS!hen", f~8.0. 

ICD·IO 

Palients Estimated 
interviewed 

(N) (%) 

1 0.1 
2.2 L8 
34 2.2 
14 5,5 

0 0,0 

J 0,2 

0 0,0 

All palienh 

Patients Estimated 
llltervicwed prevalence" 

(N) (%) 

.3 0.2 
84 1.U 

168 26,2 
262 52.9 

0 0.0 
..19 7.4 

0 01) 
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Of patients without psychological disorders 26% were rated by interviewers as 
having disability ranging from mild to severe. In contrast, 47% of those with 
subthreshold psychological problems and 85 .2% of those with any ICD-IOcurrent 
psychological disorders were rated by interviewers as having disability, most of 
whom were classified as having mild or moderate disability (Table 7). 

COMMONLY PRESCRIBEO TREATMENTS 

The commonly prescribed psychiatric treatments that were provided to patients 
with psychological disorders recognized by physicians and independently 
assigned a current ICD-lO diagnosis are shown in Table 8. Nineteen recognized 
cases (42.2%) were given drug treatment the majority of whom were given 
night-time sedatives. Non-drug treatments were used infrequently, with only four 
patients receiving counselling (Table 8). 

CONCLUSION 

The amount and type of psychiatric disorder occurring in primary care has been a 
topic of increasing interest in recent years. Relatively few studies have examined 
the prevalence of criteria-specific disorders in primary care. In China, Xiong M.z. 
(Xia Zeng Yu, 1990) conduded a survey in 1984 of outpatients from a county 
hospital using local diagnostic criteria and empirically established the prevalence 
of neurosis to be 9.5%. Another similar study found a prevalence of 9.4%. The 
prevalence of psychiatric morbidity in our present study seems to be similar to the 
rates of 10.6-17.7% found by Harding cf til. (1 980) in four developing countries. 

The most commonly found psychological disorder in our sample was current 
depression, which is consistent with the literature and with the findings from most 
of the other centres. Although several studies in China demonstrated that 
neurasthenia was the most frequent diagnosis in general hospital outpat ients, these 
studies did not use standardized case identification procedures. Therefore, the 
discrepancy in prevalence of neurasthenia between this and other studies may be a 
product of clinicians' diagnostic preferences and Ihe differing diagnostic criteria 
they use. Kleinman (1982) has asses~ed the link between neurasthenia and 
depression. Of 100 consecutive patients diagnosed as having neurasthenia in a 
psychiatric outpatient clinic in China, he found that 93 fulfilled the Schedu le for 
Affective Disorder in Schizophrenia (SADS) criteria for depression, 87 of whom 
met the criteria for major depressive disorder. 

Our findings showed that most of the patients with psychological problems did 
nol present to their physicians with psychological symptoms and that they rated 
their health status as poor. 

The concordance rale of 15.9% found in the present study is among the lowest 



Tabl. 2. Health characteristics of the study samples by current lCD-l0 (liagnoslic status 

SHANGHAI 

Current diagnosHc stah.i~ 

Fewer than two symptoms Subthreshold ICD.l0 

Patients Es!imaled Patienhi Estimated P",Hents Estima!'ed 
interviewed interviewed prev.umce· interviewed 

(N) (%) 1M (%l (M ('Yo) 

4 2.8 3 2.0 0 0.0 
14 86 7 2.0 3 4,' 
39 25.S 29 [4.0 8 6.3 

Fair 105 54,1 160 56,9 41 33.0 
Poor 14 S,8 96 25.1 52 55.9 
Mi.s.sing 01 0 0.0 0 O,Q 

Doclor·ya/td overall 1wJ/l1, 
Excellent , 4, J 9 1.6 2 68 
Very good 41 22.5 81 1.3.9 18 27,'; 
Good 98 53.5 124 43.0 35 34.4 
fair 28 18.6 77 29.4 36 29,6 
Poor 1 1.3 3 2.0 J 1.9 
Missing 1 0.1 0.2 0 0.0 

DorlDN'/~luJ phy5irn/ disorJ"r 
Completdy healthy 67 35.S 80 26.8 JJ .B.I 
SubdiniCilI i1111e$.1i 37 24.9 93 29.7 .n 32..3 
Mildly ill 64 32.1 96 .32.0 34 31,S 
Moderately ill 7 6.4 24 10.2 3 1.9 

ill 1.0 1.2 2. 1.3 
Mi$$inS 0.1 1 0.2 0 0.0 



Dor/ar.mled psychDlogirul d,S()rder 
Completely noJ'l'1la! 165 96.4 2.57 90,0 i6 71.7 

Subclinical di.lurbnoe 6 I.l 18 01.9 7 5.8 
Mild case 4 1.1 18 3.5 21 22.S 
Moderate case I 1.3 0 0.0 0 0.0 
Severe case 0 0.0 I 1.4 0 0.0 
Missing 0.1 0.2 0 0.0 

All palienk 177 100.0 295 100.0 104 100.0 

• Among (oo""""!i",, .1I"nd.er. of the health care oen!= 
s,:e footnote to Table 7 fe)l d...mptiol'l of 'Current <lli'lgnostic <!alu$'. 



SHANGHAI 

Alcohol 
Harmful use of alcohol 
Current deprc-ssiol\ 
Dysthymia 
Agorapnobi.l 
Panic diwrdcr 
Generahzed anxiety disorder 
Som3tization dis(.)rder 
Hypochondriasis 
Neura;;t''''nia 
One or more mental disorders 

Ifrom Ihr above) 
Two or mor~ m..,nt~1 disorders 

Ifrom the above) 
All pallen!s 

Table 3. Prevalence of currenllCD·lO psychological disorders 

Patients Pahenh 
ICD·1O inlerviewed inlerviewed 

eN) 

F1O,1 9 1.6 
F1O.1 II 1.9 
F3213') 53 9,}. 

F3J\ 7 U 
F40.0 2 0.) 

FHO J 0.5 
F41.1 25 4,J 

F4S,Q 11 1.9 
F45,2 7 1.2 

F4t1.O .30 5.l 

]04 18 I 

3S 6.1 
576 100.0 

the .ruold€TS ""'nrioned .,\xwt. 
Ji<Oldc1" mCl\lionoo ~Ix>ve. 

I.[ 

L6 
4.0 
0.6 

0.1 
0.2 
1.9 
1.5 
0.4 
2.0 

9.7 

2.3 
100.0 



Table 4. Prevalence of currenllCD-10 disorders by sex 

SHANGHAI 

MaI"s Females 

Patients Patients Estimated Patients Patients Estimated 
lCD-Ill interviewed interviewed intewiewed inrerviewed 

i.N) (%) (%) (N) ('Yo) (%) 

Akohol dependence F1O.2 9 3.9 3.0 0 0.0 0,0 
Hannful use of alcahol FlO.r 11 4.8 4.3 0 0.0 00 
Current depression F32I3) ]6 7,0 3.3 37 10.6 4..4 
Dysthymia F34 3 1..3 0.9 <I 1.1 0.4 
Agoraphobia F40.0 0 0.0 0.0 2 0.6 02 
Panic disorder F4LO 0 0.0 0.0 .3 0.9 0.3 
Generalized F4U I> 35 1.7 17 4.9 2.1 
Somatization P45.0 .2 0,9 0.3 9 2.6 22 
Neurasthenia F48.0 9 3.9 15 21 6,0 2,2 
One ar more mental disorders 

(from Ihe above) 43 18.9 11.4 61 17.5 8.7 
Two or mOTe mental disorders 

(from the above) 10 4.4 2,0 25 7,2 2A 
All patients 228 ]00.0 100.0 348 100.0 I 00.0 

• Nnol\& ronsecut hie 01 the 
'One or ,more mental shows fy",qUffiCY amongst the disord.rs "hove. 
Two or more mental disorders' snO'Ws oo-rnorbMily ratios amongst th~ disorder, above. 



Table 5. Prevalence 01 current ICD·1O psychological disorders by age group 

SHANGHAI 

Age 

15-24 25-44 45-65 

lCD-tO Palienls Patients Estimated Patients Patients Estimated PatieJ'lis Palient, Estimated 
seen (N) seen (%) per cent" seen (N) seen (%) per cro," seel'! (N) seen (%) cenl' 

AJcohol dependence 1=10.2 2 5.4 2.4 4 1.3 0.9 .3 1.2 1.2 

Hannful use of alcohol Flo.r 2.7 1.3 6 2.0 1.4 4 1.7 1.7 
Current depf(;$$ion F32/33 4 10.8 4.9 26 B.8 J.9 23 95 '1-0 
Dysthymia F34 0 0.0 0.0 .2 0.7 0.6 .5 2,1 0.6 
Agoraphobia Fol0,!) 0 0.0 0.0 2 0.7 0.3 0 0.0 0.0 
Pank disorder F41.0 0 0,0 (l.() .2 0,7 0.3 1 0.4 0.1 
Generalized arucie ry diwrder Foltl 2 5.4 2A 8 2,7 1.8 15 6.2 2,0 

Soma tization di sorder F4S.0 0 0.0 0.0 6 2.0 2.4 5 2.1 0.9 
Neurasthenia F4S.0 0 0.0 0.0 19 6.4 3.0 11 4.5 1.3 
One or more menial disorders 

(from file above) 8 21.6 9.7 5J ]7.2 10.3 45 18.6 9.3 
Two or more mental disorders 

(from the above) .2 54 2.4 18 0:1 2.8 J5 6.1. 1.1.1 
All J? 100.0 100.0 297 100.0 100.0 242 100.0 100.0 

Ine disorders ft"l€flllo""" above. 
Ihe dlsorders me"llonea aoove. 



Table 6. Current IC0-10 disorders and their recognition by Ireallng physicians as a ps.'cli'Jlo'::jic,al case 

SHANGHAI 

Alcohol dependence 
Hrumiul us<: of alcohol 
Cu~rent depression 
Dysthymia 
Agoraphobia 
Panic disorder 
Generalized anxiety disorder 
Sornati.afion disorder 
Hypochrondn.asis 
N euras thenia 
One or more mental disordeN 

(from the above, except alcohol) 
Two or more menial disorders 

(from the above, except alcohol) 
All patients 

(whether TCO·10 cases or not) 

ICO·IO 

FlO.2 
FlO.! 
F.32/33 
F34 
F40,O 
F41.0 

F41.1 
F4S.0 
F4S.2 
F48.0 

lCD-10 cases Cases recognized by 

Number Number Patients 
interviewed inlerviewed interviewed" 

(N) 

9 
11 
53 

7 
2 
3 

25 
11 

7 
.30 

87 

33 

576 

rnenlionM above. 
menlioned .. bow. 

(N) (%) 

4 44.4 
J 9.1 

14 26."-
] 143 
0 0.0 
0 0.0 
4 16.0 
.3 27.3 
3 42.9 

7 2.U 

J7 19.5 

8 2,,1.2 

45 7.8 

33.7 
4.4.5 
21.0 
10.7 
0.0 
0.0 

19.9 
12.3 
43.3 
21.7 

15.9 

21.8 

5,4 



Table 7. Disability in the study samples by current status 

SHANGHAI 

Current diagnostic status 

Fewer tMn two symptoms Subthreshold lCD-lO All patients 

Patients Estimated Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence" interviewed interviewed prevahmce' 

(N) (%) (N) (%) (N) (%) (N) (%) 

lr!leroiewtr-raled 
None 124 74.0 120 53.0 14 14.7 258 59.4-
Some 39 18.1 99 25,1. 39 29.9 177 22.3 
Moderate 11 7,4 55 15.S 39 47.8 IDS 14..9 
Severe ::I 0,4 21 6,0 12 7.5 36 JA 

0 0.0 0 0,0 ° 0,0 0 0.0 

5e1/raltd di>llbility 
None 121 '6,0 12'7 52.4 21 21.9 269 60.7 
Some 33 14.3 ''7 23.i'l 19 18.5 129 18,7 
Moderate 18 6,5 74 10,0 47 4J.J 139 U.8 
Severe .\ 3,1 1'7 J.S [7 16.3 38 4.7 
Missmg 1 0,1 0 0.0 0 0.0 1 0.1 

177 1000 295 toM 104 100.0 5'16 JOo.o 

ronsea.llivE' a!tenders 01 !hE' health care centre. 
Sul:,lhresh,old: in al least two differenl areas, but 001 level of diasnoos. 

harrnlul use of alcohol 
,,~urasihe!1i. F46.0. 

depressIOn fJ.2f .33, dysthymia B4, agoraphobia F40.0, pIlrric F41.0. GAD F41.l. sol'l\iltjxation 



Table 8. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suHering from a 
psychological disorder 

SHANGHAI 

Current depression Anxiel;y diso(dt"{"s Sornatoform disorders 
1'32133/34 1'40/41 F4S,0/45,21<1S.0 All recognized cases 

Patients Palient:s Patients Patients 
interviewed Estimated interviewed Estimated interviewed Estimated interviewed Estimated 

(N) percentage' (N) percentage' (N) percentage' iN) percentage" 

Any lype of drug treatment 3 21.4 25.0 J 33.3 19 42.2 
Sedatives 2 14.3 1 25.0 J 33.J 15 3.D 
Antidepressants ° 0.0 0 0,0 0 0.0 0 0.0 
Antipsychofics 0 0.0 0 0.0 0 0,0 0 0.0 
Vit.ltonic/ analg.l},erbal 1 7.1 0 0.0 0 0.0 3 0.7 
Other drugs 0 0,0 0 0.0 0 0,0 1 1.1 

Any rype of non-drug treatment 0 0,0 0 0,0 0 0.0 <I 89 
DisclJssion/ counselling 0 0.0 0 0,0 0 0.0 4 8.9 
Practical/social help 0 0,0 0 0.0 0 0,0 0 0.0 
Refer/mh proUnurse/carer 0 0,0 0 0,0 0 0.0 0 0.0 
More physical t~sls 0 0.0 0 0.0 0 0,0 0 0.0 
Olher non.drug treatment 0 0.0 0 0.0 0 0.0 0 0.0 

No treatment prescribed 11 78.6 3 75.0 6 66.7 16 57,8 
AJI recognized cases 14 100.0 4 100,0 9 100.0 45 100.0 

• Among oJ! recognized case. of the disorder(5). 
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across the centres and much lower than that found in most previous studies, Of the 
cases that were detected, less than half were given drug treatments; non-drug 
treatments were rarely given. These findings suggest that physicians lack training 
in the interviewing and diagnostic skills needed to deal with psychological 
disorders. However, this low recognition and treatmmt does not necessarily mean 
thai the physicians were completely unaware of psychological distress in their 
patients. The ratio of doctors to patients is much lower in China than in developed 
countries and the limited time thai the doctor can spend with the patient may 
result in their nol dealing with psychological problems. 
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PREVIOUS WORK IN ITALY 

Research conduded on psychiatric illness in general practice in Italy has focused 
on three main topics: the development of instruments to identify psychiatric 
morbidity and the assessment of their psychometric properties; the extent and 
correlates of psychiatric morbidity at the primary care level as well as the degree to 
which it is identified by the general practitioner (CPl; and the management by CPs 
of patients suffering from psychiatric disorders. 

In two studies carried out with a two-stage screening procedure. the Italian 
version of the Clinical Interview Schedule (CIS) (Goldberg el al., 1970) was 
assessed by Fontanesi tf al. (1985) and Bellantuono et al. (1987a). Both showed that 
CIS was a useful instrument for case identification in general practice, and that it 
was easily understood and well accepted by general practice patients. Among 
self-report questionnaires, the General Health Questionnaire (GHQ) (Goldberg, 
1972) has been widely used as the screening device in large-scale surveys. The 
Italian version of the 30-item GHQ was validated in two general practice studies 
(Fontanesi et al., 1985: Bellantuono et Ill., 1987a). one of which (Bellantuono tf al., 
1987a) provided validity coefficients also for the I2-item GHQ by extracting the 
12 items from the full GHQ. More recently, the 12-item GHQ was assessed 
directly for validity and reliability among general practice attendees (Piccinelii ef 
al., 1993). All these studies showed that the GHQ was a reliable and valid 
instrument for epidemiological research in general practice. The Kellner Symptom 
Questionnaire, which was used in one study (Berti Ceroni el al., 1992), showed 
good sensiHvity. but in specificity was less satisfactory. 

Bellantuono ef al. (1987b), using the 30-item GHQ, gave an estimate of 
psychiatric morbidity of 36% among patients of one general practice in Verona; 
and Marino et al. (1990), also using the 3D-item GHQ, found a frequency of 

MtnI~1 nJnm in Gtnm>1 fUrJllh Um" An In/mud;"",,/ SIudy. Edited by T.B. Ostiin &rid N. Sartorius 
e IW S by John Wiley &: Sons lid 
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psychiatric disorder of 41% among patients attending 33 CPs in South Verona on 
one specified day. More recently, PiccineUi et ai. (1993) reported that 17.5% of 
general practice patients had an International Classification of Diseases 10th 
Revision (ICD-IO) psychiatric disorder. and Berti-Ceroni e/ al. (1992) found that 
22.1 % had a Diagnostic ami Slatis/ical Manual 0/ Menial Disorders--Third Edition 
(DSM-III) disorder. Finally, in three studies conduded in Verona, with assessments 
made by the GP using a simple recording schedule, conspicuous psychiatric 
morbidity was found to be 30% (Marino et ai" 1990), 33% (BelJantuono rt al., 
1987b) and 29% (Fiorio d al., 1989). 

Prescription of psychotropic drugs in general practice in Verona was investigated 
by means of the Drug InformaHon System of the Local Health District, a 
monitoring system in which all dispensed prescriptions of the drugs listed in the 
Italian National Formulary are recorded. These data were supplemented by 
information collected directly from the CPs and the pharmacies. Using these 
sources of information Bellantuono el al. (19&9) found that 14% of the patients of 
92 CPs in Verona were prescribed psychotropic drugs; about three-quarters of 
these patients were prescribed benzodiazepines. Conspicuous psychiatric morbidity 
increased the likelihood of psychotropics being prescribed, while physical illness 
lowered it; moreover, CPs were more likely to prescribe a psychotropic drug to 
women when a social problem was identified. A six-month follow-up study 
showed that 26% of the new recipients of psychotropic drug presaiptions (mainly 
benzodiazepines) were still consuming these drugs at the end of the study period 
(Fiorio et a/., 1990). 

In another study including 6& CPs and 14 community pharmaCies in South 
Verona, Bellantuono ef al. (19&7c) found that CPs wrote an average of 0.42 
psychotropic drug prescriptions per registered patient in 1983, and 0.36 in 1984. 
Benzodiazepine hypnotics were the most prescribed drugs, followed by 
antidepressants and neuroleptics. There was a wide variation between CPs with 
respect to their prescribing rates, and high prescribers of one category of 
psychotropic drugs tended to be high prescribers of the others. 

More recently, an analysis of antidepressant drug prescriptions by CPs working 
in Verona revealed a significant increase in prescriptions over the period 
19&3-1988 (Balestrieri et al., 1991). The proportion of females in the population 
was significantly associated with antidepressant drug prescriptions by CPs 
(Tansella and Micciolo, 1992), Finally, a four-week cross-sectional survey on a 
sample of 24 pharmacies in Verona showed that CPs were responsible for 3 1% of 
antidepressant drug prescriptions, psychiatrists for 61%, and o ther physicians for 
8% (Balestrieri ef 111., 1992), 

Referral to psychiatric services was investigated by collecting information from 
CPs and the South Verona Psychiatric Case Register. CPs reported that 12% of the 
patients they identified as suffering from psychiatric disorder were referred for 
specialist psychiatric care. Log-linear analysis showed that past psychiatric history, 
presentation of complaint in psychological terms. social problems and CP's 
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psychiatric diagnosis increased the probabilities of referral Whereas in South 
Verona the large majority of referrals were made to Ihe community-based 
psychiatric services, in two o ther areas of the same local health district with 
hospital based psychiatric services a large proportion o( patients were referred to 
other agencies (mainly to private psychiatrists) (Arreghini rl al., 1991). 

Finally, case register data showed that between 1982 and 1988 an increaSing 
proportion of patients contacting the South Verona community-based psychiatric 
service for the first time wefe referred by CPs even though these patients 
accounted for no more than one-quarter of all referrals. The role of CPs was smaller 
when subsequent episodes of care were considered, since between 3% and 8% of 
such episodes were referred by CPs (Bellantuono t l al.. 1991 ). 

THE ORGANIZATION OF MEDICAL CARE IN ITALY 

Since the implementation of the National Health Service in 1978, health care in 
Italy has been provided through a network of Local Health Districts which offer a 
wide range of services in the field of prevention, care and rehabilitation. 

When the WHO Collaborative study into Psychological Problems in General 
Health Care was carried out, primary care in the area was provided by CPs, with 
whom all the members of the local population had to be registered. Residents were 
free to choose the GP, but each GP could have no morc than 1500 subjects on his 
or her lis t. CPs were not employees of the National Health Service, but worked for 
it on the basis of a nationwide contract and were funded by the Local Health 
District with a fixed allowance per patient irrespective of the number of 
consultations or other provisions of care. They were off duty at night and during 
the weekends and public holidays, when pari-lime deputies covered for them. 
These doctors also had the status of self-employed doctors, and were paid by Ihe 
Local Health District according to the number of hours spenl on duty. 

Except in emergencies. access to hospital facilities was possible only by referral 
from CPs. Exceptions for which self-referral was permitted were specialist 
psychiatric services, services for dental care, and services provided in gynaecological 
and paediatric departments (Tansella and Bellantuono, 1991). 

Drugs included in the Italian National Fonnulatory (INF) were either free of 
charge if they were in the first class, or had to be partially paid by the patient 
(3D-40% of the price) if they belonged to the second class. If a drug was not 
included in the INF. patienls paid the entire cost for it; among psychotropic drugs, 
this was the case for benzodiazepines and buspirone. 

A change in thc organization of health care in Italy has recently been approved 
by the Italian Parliament. According to this rdonn, CPs retain their contract with 
the National Health Service, but have no limitation in their list size. They will have 
to provide their services at night, weekends and public holidays through 
arrangements wilh other colleagues. 
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THE SETTING 

The study was initially conducted in South Verona, a mainly urban area which 
includes the southem part of the city of Verona and three small communities 
nearby. During the last months of the intake phase. in order to increase the rate of 
recruitment of patients, five CPs were selected who had their clinics in Verona, but 
outside the South Verona area. 

The area of South Verona was initially chosen because it is the catchment area of 
the community-based psychiatric service run by the Institute of Psychiatry of the 
University of Verona, and data on all psychiatric contacts made by adult reSidents 
with all the specialis t services located in the province of Verona are collected by 
the South Verona Psychiatric Case Register in operation since 1979. In addition, a 
close collaboration between CPs and our unit. which is part of the Institute of 
Psychiatry, has been developed during previous research carried out in primary care. 

The South Verona area is about 76 km2 and has a total population of about 
75000 inhabitants_ It is a predominantly middle-class area, whose residents are 
mainly employed in the service sector (57.4%) and in industrial activities (38.8%), 
with agriculture playing only a marginal part in the local economy; the 
unemployment rate (calculated as a percentage of the active population aged 14 or 
over) is around 8.4%. 

Mental health care is provided to the adult population by the community-based 
psychiatric service, which was set up in 1978 according to the principles of the 
Italian Menial Health Ad (Zimmermann-T ansella tl aI., 1985 ). Care is delivered for 
the full spectrum of mental disorders and is mainly based on domiciliary visils and 
on outpatient and day-hospital care, all designed to avoid hospitalization 
whenever possible Qablensky and Henderson, 1983; Burti eI uf., 1986). Within the 
community-based psychiatric service, there is also a IS-bed general hospital 
psychiatric unit (which accepts both voluntary and compulsory admissions), a 
supervised hostel with eight beds, and three apartment s for long-term patients. 
The style of intervention is psychosocial and special emphasis is placed on the 
integration of different kinds of interventions (such as medication, family support, 
and social work) in order to ensure continuity of care and long-term support. All 
staff members (except nurses) work both in the hospital and in the community. 

The pathways to psychiatric care was investigated by recording the referrals to 
the community-based psychiatric service made by all the South Verona residents 
starting a new episode of care between March and September 1991. More than 
one-third of the patients contacted the community-based psychiatric service 
without any previous contact with other health care providers, 34% were referred 
by CPs. and for a further 9"k, who were first cared for by their CPs, the route to the 
community-based psychiatric service included other psychiatric agencies and/or 
hospital non-psychiatrist dodors. Overall there was a median interval of eight 
weeks from the appearance of the problem to the point at which the patient first 
sought care. Referrals from CPs and hospital doctors occurred within a week and a 
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half, compared with an interval of about 10 weeks for referrals from other 
psychiatric services. More than three-quarters of the patients received some fonn 
of treatment (mainly sedati ves and/or hypnotics) before contacting the community· 
based psychiatric service (Balestrieri et al., 1994). 

In addition to public psychiatric services, other agencies for psychiatric care 
which are located in the Province of Verona (but outside the South Verona area) 
include services dealing with subjects with drug dependence problems, a few 
neurological wards in general hospitals (to which people suffering from mild 
psychiatric disorde~ may be admiHed) and two private psychiatric hospitals with 
a total of 220 beds. By law, no admissions to the Provincial Ment'a1 Hospital of 
Verona occurred since January 1962 (Tansella et al., 1991). 

The study was carried oul in 16 general practices which were located in the city 
oEVerana and in a few municipalities nearby. They provided care for approximately 
20000 subjects. Each clinic was run by a single doctor, though a few CPs shared 
the faciliti es while having their own patient lists. Most of the clinics had no nursing 
or secretarial staff. 

In Italy, CPs play the important role of family doctor and deal with the great 
bulk of health problems. Preventive medicine in primary care has been receiving 
increasing attention in recent years and CPs are expected to carry out screening 
and early detection for disorders like breast cancer, hypertension and metabolic 
diseases. Health promotion is also pursued by offering people counselling and 
advice on smoking and drinking habits as well as on diet. body weight and ph ysical 
adivity and by increasing the public awareness of common health problems (e.g., 
infedious diseases. risk fadors related to the work environment, drug addidion, 
AIDS). 

The majority of patients who took part in the survey lived within walking 
distance of the clinic. the others either taking a bus or driving their own car. Most 
of the clinics had no appOintment system except in the case of patients requiring 
periodic controls. PaHents who were not able to reach the clinic because of the 
quality of illness were visited at home. In order to save their patients unnecessary 
waiting. some CPs reserved fixed weekly sessions solely to write new prescriptions. 

On arrival at the clinic patients are seated in a waiting room. usually equ.ipped 
with chairs and small tables or racks for magazines and health promotion material. 
In only one practice did patients report to a receptionist, who kept a list of the day 
on which each patient was placed according to the order of presentation at the 
d inic: in al l other practices patients agreed among themselves on the order of 
consulting the CP. The waiting time varied greatly, but it was rarely less than 20 
minutes. 

CPs saw patients in a separate room in order to allow for privacy and 
confidentiality when personal infonnation was collected or a physical examination 
was required. Practices were usually equipped with facilities :suitable for a general 
physical examination and routine medication. Patients requiring laboratory tests 
or other diagnostic procedures (e.g .. ECG) were given a prescription by the CP and 



306 MENTAL ILLNESS IN GENERAL HEALTH CARE 

Figure 1. The waiting room 01 a primary care clinic in Verona 

Figure 2. A patient discussing her heal th problem with the general practit ioner 
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sent to the local Health District in order to have the prescribed tests done; results 
were then brought back to the CP by the patient himself. Similarly, when a 
specialist visited a patient. CPs were usually sent a letter listing the main find ings 
and suggestions about treatment. Sometimes the long waiting list in the public 
sector forced some patients to tum to private specialists in order to have their tests 
done more quickly, If a patient was given a drug prescription. this had to be taken 
to a nearby chemist as practices are not equipped with dispensaries. 

FIELDWORK 

The research team consisted of nine medical doctors, one clinical psychologist, 
three social workers and a nurse. The screening phase was carried out mainly by 
social workers and the nurse, while second-stage interviews were administered 
only by doctors and the psychologist. 

The intake phase took place between April 1991 and February 1992, but was 
interrupted during the months of July and August, as patient attendance at the 
clinics and their availability for the second-stage interview were very low due to 
summer holidays. Follow-up assessments were completed three months and one 
year later. 

Patients were generally approached in thc practice waiting room before seeing 
the dodor. The research project was explained to them and the 12-ikm CHQ was 
then administered. No particular problems were encountered during the intake 
phase other than the frequent difficulty of finding a quiet area at the clinic where 
the screening could be conduded with full respect for privacy and confidentiality. 

Screened patients were selected for second-stage interview according to 
12-item GHQ score: 100% of those with scores of 6 or more, 35% of those with 
scores of 4 or 5, and 10% of those with scores of 3 or less. Subjeds who agreed to 
participate were offered an appointment wi thin 10 days at the latest, either at their 
homes or at our unit; subjects who came to our unit were refunded their travelling 
expenses. Approximately two-thirds prererred to be seen at home; a similar 
proportion of the three-month and one-year assessments were also conducted at 
patients' homes. 

Of the 1656 subjects who were approached during the screening phase, 1625 
were eligible for the study, and of these 1555 (95.7%) completed the screening 
procedure. Of the 457 subjects who were eligible for second-stage interview, 250 
(54.7%) completed the interview, three interrupted it prematurely, the others 
either refused it or missed their scheduled appointments. Primary reasons given for 
refusal were lack of time and lack of interest in the research project. possibly 
because subjects knew that they could not receive direct treatment from the 
research worker (see Table 2, page 36). There were no differences between 
responders and non-responders in terms of sex, age and GHQ score. 
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SOCIODEMOGRAPHIC CHARACTERISTICS 

About two·thirds of the subjects in the sample were women.. <I finding similar to 
that reported by previous studies carried out in primary caTe settings. The largest 
age group consisted of subjects aged between 45 and 65 years old (46.8%); only 
12.0% were in their late teens orearly twenties. Approximately half of the subjects 
had completed up to eight school years, leaving school once they reach!!d the 
required minimum age, and about one-fifth completed high school or attended an 
institution of hig her educational level. mainly university. Over two-thirds of the 
subjects were currently married. Slightly more than half of the subjects were 
employed, with most having a full-time job; housewives accounted for one-quarter 
of the sample. but this figure refers to people who performed household chores 
only and did not have any kind of paid employment at the same time. 
Approximately 15% of the subjects were not employed a figu re twice as high as 
the unemployment rate among the South Verona residents (8.4%) (see Table 3, 

page 37). 

HEALTH CHARACTERISTICS 

A substantial proportion of patients suffered from pain symptoms (25.9%), and 
physical complaints accounted for about one in four visits. Psychological 
complaints. such as depreSSion and anxiety, were reported by 6% of the subje<ts. 
Non-specific symptoms and periodic examinations for chronic medical conditions 
(which were grouped together under a residual unspecified category) accounted 
for about one-third of the consultations (fable 1). Among chronic medical 
conditions, hypertension. arthri tis and gastritis or peptic ulcer were commonly 
reported by the second stage sample. 

Patients' overall perception of their health status was clearly influenced by level 
of psychological disturbance; 62.ook of those with ICD· IO psychological disorders 
reported fair or poor health comp<lred to 28.9% of those with no psychological 
disorder. C Ps' ratings showed a similar trend of poorer overal l health among 
subjects with psychological disorders. When physical and psychological health 
status were rated separately by CPs, ratings of psychological health were more 
strongly related to ICD-lO diagnostic status (fable 2). 

PREVALENCE AND IMPACT OF PSYCHOLOGICAL DISORDERS 

The prevalence estimate of ICD- IO psychological disorders among consecutive 
general practice attenders was 12.4%. which is lower than that found in previous 
studies in general practice in Italy (Berti Ceroni tI a/ .. 1992; Marino tf a/., 1990) 
(fable 3). 



Table 1. Most common reasons given for visiting health care centre 
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Table 2. Health characteristics 01 the study samples by current ICD-lO status 

VERONA 

Current diagnostic status 

Fewe( than two symptoms Subthreshold ICD·I0 diA.lgnosis 

Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed interviewed prevalence' 

(N) (%) (N) (%l (N) (%) 

4, 5.7 2. 0.9 1 1.0 
9 IJ.8 5 4.9 2 9.8 

37 46.5 48 .36.6 9 26.3 
Fair 18 28.9 58 50.2 36 50.0 
Poor 0 0.0 5 4.1 II 12.0 

2 5.1 2. 3.2 1 LO 

Dodor-raJed overall healJh 
Excellent 5 10.9 J J.4 .3 4.0 

13 D.I 18 162 4- 3.9 
jJ 47.9 So 36.6 24 50.5 

fair 16 22$ JS J3.6 25 35.5 
Poor i 1.5 2 0.9 3 4.0 

2. 2J~ 0 9.2 1.0 

17 24.3 23 109 7 6.5 
11 lO.o 27 19.6 11 18.7 

Mildly ill 24 38.4 36 33.8 18 44.7 

ill 14 21.0 22 l2..3 17 23.0 
0 0.0 2 2.7 4 .3.9 

Missing 4. 5.7 10 14.7 3 3.0 



Duclcr-mled ps){elwWxica/ di50rdrr 
Completely nonnal Ul 30.3 15 11.6 :5 12.7 
Subclinical dis IlJ1"bance Ul .28.0 3J 25,9 14 24.9 
Mild case 21 275 39 32,S 12 19.7 
Moderate case 7 ] 1.4 24 18,7 25 37.5 
~vere case 0 0.0 0 0,0 3 43 
Missing 2 l.8 9 10.9 1,0 

All palients 70 100,0 120 100,0 60 ]00.0 

'Among o:m'CQJtive alt.:nd"", of the health <::arC' ", .... 1..,. 
See focHl'lOle 10 Tabl. 1 fex- des.::ription of 'Current dl.>gnoslic 51.lus'. 



Table 1. Prevalence of curren I ICD-10 psychological disorders 

VERONA 

Patients P"Ii('n!s EslimaleJ 
ICO-JO inlervieweJ interviewed prevalence 

(N) (%) (%) 

Alcohol dependence FlO.2 .3 L2 0.5 
Harmful use of alcohol FlO.! 5 2.0 2.6 
Cum:n! depression FlUB 34 1M 4.7 
Dysthymia F,34 5 2.0 2.0 
Agoraphobia F40.0 5 ,to 0.6 
l'aflic disorder F41.0 <I 1.6 1.5 
Generalized a nxie I y d>sor d er F41.l 11 &.4 3.7 
Sot'rultizatioll disorder F4S.0 0.4 0.1 
Hypochondriasis 1=452 i 0.'1 OJ 
Nel.\J'asthenia F4B.O 16 6.4 2.1 
One 01 more mcmbl disor.krs 

(from the abov~) 60 24,0 I 2..4 
Two or more menial disorder.; 

(from the above) 2B 11.2 4.5 
All patients 250 100.0 ]00.0 

• Among con..-.:ulivc 
'On .. or more mml>.l the di«)r~ menlioned abeve. 
"TINa or mOfl' menial disonic.r. mentioned "bove, 
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Three possible reasons for this lower prevalence can be suggested. First, in Italy 
patients are not required to have a referral from the CP in order to contad psy
chiatric services, and in South Verona the operation of a community-based 
psychiatric care ensures easy access to mental health services by patients with 
psychological disorders. Second, some patients with psychological disorders 
might attend private psychiatrists and psychologists only. receiving no treatment 
by their GPs. Third. some of the subjects who agreed to be interviewed might have 
been reludant to disclose their symptoms because they knew that they could not 
receive treatment by the research team. Finally, a bias in the selection of the clinics 
cannot be dismissed, since the CPs were seleded on the basis of their will ingness 
to participate in the study. However, no evidence was collected to susped that the 
d inics and the respondents at the clinics were significan tly different from the 
primary care clinics and their attenders in other parts of Italy. 

Current depression and generalized anxiety disorder were the most common 
disorders. with a prevalence of 4.7% and 3.7%, respectively. Hannful use of alcohol 
(2.6%) and dysthymia (2.0%) were the next two most common diagnoses. The 
co-occurrence of two or more psychological disorders was estimated in 4.5% of 
the original sample. 

Females outnumbered males in each diagnostic category, with the exception of 
alcohol-related disorders (see Tables 4 and 5). Psychological disorders were highly 
unlikely among subjects aged 15-24 years old. 

Table 6 reports on the concordance ra tes between the diagnoses of the GP and 
the research instrument. Overall, 75% of the subject5 with ICD-IO psychological 
disorders were regarded as psychologically disturbed by their CPs; when two or 
more psychological disorders co-occurred in the same patient the concordance 
rate was even higher (78.1%) (Table 6). 

Similar find ings were reported by previous studies carried out in Verona 
(Bellantuono ef aT., 1987a; Marino ef al., 1990). On the other hand, 45.3% of the 
subjects with no psychological disorder according to ICD-10 were considered as 
'cases' of psychological illness by their CPs. Indeed, some of these subjects (12.8%) 
were actually suffering from psychological symptoms, bul did not meet fu ll 
ICD·10 criteria (subthreshold disorders). It is also possible Ihat patients were 
reluclant to disclose their psychological symptoms to the research worker but not 
to the GP, and this might account for the discrepancy between the two ratings. 
Finally, the fad that CPs were aware that their ability to diagnose psychological 
disorders was evaluated during the study might account in part for the high rate of 
psychological problems reported by CPs in our sample. 

Disability levels in occupational functioning are reported in Table 7. About 
two-thirds of the subjects had no disability according to both interviewer ratings 
and patient self-ratings. Disability ratings tended to increase with level of 
psychological dis turbance: among subjects with ICD-1O mental disorders, 40.1% 
reported at least moderate disability, as opposed to 14.8% who were rated as at 
least moderately disabled by interviewers; the corresponding figures among 



Tabla 4. Prevalence of current lCD-to psychological disorders by sex 

VERONA 

Males 

Patients Patients Estimated 
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Alcohol dependence FlO.2 2 2.4 1.1 
Harmful Llse of alcohol FlO.l 5 6.Q 7.1 
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All paI(CTli's 83 lOO.O ]00.0 
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Table S. Prevalence 01 current ICD-1O psychological disorders age group 

VERONA 

Age 

15-24 15-44 45-65 

ICD-IO PatiC!nb Patients Eslimalt'd Palie.l'Ils Patienls Sslirnaled Patienl. Pahel'lls Estimated 
seen (N) seen ('Yo) per cent' seen (N! ';e'en ('Yo) per rent' seen (N) seen (%) pc nenl" 

Alcohol depcnden.:.: FIO,,2 0 0,0 O,Q .) 29 L3 ° 0,0 0.0 
Harmful Il.~f of alcohol F10.l 0 0.0 0.0 3 2.9 5.6 2 1,7 0.5 
Current depression FJUJJ 0 0.0 0,0 J9 I&J 6.0 IS 127 4,8 
Dysth}'1'l'i~ FJ4 ° 0.0 0,0 LO 0,8 4 304 3.6 
Agoraphobia P40.0 ° 0.0 0,0 -I ),8 1.2 1 0.8 0,) 

Panic disord .. r Fno ° 0.0 0,0 2 1,9 0.6 ,2 1.7 2.6 
General iud F4 I, 1 2 7.J ,2,0 J 2..9 J.J 16 1.3,6 6.2 
5omalization F4S,Q ° 0.0 0,0 1 1,0 OJ ° 0.0 0,0 
Ne1.Il'iI5HM1ni~ F48,Q J.b 1.0 9 8,7 J.O 6 5,1 1.6 
One or more mental disorders 

(from Ihe above) .} to,7 30 1'1 26.0 14,0 J.O 25.4 13.3 
Two or more menl;!1 disorders 

(from the above) 0 0.0 0.0 15 14.4 4,8 13 1!.0 5,5 
All UI IOD.() 1000 104 Joo.O 100,0 118 100.0 100.0 

_o~ the diwrdlm! .1")IIt. 
amongsl the disocd"", 3b()v~. 



Table 6. Curren I ICD-10 disorders and their recognition by treating physicians as Ii psychological case 

VERONA 

ICD-I0 cases Ca:;e~ recognized by physician 

Numb"r Numr- Patienls Estimated 
KD-1O IrMrviewed interviewed interviewed" proportionb 

diagnoses 

Alcohol depcnden« FIO.2 
Hannful lise of <llcohol flO.! 
Current depre-ssion f32JJJ 
Dysthymia F34 
Agoraphobia F40.0 
Panic: d\wroer F41.0 
Generalized .\J\)(Jciy disorder f4U 
Somati~lion dl~rder f45,O 
Hypodu-Ondri3Sls F45.2 
Ncuras!hcnia F48.0 
Ollt' or more menial disorders 

(from !h~ abov~. excepl alcohol) 
Two or mere menial disorders 

(from !he above. excepl alcohol) 
All patienh 

(whelher lCO-IO cases or nol) 

'Among tl-.o.e int.IV;"""...! wh" have """, ... ponding ICD-lO ~ 
bAmong "",,,,,,,,,,Ii,,,, AII.-nd",.. who h..~e cOIT""p"nding ICD· TO diagnosis. 

(Nl 

.) 

5 
34 

5 
S 
4 

21 

1 
1 

16 

55 

27 

250 

'One or more m<"fllal disorder<' shows the overill frequeru:y J.mCrtgsl. the di",rd"", menho",.,.d ab-ove. 
Two or more m...,tal disorders' ,how, oo.morbidily ratio, "",ongs! the di9Ofdc", m""li,,"ed above. 

(N) (%) (%) 

2 66.7 77.5 
2 40.0 9.9 

2A 70." 70.0 

4. SO.O 94.0 
5 100.0 100.0 
4 100.0 ]00.0 

U 61.9 74.0 

1 100.0 100.0 

0 0.0 0.0 
11 M.8 7l.1. 

38 69.1 75.0 

19 70.4 78.1 

131 52.4 47.3 



Table 1. Disability in the study samples by current diagnostic status 

VERONA 

Current diagnostic status 

Fewer than two symptoms Subthreshold !CD·lO diagnosis All patien ts 

Patients Estimaled Patients Estimated Patients Estimated Patients Estimated 
interviewed prevalence" interviewed prevalence" interviewed prevalence" interviewed prevalence" 

(N) (%) (N) (%) (N) (%) (N) (%) 

fnleroilro)et'·rllie4 disability 
None 50 6tU 80 05.1 25 51.6 155 64.8 
Some 12 19.6 30 29.2 21 31.7 63 25.4 
Moderate 6 7.0 4 33 8 9.5 18 5.7 
Severe 1 2.5 4 1.5 4 5.3 9 2.4 
tvfisslng I 1.6 2 0.9 2 1.9 5 1.8 

Self·rafed disability 
None 47 72,0 71 683 21 47.5 139 673 
Some 11 13.4 14 7,0 11 12.4 36 10.5 
Moderate 11 12.0 29 22.1 21 30..3 61 HI,' 
Severe 0 0,0 5 1.8 7 9.8 12 2.0 
Missing 2.6 1 0.7 0 0.0 2 1.4 

I'JI patients 70 100.0 UO 100.0 60 100.0 250 100.0 

• Among consecutive attender, of the health care cenlre. 
Subthreshold: symptoms in al lellllt two different areas. but no1' reaching level of diagnosis, 
lCD-lO diagnoses: alcohol dependenc.1 F10.l. harrnfuI u.se oj alcohol FlO,I. depression F311J3, dyMhymia f34. agoraphobia F40.0, panic FHO, GAD F41.t somatWhon 
disorder F4S.0, hypochondriasis F4S.2 and neuraslheni3 F48,O. 
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subjects with no psychological d isorders were 12.0",{, and 9.5%, respectively 
(fable 7). 

COMMONLY PRESCRIBED TREATMENTS 

Psychotropic drugs were prescribed to 55.7% of the subjects rated as suffering 
from psychological disorders by CPs. Sedatives (mainly benzodiazepines) were 
the most common drug treatment. Similar findings were reported by two studies 
carried out in primary care in Verona. Data collected on a specified day (rom 92 
CPs showed that 40.2% of the men and 42.0% of the women with psychological 
disorders according to the GP received a psychotropic drug prescription. 
Benzodiazepines accounted for 72.8% of all psychotropic drug prescriptions in 
men and for 70.4% in women.; the corresponding figures for antidepressants were 
19.6% and 22.2% (Bel1antuono tf al., 1989). 

Moreover, a survey conducted over a two-week period in three primary care 
clinics revealed that 67.7% of the men and 60.4% of the women diagnosed by the 
CP as suffering from psychological disorders were prescribed psychotropic d rugs. 
Benzodiazepines accounted for 72.0% and 76.0% of all psychotropic drug 
prescriptions in men and women, respectively; bromazepam, lorazepam and 
diazepam were the benzodiazepines most commonly prescribed (Fiorio tt al., 1989). 

Finally, FioriUi tf al. (1993) colleded infonnation from 20 CPs working in the 
area of Bologna and found that 80.5% of psychotropic drug prescriptions included 
benzodiazepines. with lorazepam. bromazepam, diazepam, triazolam and prazepam 
accounting for 67.3% of all benzodial'.epines prescribed. About 23% of psychotropic 
drug prescriptions included antidepres~nts, with tricyclics accounting for 57.5% 
of these drugs. 

Approx imately half of the patients with psychological disorders according to 
the CPs received some kind of psychological treatment, mainly counselling and 
discussion of problems. Only one CP participating in the study had received 
training in psychiatry; for the remainder, these interventions were 'aspecific' and 
based on their own personal experience, 

Although recognized as suffering from psychological disorders by CPs only a 
minori ty of patients were referred to a mental health profeSSional. This figure is 
very low compared to the fin dings of a previous study carried out in Verona, 
showing thai 23.2% of the males and 21.3% of the females diagnosed by C Ps as 
having problems of a psychological nalure were referred to psychiatric services 
(Arreghini eI ul" 1991). 

Table 8 also sets out the patients with depressive, anxiety and somatofonn 
disorders receiving each type of treatment as the percentage of the tolal number of 
patients recognized as suffering from psychological disorders by C Ps. Analyses 
perfonned separately within each diagnostic category revealed that 74.8% of the 
patients with depressive disorders received some kind of treatment, mainly 



Table 8. Commonly prescribed psychiatric treatments: cases recognized by treating physicians as suffering from a 
psychological disorder 

VERONA 

Current depression Anxiety disorders Somatoform disorders 
F.32/J.3/34 F4{)/41 F45.0/4S.2/48.0 All fe=gniud cases 

Patienls Patients Patients Patients 
interviewed Estimated interviewed Estimated interviewed Estimated interviewed Estimated 

(N) percentage" (N) percentage" (N) percenl"age' (N) percentage' 

Any Iype of drug trealment 21 75.0 15 71.4 8 66.7 7.3 55.7 
Sedatives 18 64.3 12 5'"1 7 58..3 59 45.0 
An tidepressanl s 7 2.5.0 I> 38.1 4 3.3.3 22 16J\ 
An tipsychohcs 0 0.0 0 0.0 0 0.0 0 0.0 
Vit./tonic/~nalg.lherbal 3 10.7 0 0.0 1 8.3 12 9.2 
Other drogs 1 3.6 I 4.8 0 0.0 1 1.5 

Any type of non-drug treatment 17 60.7 10 47.6 6 50.0 68 51.9 
Discussicm/ a::llJn;relling 1.6 57.1 9 4.2.9 5 41.7 64 48.9 
PradicalJ socia! help 0 0.0 0 0.0 0 0.0 J 0.8 
Refer/mil prof./nUTlI1<:fcarer 1 7.1 1 4.B 1 8.3 .3 2..3 
More physical rests 0 0.0 0 0.0 0 0.0 2 1.5 
Olher non..drug trealment 0 0.0 0 0.0 0 0.0 0.8 

No treatment prescribed 2 7.1 2 9.5 1 8.3 28 21.4 
All recognized cases 28 100.0 21 100.0 12 100.0 131 100.0 

'Among all recognized co""' of the disordeJ"(s). 
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sedatives (57.8%) and counselling or discussion of problems(4 7.7%); antidepressant 
drugs were m;eived by 15.5% of the patients. Overall. 74.4% of the patients with 
anxiety disorders received some kind of treatment. mainly sedatives (57.1 %). 
counselling or discussion of problems (33.3%) and antidepressant drugs (17.4%). 
Finally, 59.3% of the patients with 5Omatoform disorders received treatment. 
consisting of sedatives {14.8%) and counselling o r discussion of problems (44.5%). 

in conclusion, the data collected in Verona showed that ICD-10 psychological 
disorders were present in about one in eight subjects contacting primary care 
clinics; in addition, a similar proportion of subjects were actuall y suffering from 
psychological symptoms. but did not m«t full ICD·IO criteria (subthreshold 
disorders). Psycho logical disorders were associated with poor heal th status and 
substantial level$ of social disability. T hese findings suggest thai psychological 
disorders in primary are in Italy constitute a majo r public health issue. The vast 
majority of subjects with psychological disorders did not mention psychological 
symptoms among the reasons for consul ting the general practitioner; indeed. pain 
symptoms, physical complaints and chronic medical conditions were commonly 
reported. This migM contribute to the difficulties that thc identification and 
treatment of patients with psychological diso rders in primary care settings still 
create. It fo llows that specific training progrMnmes are required fo r GPs to 
improve their diagnostic accuracy and to develop multiple treatment stra tegies of 
patients suffering from psychological disorders. 
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4.1 

Form and Frequency of Mental 
Disorders across Centres 
D.P. GOLDBERG AND Y. LECRUBIER 

The research interview (eIDl- Primary Care Version) provides data which allow 
dividing subjects into four groups: those without symptoms; those with a few 
symptoms; subthreshold disorders .md those with disorders reaching ICD-lO 
criteria. 

Figure 1 shows thai over allihe centres 24% of consecutive aHenders have 
current mental disorders reaching lCD-lO criteria fo r well-defined disorders 
(depression, dysthymia. generalized anxiety disorder, agoraphobia. panic, 
somatization disorder, neurasthenia, hypochondriasis, alcohol dependence and 
harmful use), another 9"/" have subthresho ld disorders (those who have clinically 
signiAcant symptoms clustering in anxiety, depression or somatization groups but 
do not meet the full criteria for an ICD-IO mental disorder category), while 31% 
have a few (two or more) mental disorder symptoms. There is little variation 
between centres in the prevalence of subthreshold cases, and those centres having 
few definite cases do not necessarily h3ve a greater proportion of subthreshold cases. 

VARIATIONS IN OVERALL PREVALENCE 

Table 1 compares the prevalence of disorder between centres using three different 
mdhods of case identification: definite cases of ICO-10 disorders derived from the 
C101-PHC interview; 3ssessment by the primary care physicians that the patient is 
Olrrently suffering from a mental disorder; and a hig h score on the General Health 
Questionnaire as a measure of distress diredly from the patient. The centres have 
been arranged in rank order o f prevalence of C10I-PHC definite cases, and range 
from a high estimate o f 52.5% in Santiago de Chile, to a low 7.3% in Shanghai. 

It can be seen that three methods of case identification result in the same rank 
ordering of centres on mental disorder prevalence. so it is reasonable to conclude 
that there are indeed true differences in prevalence between the 15 centres. The 

MtnJ~/I/Jnm i" Gtr.m>J H .. dlh 0. .. , M /nitntltfitmlo/ St..,/y. Editw by T.8. Os/Un and N. S¥tOfiu. 
(I 1995 by John Wiley & Sam Ltd 
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Sub-threshold 
9% 

Symptomatic 
31% 

Current Mental 
Disorder 

24% 

Well 
36% 

Figure 1. Distribution of prevalence by diagl'lOstic status-all centres 

T.ble 1. Prevalence 01 mental d isorders by three different methods 01 case 
identilicallon 

aDI ddinil~ PCP IffCgniz<:d GHQ (5+) 

"" 
(,,, (%) 

5.lnt~80 S2S 5&5 51.1 
Rio de J_iro 355 2D.' 20.9 
P.u is 26J 3DJ 29.S 
M~tt'r 24.8 2&.1 27.S 
Groningro 23.' 27.0 28.2 
Milinz. 23.. .B.O JOJ 
BU1galon 22.4 16.2 23.. 
Athens 19.2 11 .6 16. 1 
Bcrlin J83 32.S 2M 
Anhn 16.4 8.2 12.2 
Seattlr 11.9 19.7 19.5 
v,~ " 47J 23.3 ...... .5 27.9 15.7 
Nag~ ••• ... 13J 
Shanghai 7J 5.4 13.9 

Total 24. 23.' 23.2 

s trongest relationship is between the rates reported by the primary care physicians 
(PCPs) and the GHQ-12 (Spearman's rho= +0.83, p<O.OOI), and the next 
strongest between the GHQ-I2 and the CIDI·PHC (Spearman's rho = +0.73, 
p<O.OO2 ). The relationship bdween the C1DI-PHC and the PCP is less but is 
significant (Speannan's rho =0.50, p<O.OS). 

One explanation for PCPs identifying cases that are not confirmed by the 
C1DI-PHC is that those recovering from a mental disorder may no longer have 
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enough symptoms to qualify for an ICD-I0 diagnosis. Where the reverse is true, 
Le. the C1DI-PHC identifies a patient with an ICD-I0 mental disorder but the PCP 
does not give the same diagnosis, the PCP may have been unaware of mental 
disorders in the patient. 

However, the PCPs may also have a different 'threshold' for considering that a 
mental disorder is present. If we compare the prevalence of disorders as perceived 
by the PCPs with that assessed by the research interview we have a measure of the 
'bias' of the PCPs relative 10 the standards of ICD-I0 (Goldberg and Huxley, 
1980). This is obtained by dividing the PCP diagnosis rate by the research 
instrument rate and takes a value of below one. Unity occurs if the PCPs diagnose a 
mental disorder at lower ra tes than the ICD-I0, and above one if their rates are 
higher. For all centres combined, the PCPs identified almost exactly the same 
proportion of the population as cases as the ClDI-PHC. 

It should be noted that the overall result nears one by chance and is due to the 
fact that the centres identifying more cases than the ClDI-PHC are exactly 
balanced by those recognizing fewer cases. Centres with the highest bias (the PCPs 
identifying more cases than the ClDI-PHC) were Verona 4.8, Ibadan 2.9, Berlin 1.8 
and Seattle 1.7. Centres with low bias (i.e., higher rates of C1DI-PHC cases than 
PCP cases) were Ankara 0.5, Nagasaki 0.5 and Athens 0.6. It is known from other 
work that physicians with low bias tend not to be psychologically minded or to ask 
many 'psychological' questions, while the reverse is true of those with high bias 
(Goldberg and Huxley, 1980). 

THE MOST COMMON DIAGNOSES 

It can be seen from Table 2 that 24% of patients received an lCD-tO diagnosis, and 
9.5% received muJtiple diagnoses. The commonest diagnoses were current 
depression, generalized anxiety disorder, neurasthenia and problems with alcohoL 
The relatively high rate for neurasthenia is because this syndrome was allowed to 
be present when co-morbid with depression or anxiety: if the ICD-IO exclusion 
rule is enforced the prevalence of neurasthenia falls to 1.7% and alcohol problems 
become the third most common disorder. 

It can be seen from Table 3 that there is a wide spread of prevalence rates for 
depressive illness, with Santiago. Rio, Croningen. Manchester and Paris being well 
above the mean, and Verona, Nagasaki, Shanghai and Ibadan being well below the 
average. Rates for anxiety also vary widely, with Ankara, Shanghai, Seattle and 
thadan all having very low rates, and the two South American centres very high 
ones. It is notable that anxiety is much more common than depression in Rio de 
Janeiro, Nagasaki and Athens, while the reverse is true for Croningen and Ankara. 
Finally, rates for alcohol problems do not follow the rank order produced by 
overall prevalence: higher rates being observed in Mainz and Berlin, and lower 
rates in Shanghai. Verona and lbadan. 
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Table 2. Prevalence of current ICO-lO disorders 

Current depression 10.4 
Generalized anxiety disorder 7.9 
Neurasthenia 5.4 
Harmful usc of ~!Cohol 33 
Alcohol dependence 2.7 
Somatiution disorder V 
Dysthymia 2. ' 
Pank disorder U 
Agoraphobia with p<lnic '0 
Hypochondriasis 0.' 
Agoraphobia without panic 05 

Any 001 DX :'.4,0 
Two or more mental disorders 9.5 

Table 3. Prevalence of major currenllCO-1 0 disorders 

Current Gl'neralj~ed Alcohol 
depression anxiety dependenct' 

(%) (%) 

S<ll1tiago 29.5 18.7 
Rio de Janeiro 15.8 22.6 
Paris 13.7 11.9 
Manches ter 16.9 7' 
Groningen 15 .9 ... 
Mainz 11.2 7.9 
Bangalore 9.' '.5 
Athens 6.4 14.9 
Berlin 0.' 9.0 
Ankara 11.6 0.9 
St>attle 6J 2.' 
Verona 4.7 J.7 
lbadan ' .2 2.9 
Nagasaki 2.6 5.0 
Shanghai ' .0 '9 

Total 10.4 7.9 

EXPLANATIONS FOR THE OBSERVED DIFFERENCES IN 
PREVALENCE 

(%) 

2.5 
4.1 
4.3 
2.2 
H 
7.2 
U 
,0 
5.3 

'0 
L5 
0.5 
0.' 
3.7 
U 

U 

There are four possible explanations for differences in observed prevalence 
between different centres: true differences in prevalence. differences in concepts of 
illness. differences in tendency to seek help in each culture. and demographic 
differences in the help-seeking populations. 
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Dlnerenees In True Prevalence among Anenders 

We have no direct infonnation about this from the present survey. However, if 
differing degrees of social deprivation among the base populations were 
producing differences of prevalence, we would expect this to be reflected in the 
help-seeking populations. The same argument can be used to test for other 
possible factors that might affect prevalence in the base populations, such as 
developed versus developing world, and differing degrees of social assets. These 
are to some extent correlated variables, but we can explore which one best predicts 
the differing prevalence rates observed. 

Our preliminary attempts to account for differences in prevalence by relating 
them to subjective ratings by the investigators were, however. not encouraging. 
The investigators were asked to assess what proportion of patients treated by the 
practice were affected by a range of variables that reflect deprivation: When these 
ratings were plotted against prevalence figures for each centre, the Spearman's 
correlation between the two variables was found to be only + 0.27 (not significant). 

Concepts of Illness 

Each culture has its own socially acceptable means of providing ways in which 
psychologically symptomatic people can seek medical help. Concepts such as 
'burnout" in the USA. 'kidney weakness' in China. 'jibyo' in Japan and 'postviral 
fatigue' in Europe and North America can all be used in this way to explain 
symptoms in those who, for example, have not experienced espedalJy unusual 
stress at work, or whose kidneys have no demonstrable weakness. The existence of 
such constructs will influence the way in which symptoms are perceived, and 
selected for presentation to doctors. 

However, while such explanations might account for low rates in, say, Nagasaki 
and Shanghai, it is difficult to see how they could possibly account for the 
enormous range of observed rates among centres presumably sharing concepts of 
illness in the present survey. 

Illness Behaviour 

We consider characteristics of the medical clinics on page 353, and find that there is 
some tendency for clinics with a more personal care style to be associated with 
higher observed prevalence. It may be that the illness behaviour of patients is 
affected by their knowledge of the atmosphere of the clinics, so that those with 
symptoms are more prepared to attend these clinics and describe their symp~oms 

• ~ social factors were: homeless; difficulty paying for medical care; malnutrition; illiteracy; 
single_parent fammes; broken homes: loneliness: drug problems; slJ'€"@lcrime: burglary, stealing: 
domestic violence and st'XU31 abu~. PCPs rated eitCh on a four-point scale of frequency, and the 
individual raHngs were then summed. 
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to ~he doctors. However, this would nolan its own account for the observed 
differences, and it seems likely that there are true differences in prevalence in the 
base populations in addition to effe<:ts of illocss behaviour. 

Demographic charad.rl,net of h.lp· ••• klnu populations 

For all centres, 61% of the attenders were female: this was reasonab!y constant 
across centres. For all centres, 15% were between 15 and 24. 45% between 25 and 
44, and 4D% between 45 ilnd 65 . The samples from Ankara. Bangalore and Ibadan 
tended to be younger than average, while those in Rio, Santiago and Nagasaki 
were older. For the whole sample, 15% had fewer than four years, and 28% had 13 
or more years full· time education. Centres with more than one-third having fewer 
than fou r years were Bangalore (44%), lbadan (36%) and Rio (46%). woile centres 
with a high proportion of those with more than 13 years educahon were Seattle 
(88%) Paris (6 1%) and Groningen (46%). 

EHacts 01 Age 

Age of toe patient did not account for any differences in prevalence. 

enacts of Gender 

Table 4 shows odds ratios by gender for 'any ICD· I0 diagnosis' and current 
depression for each centre. For example, an odds ratio of 4.73 for depression in 
Santiago de Chile means toat at that centre there were 4.73 times as many women 
with depression as men. The ra tios that are significantly different from zero are 
snown with an asterisk. A high ratio can be produced either by a high female rate 
or a low male one: thus the high odds ratio for depression in Santiago is indeed due 
to a very high female rate (36.8%), while that in Bangalore is produced by a low 
male rate (4.8%; see Table 5). 

For a1l centres combined. the odds ratio is approximately unity for 'any 
diagnosis', although this result conceals variation between centres. The female rate 
is significantly higher than the male rate in Bangalore, but it is Significantly lower in 
lbadan and Nagasaki. The high odds ratio in Bangalore is due to a combination of a 
somewhat lower male rate and a somewhat higher female rate. while the two low 
ratios for 'any diagnosis' in lbadan and Nagasaki are both produced by low female 
rates (7.2% and 9.9% compared with 24.7% for all centres). It is noteworthy that 
the male rates for these two centres are dose to the male rates in all centres (19.1%. 
19.0%, compared with 22.8%). Thus either female patients are unwilling to admit 
d istress in these centres. or they are indeed mo re psychologically healthy than 
their male counterparts. Males show high rates of alcoho l problems in sam€' 
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Table 4. Relative riSk 01 having a mental disorder by gender 

Any aOI ox Current depression 
Centn' odds ratios odds ratios 

Santiago 0.94 4.73 ' 
Rio de Janeiro Uti 3.95' 
Paris 1,50 2.25" 
Manchester 1.23 1.40 
Groningen 1.13 1.47 
Mainz 1.02 ' 30 
Bangalore 1.90' 3.05" 
Athens 0.92 0.96 
Berlin 1.28 2.11 
Ankara 1.22 13' 
Se .. Ule 1.06 1.11 
Verona 1.29 1.76 

Ib""" 0.33' 0.70 
N~gasaki 0,44' 1.24 
Shanghai 0.74 135 

Total 1.11 1.89' 

' R.lio sig. diff~nl, 

Table 5. 'CIDI,PHC-any diagnosis' and 'CIDI-PHC current depression ' showing 
prevalence rates by gender lor selected centres 

Any diJgno~ i ~ ODl-PHC currenl depression 

M.t, Female Male Female 

Santiago 54.6 53.0 1 Ll 36.8 
Rio de Janeiro 32.6 40.0 ,., 19.6 
Manchester 2>.5 27.5 13.9 18.3 
Bangalore 18_1 29.6 , .• 13.3 
Ibadan 19.1 7.2 5' , .. 
Naga~aki 19.9 9.9 2.3 '8 
All centres 22.8 24.7 U 12.5 

centres, and this contributes to a lowering of the odds ra tio. Differences between 
the centres in gender ratio cannot have produced the observed variations in total 
morbidity. 

The ratio for depression for all centres combined is 1.89. Thus, the female rate 
for depression is almost double the male rate. and this difference is significant. The 
female rate for depression is significantly higher than the male rate in four of the 
centres: Santiago de Chile, Rio de Janeiro, Paris and Bangalore. 
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EFFECTS OF PHYSICAL ILL-HEALTH, EDUCATIONAL LEVEL 
AND PARITY 

The next four tables examine the effects of physical ill-health, educational level and 
parity for selected CIDI-PHC diagnoses. Table 6 examines the effects of these 
variables on the prevalence of current depression. 

The figure of '0.34' for physical ill-health in Santiago means thaI those rated by 
the physician as physicaUy sick were only one-third as likely to be depressed as 
those rated by the physician as physically healthy, and the asterisk means that this 
difference is significant. However, physical ill-health did not have this relationship 
10 depression in any of the other centres, and the overall odds ratio for all centres is 
1.11. 

In Santiago and Ibaclan women who have had one or more children are 
significantly less likely to be depressed, but the reverse is true in Manchester: for all 
centres combined, parity has no effect. It can be seen that for all centres combined, 
only educational level has a significant effect upon the prevalence of depression, 
with those having had the most years of full-time education having lower rates 
than those who are educationally disadvantaged. It is likely that educational level 
is acting as a proxy variable for social advantage. 

Table 7 examines the effects of the same variables on the diagnosis of current 
anxiety. Once more, anxiety is more prevalent among the least educated; but now 

Table 6. Relative risk of having ICD-lO current depression by different social factors 
(odds ratios) 

Education 1+ Z+ 
II I-heallh Upper V3t Ch~dren CMdr~ 

Santiago 0.34" 1.13 0.36- 0.65 
Rio de Janeiro U3 0.93 2JS 1.73 
Pari~ 0.89 0 .75 ..,Q 1.40 
Manchesler 1.52 0.76 US" 0.75 
Groningel1 1.J4 036" 1.99 1.14 
Main~ 0.92 0.73 1.61 1.51 
Bangalore 1.99 0.86 4.46 ]3, 

Athens '.00 U7 0.20- 0.75 
Berlil1 1.49 1.03 0.95 0.94 
Ankara 1.04 0.94 1.24 l.5S 
Seattle UJ O.3S- 1.99 230 
Verona 1.53 0.63 3.71 1.11 
Ibadan 1.31 0.43 0.11- 0.19" 
Nagasaki 1.32 1.83 0.76 0.5S 
Shanghai 0.79 0.7 1 025 0.97 

Total 1.ll 0.73" 1.05 1.17 

tUpper 213 = upper 60 pcrcmtile. 
'"S;gnj~c~nI . 
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Table 7. Relat ive risk of having ICD-10 generalized anxiety by dillerent social 
factors (odds rat ios) 

Education .+ Z+ 
Ill-health Upper 2/3i Children Children 

Santiago 1.0] 0,38' 2.07 1.02 
Rio de Janeiro 1.02 0.72 1.18 2.41' 
Paris 1.59 0.60 3.10 l.ll 
Manches~r 1.43 0.48 3.41 2.06 
Groningen 1.1S 0.22' 2.41' 0.90 
Mainz 0.81 0.70 1.42 1.07 
Bangalore 1.70 1.44 1.26 1.13 
Athens 2.17 0.83 U4 0.85 
Berlin 2.04 0.69 1.63 Z.09 """,, 0.49 0.89 2.20 
Seattle [.62 0.42 2.27 2.75 
Verona 2.15 0.32 0.21 ' 0.40 
Ibadan 1.10 0.98 1.57 1.04 
Nagasaki Z.66 0.82 0.21 0.18 
Shanghai 0.70 1.17 1.28 

Total 1.40' 0.62' 1.27' 1.37' 

tUpJ"'T 213 _ upJ"'T 66 pereentile, 
'Significont. 

there are also significant effeds for physical ill-health and parity as well. with both 
of these variables being significantly associated with anxiety. 

Table 8 shows the effects of the same variables on 'any ICD-IO diagnosis'. It can 
be seen that physical ill-health and educational disadvantage are both significantly 
associated with diagnoses of mental disorder. The significant odds ratio of 0.83 for 
education for all centres combined indicates thai educational disadvantage is 
associated with higher prevalence rates across the centres, although the effect is 
not so marked as it was for anxiety disorders. As we have previously indicated, 
such a result could be explained by education ading as a proxy variable for social 
disadvantage, by better educated people seeking psychiatric care directly, or by 
some combination of these two fadors. The significant odds ratio of 1.43 for 
physical ill-health echoes that for anxiety disorders. and indicates that physical 
ill-health is a robust variable associated with a wide range of mental diagnoses. 

CONSTANCY OF DIAGNOSES ACROSS CENTRES 

It can be seen from Figure 2 that depressed mood is the commonest symptom in all 
centres. This is to be expected, as in practice this symptom is one of two required 
for the diagnosis. and there were few patients with loss of interest who did not 
have depressed mood as welL Fatigue, often accompanied by insomnia and 
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Table fI, Relat ive risk of having any definite lCD-tO mental disorder by different 
social factors (odds rat ios) 

Education 1 + 2+ 
Ill-health Upper 2/3t Children Children 

Santiago 0.75 129 0.62 0.77 
Rio de Janeiro 1.45 1.09 2.ll' 2.24' 
Parts 0.92 1 09 1.60 2.23' 
Manchester 1.54' 0.79 1.45 0.68 
Groningen 2.10' 0.56' 1.22 0.83 
MaiTlz 108 0.98 0.93 1.25 
Bangalore ~19 0.96 3.30 1.96' 
Alhens 2.26' 0.62 0.74 0.91 
Berlin 1.88' 0.91 0.68 1.17 
Ank~ 1.21 0.90 1.66 2.12' 

Seattle 1.71' 0.39' 0.77 1.43 
Verona 1.82 0.91 0.89 0.78 
Ibadan 1<10 0.76 0.27' 0.5 1 
Nagasaki LZ4 129 0.37 0.32' 
Shanghai 0.73 0.77 0.33 0.48 

Total 1.43' 0.83' 0.91 1.05 

tUprer UJ .. upper 06 re=ntile. 
'Si8nificant. 

depressive thoughts, is common in Athens, Berlin, Groningen, Ibadan, Manchester, 
Paris and Verona: these are the European centres, with the addition of Ibadan. In 
Nagasaki fat igue and depressive thoughts are accompanied by worthlessness and 
weight loss. In Bangalore there appears to be a distinctive pattern, with thoughts 
of death and worthlessness being relatively common; while in the three American 
centres depressive thoughts and insomnia were common, often accompanied by 
weight gain. 

To condud~, mental disorders are frequent in primary care in all centres. 
Although the prevalence may be different among 15 centres, there is fair 
agreement between three different methods of case identification. Mental 
disorders commonly present in all centres with somatic rather than psychological 
symptoms. Female rates are 1.89 times higher than male rales for depression; but 
the rates for 'any diagnosis' are approximately equal. as male rates are higher than 
female for alcohol problems. The three commonest conditions were major 
depressive episode, generalized anxiety and alcohol-related problems. However, 
in some centres depression was more common than anxiety, while the reverse was 
true in others. 

There were marked demographic differences between the populations in the 15 
cenrres, and these may have accounted for some of the variation seen. The 
admittedly crude measure of social deprivation that we had available was not 
significantly related to the observed differences. Depression was significantly 
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mort often seen in patients with lesser education. Physical ill-heal th and parity had 
inconsistent effects on prevalence of mental disorders in the different centres. 
However. anxiety was found 10 be related to al1 three of these measures; and 'any 
menial diagnosis' was significantly associated with both physical ill-health and 
lesser education. 
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4.2 
The Impact of Psychopathology 
on Disabi I ity and Health 
Perceptions* 
J . OAMEL AND J.A. COSTA E SILVA 

As in previous studies (Blacker and Clare, 1987; Mann d at 198 1; Schulberg tt AI .• 
1987; Regier et (1/ .• 1985; Cooper t l al., 1969; Hankin and Locke. 1982; Shepherd tI 
iii" 1966; Ormel tllI/ .• 1990; Von Korff tt a1., 1987; Barrett tt al.. 1988; Hoper tt al., 
1979). this WHO collabora~ive study has established that (1) psychiatric illness in 
primary care is common; (1) most cases in the community will visit their primary 
care physician; and (3) detected cases are typically nol referred to a mental health 
sPffialist. Beyond the high prevalence, ubiquity and personal suffering thai 
persons with mental disorders experience, the public health significance of these 
disorders derives from their deleterious effects on performing activities expected 
as nonnal in the culture. 

The association of common psychological disorders with functional disability 
has been demonstrated in a series of epidemiological studies in community 
primary care and outpatient mental health settings in North America and Western 
Europe (Wells d al .. 1988; Broadhead et al .. 1990; Von Korff et al.. 1992; Wohlfarth 
tl al .. 1993; Berkman d aL 1986; Turner and Belser, 1990; Hurry and Sturt. 1981; 
Dohrenwend tt al .. 1983; Casey tl al .. 1985; Hecht d al. 1990; Rodin and Voshart. 
1986; Craig and van Natta. 1983; Blumenthal and Dielman. 1975; Paykel and 
Weissman. 197); Onnel It at 1993). However. existing studies have not 
detennined whether common forms of psychological illness implicate disability in 
populations residing in developing or in non-Western countries as well. It is of 
considerable interest to understand whether the relationship between psycho
pathology and functional diSCIbility may be a universal human phenomenon. or 

• s",,1'II: d.ot. p<COientw in this chapter .pptllf in Orm"! ri .. l. (1994) Common """ntol disorden and 
diubility across culturn. JAMA. l7l. 1141-1748. 

MmW m- r. c;-.rJ Iwh~ C ..... M /tV ......... 1 SbooIy. Edit~ by T.B. Om:in on<! N. s.rtorius 
0 199) by ,.,... Wilt)' . Son. Ud 
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whether this relationship is observed only in highly industrialized countries or in 
Westem cultures. If heigMened levels of disability were consistently observed 
among persons with common forms of psychopathology across a wide range of 
cultures, it would suggest a compelling personal impact of these disorders 
regardless of cultural context. Alternatively, if disability was associated with 
depression and anxiety disorders only in cenain cultures, attention would logically 
focus on identifying the cultural fadors that influence the relationship between 
psychopathology and d isability. 

In addition to the impact of psychological illness on social role performance, 
psychological illness also affects health p(>rceptions in a negative way. Negative 
health perceptions have been shown to predict mortality and quality of life (Singer 
d ai., 1976; Mossey and Shapiro, 1982; Idler and Kasl. ]991; Wolinsky et at 1983; 
Krout, 1984; Wan and Arling, 1983). This relationship is independent of objedive 
medical health status, physical disability, chronic medical disease and social
demographic characteristicS. The predictive power of overall health perceptions 
with regard to survival appears to be even stronger than physicians' predictions 
(Mossey and Shapiro, 1982: Idler and KasL 1991). Health care utilization has also 
been shown to correlate independently with health perceptions after objedive 
indicators of health status were controlled for (Krout, 1984: Wan and Arling, 
1983). This WHO international study provides the nrst opportunity to detennine 
whet-her the relationship between psychological illness and negative health 
perceptions is observed in a wide range of cultures. If il were shown that 
psychiatric disorders were associated with disability and negative hp.al th perceptions 
in all cultures it could be said thai mental illness has considerable impact on 
pcrsonal wcll-being, social rdabonships, health care cost and work productivity 
(Wellstf al., 1988; Broadhead el al., 1990; Ormel eI al., 1993; Stoudmire et aI., 1986) 
and therefore deserves a high prio rity in public health adion. 

The focus of this chapter will therefore be on the cross-cultural consistency of 
the relationship of psychopathology with functio nal disability and negative health 
perceptions. To date, most studies on the association of psychopathology with 
disabilit y and health perception in primary care populations have had two 
limitations: (1) most used relatively small samples from Western European or 
North American primary health care centres; (2) most studies rel ied exclusively on 
self-report measures of psychopathology and/or disabi li ty, which may be subject 
to information bias through a negative response set of patients with psychiatric 
symptoms (Watson and Pennebaker, ]989; Ormel and Wohlfarth, 1991 ). 

This study has a number of advantages in assessing the relationship between 
psychological illness and both disability and negative health perceptions: (I) the 
number and cultural diversity of the participating centres; (2) the large sample size 
at each participating centre; (3) the standardization of the study instruments; and 
(4) the combined use of self-report and interview-based measures of disability. 
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In order to understand the relationship between psychological illness and both 
disability and negative health perceptions, it is necessary to examine the extent to 
which persons with psychological illness also show increased levels of physical 
illness. Across the participating centres of this study, current psychiatric diagnosis 
was only weakly associated with study measures of physical disease status (see 
Table I , columns 2 and 3), although there was a dose- response relahonship 
between the severity of psychopathology and both physician-rated severity of 
physical disease and number of chronic medical conditions. These relationships 
were statistically significant (p < 0.001) but weak (Pearson correlahon coefficient: 
0.11 and 0.15; Kendall's tau-c: 0.09 and 0.11). 

Within each of the participating centres, there was typically only a weak 
positive association of current psychiatric status with physical health status 
ranging from -0.01 to 0.18 for the physician rating of severity of physical disease 
(Table 2, column 2). The association of current psychiatric status with the number 
of chronic conditions reported by the patient was in general somewhat stronger. 
ranging from 0.01 to 0.31 (Table 2, column 3), 

PSYCHOLOGICAL ILLNESS AND DISABILITY 

In contrast, both interviewer-rated occupational role disability as well as self-rated 
physical disability were markedly increased among patients meeting diagnostic 
criteria for psychological i!lness. There was a clear dose--response relationship 
between severity of psychopathology and the severity of disability (fable 1, 
columns 4 and 5). Disabili ty levels increased consistently when comparing 
psychiatrically well patients with those who had a subthreshold psychiatric 
disorder or were symptomatic, with those who have a single definite psychiatric 
disorder, and with those with more than one psychiatric disorder. The association 
of psychiatric illness with interviewer-rated work role disability (r= 0.41, 
tau-c = 0.34) was similar to the correlation of psychiatric illness with patient.rated 
physical disability (r= 0.35, tau-c = 0.28). Figure 1 presents the pertinent data for 
the disability days indicator of disability. 

The pooled association of psychiatric status and disability was consistent across 
the participating centres, al though the strength of the association varied. Table 2 
shows a range of 0.17 to 0.61 for occupational role disability (column 4) and of 
0.21 to 0.62 for self-rated physical disability (column 5). These correlations 
typically clustered around 0.45 and 0.40 respectively, but show substantial 
between-centre variation. 



Table 1. Psychiatric status by physical health status, disability. perceived heallh, and most recent visit: ail centres pooled, 
weighted data 

Mean physician Moderate/severe Moderate/severe 
rating of ~verity of No. of occupaHonai self-rated 

Psychiatric status physical disability Mean self·rated 
(ICD.based) illness chronic (%) (%) overall health 

Well (no ICD·Ox) 1.35 0.64 7 12 2.89 
Subthreshold Ox 1.54 0.85 to 26 3.24 

and pi's 
1 Dx 1.67 1.16 .31 44 3.66 
2 + Definite Dx 1.71 1.16 50 62 3.97 

No. of patients 5160 5290 52..39 5263 5231 



Table 2. Correlation 01 psychiatric status with physical health status. disability. and perceived health: Pearson correlation 
coefficients. by centre 

Physician 
rating of No. of 

severity of sdI-reporled Level of Level of $elhated 
physical chronic IXCUpaHonal S!.>lf-nted ov~1 

Centre illness diseases dlsabillly health 

Ankara IN = 400) 0.02 0.22 0.48 0.45 0.34 
Alhens (N,.. 196) 0.11 0..31 0.411 OJ] 0..33 
&ngalore (N = J(8) 0.16 0.25 0.61 0,62 0.58 
Berlin IN = 4(0) 0.111 0.26 0.40 0.20 0.36 
Groningen (N 340) -0,01 0.D1 0.4.5 O.:U 0.44 
lbadan (N = 269) 0.011 0.23 0.37 0,39 OJ6 
Mairu: (N = 4(0) 0.10 0.16 OJJ 0.29 0.32 
M.."chesrer (N = 428) 0.08 0.05 OJ7 0.2.0 0.2.3 
Nag-asakl (N 336) 0.05 0.17 0.35 0.30 0.46 
Parb(N 405) 0.00 0.16 0.4! 0,19 0.36 
Rio de JiIl'Iei.ro (N J(3) 0.11 0.09 0..37 0,41 0.45 

(!'II 274) -0.01 0.15 0..33 0.16 0.16 
SeAttle (N 37J) 0.12 0.13 0.30 o,::n 0..35 

eN 576) 0.04 O.l? 0.38 0.34 0.33 
Verona eN 250) 0.0<> 0.08 0.17 0.17 0.37 
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For all diagnostic categories. the proportion of patients with moderate or severe 
disability was approximately three or five times higher relative to patients without 
a psychiatric disorder. This pattern was similar across all measures of disability. 
However, these increased disability rates among patients with psychiatric illness 
may be biased by psychiatric co-morbidity. Almost half of the patients with at least 
one psychiatric disorder (N = 2802) had a disorder from at least one other cluster 
of psychiatric disorders (dusters were: depressive episode; agoraphobia, panic 
disorder and generalized anxiety; somatization. hypochondriasis and somatoform 
pain; alcohol dependence). Depressed patients are perhaps so strong ly disabled 
because psychiatric co-mo rbidity is more prevalent relaHve to patients with an 
anxiety disorder. Therefore. we also examined disabi lity levels among patients 
with only one psychiatric disorder. thus excluding those with psychiatric 
co-morbidity. The results. presented in Table 3. suggested that part of the 
disability is due to psychiatric co-morbidi ty. In particular. self-reported disability 
dropped. However. as can be seen from Table 3, for all disorders disability levels 
wefe still increased among patients with a specific psychiatric disorder compared 
to patients without any psychiatric disorder. 
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Table 3. Disabili ty by current lCD-tO diagnosis pooled across centres. 

Moderate or severe .. 

Current ICD-lO diagnosis (patients 
with psychiatric co-rnorbidity are 
excluded) 

o<;cupational role self-reported physi<:al 

Psychiatrically well patients 

leo Dt-pressive Episode 
ICD Panic Disorder 
ICD Agoraphobia 
ICD Neurasthenia 
ICD Hypochondrias is 
ICD Generalized Anxiety 
ICD Alcohol Dependence 
ICD Somatization Disorder 

dysfunction 
(%) 

, 
39 
53 

I' 
J7 
42 
26 
20 
21 

RELATIVE CONTRIBUTIONS OF PHYSICAL AND 
PSYCHOLOGICAL DISORDERS 

disability 
(%) 

12 

46 
J4 

" " " 53 
18 
42 

Using logistic regression, we determined the relative contribution of physical and 
psychiatric ill-health to sell-reported physical disability and interviewer-rated 
occupational role disability. We controlled for demographic characteristics and 
stratification variables. The results showed that both severity of physical ill-health 
and mental ill-health had a substanHal independent effect on disability. 

Table 4 presents the result s of a simplified logistic regression in which we 
excluded the indicators of severity of psychiatric and physical illness which did not 
have an independent contribution. In addition, we had the remaining predictors 
dichotomized. The results are in line with the first logistic regression analysis in 
which we used an extensive set of indicators of severity of psychological and 
physical illness. The odds ratios suggest thai physical and mental illness both 
produce disability. Occupational disability seems to be more sensitive to mental 
illness than to physical illness. Self-reported physical disability is more or less 
equally sensitive to physical and mental illness. Srudy centre also had an 
independent effect. 

The logisl'ic regression analyses showed that the probability of being disabled 
depends also on unmeasured centre-specific fadors which are not accounted for by 
difference between centres in demographic characteristics and severity of physical 
and mental ilI-heal~h. The contribution of these centre-specific factors was 
substantial and only slightly smaller than the effect of severity of mental ill-health. 
In particular, the centres Groningen, Ibadan, Manchester and Verona contributed 
to this effect. Nevertheless these centre-specific effects, the association between 



Table 4. 01 <lisability on severity QI physical illness (two indicatorsl disorder (two indicators) and 
centre, adjusted for demographic characteristics and ific.a!icln variables 

Occupational disability Seli·rated disability 

Predictors Bela (SE) Significance Odds ratio Beta (SE) Odds ralio 

illness 0.39 (0.08) 0.001 1.47 0.51 (0.07) 0.001 1.67 
0.47 (0.08) 0.001 1.60 o.n (0.07) 0.001 2.06 

No. of psychiamc symptoms 0.96 (0.09) 0.001 2.60 0,75 (0.08) 0.001 2.12 
No. of ICO-JO psychiatric disorders 0.91 (0.09) 0.001 1.52 0.83 (0.09) 0.001 2..29 

untre (14 variables) 0.001 0.001 
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psychiatric status and disability was found to be highly robust. For all centres, the 
presence of at least one psychiatric disorder was associated with increased 
disability, irrespective of the disability measure used. 

PSYCHOLOGICAL ILLNESS AND NEGATIVE HEALTH 
PERCEPTION 

Psychiatric status was also consistently associated with negative perceptions of 
overall health. A notable increase in negative health perceptions with increasing 
severity of psychopathology was obsetved. The strength of the association was 
moderate: Pearson correlation of 0.34 and a Kendall 's tau-c of 0.25 . However. this 
association was robust across centres, with Pearson's r ranging from 0.23 and 0.58. 

DISCUSSION 

Common psychiatric disorders were often associated with moderate to marked 
disability. Increased disabili ty was consistently observed across all centres 
participating in this study. Psychiatric disorders were as strongly associated with 
interviewer disabi li ty ratings as patient ratings of disability. 

Disability is typically defined in the context of the mad- impairment. disability 
and handicap--as 'any restriction or lack of capacity to perform an activity in a 
manner or within a range considered normal for a human being'. In the present 
WHO study, disability was conceptualized according to two different approaches: 
(1) a self-report measure reflecting the limitations in physical activities which range 
from vigorous activi ties to self-care activities; and (2) an interviewer rating on 
patient's functioning in the occupational role. The consistency in results across 
centres suggests broad significance of psychiatric illness for quality of life in a wide 
range of cultural settings. 

Physical illness is often somewhat associated with psychiatric status resulting 
from common causes or the aetiological impact of one on the other. The results 
presented suggest that physical and mental illness both produce disability. 
Occupational disability seemed to be more sensitive to mental illness than to 
physical illness. whereas self-reported physical disability was more or less equally 
sensitive to physical and mental illness. Study centre had a substantial independent 
effect too. The relatively weak impact of physical illness on disability may be due 
to the spectrum of severity of physical disease in primary care patient populations. 
Thirty-six per cent of the study subjects were rated as mildly physically ill, 14% as 
moderately ill and only 2% as severely ill. The low proportion of severe physical 
illness may explain the lack of a substantial relationship between physical disease 
and disability ratings. It is reasonable to expect the impact of disease severity on 
disability to be more pronounced among persons with severe physical impairment 



344 MENTAL ILLNESS IN GENERAL HEALTH CARE 

than among persons with mild to moderate physical impainnenL The global and 
imprecise measurement of physical disease status by two Single items may also 
have reduced the observed association of disability with disease severity. 

Patients' perception of their own health were clearly affected by their current 
mental health status. This phenomenon was consistently observed in all centres, 
but the strength of the relationship varied across centres. This is an important 
finding since illness behaviours aTe strongly influenced by health perceptions. In 
particular, the combination of disability and negative health perceptions may 
unfavourably affect a person's quality of life, burden on the family and the society, 
and utilization of health care services. 

Common psychiatric illnesses are conditions that are only defined on the basis 
of the presence of symptom patterns. There are neither objective, biological 
markers, nor asymptomatic psychiatric illnesses. This raises the issue of operational 
confounding between the measures of psychiatric disorder (the symptoms) and the 
measures of disabili ty. Some of the disorder-clisability association may be due to 
the use of 'impainnent' criteria in diagnostic interviews and diagnostic algorithms. 
The Primary Care Version of the CIDJ (CIDl-PHC) included two types of 
impaitmentcriteria. At the individual item leve1. some symptom questions allowed 
a '2' response, implying that the symptom was present but not sufficiently severe 
to satisfy diagnostic criteria. An individual symptom may pass this severity screen 
in three ways: a medical professional was consulted, or the respondent used 
medication for the symptom, or the symptom interfered with life or activities. The 
'interference' criterion is the third in the hierarchy of severity criteria and is only 
asked if one of the first two is not satisfied. Recording of a '2' code does not specify 
which severity criterion was passed. At the disorder level. some diagnostic criteria 
include overall impaitment criteria. In these cases, respondents would have to 
report some level of impaitment in order to satisfy diagnostic criteria. Below, we 
present a disorder-specific overview of impaitment criteria used at either level in 
the CIDI-PHC. For the leo Depressive Episode and leo Generalized Anxiety: no 
'2' codes or impaitment criteria apply. This implies thai operational confounding 
was not possible. For leo Panic Disorder and leo Hypochondriasis: a single 
screening item allowed a '2' code. Consequently, some respondents may have 
been asked about interference and included on thai basis. For ICD Agoraphobia: 
the diagnostic algorithm included a disorder-level impaitment criterion. Respon
dents must endorse one of the three severity criteria. So, again some respondents 
may have been included on the basis of interference. For ICD Alcohol 
Dependence: one of the items addressed interference. For ICD Neuroasthenia and 
lCD Somatization disorder: the majority of the symptom questions allowed '2' 
codes, consequently confounding was most likely here. Given this use of 
impainnent criteria in the diagnostic algorithms, we believe, for two reasons, that 
the observed association between psychiatric illness and disability was largely 
genuine and only minimally due to operational confounding. First, the role of 
disability-related criteria in diagnostic algorithms was absent or minor for most 
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disorders. Second, the leve l o f associated disability was relatively low for disorders 
which were most vulnerable to confounding (somaHzation, alcohol dependence) 
and relatively high for disorders which were not confounded (depression and 
generalized anxiety). 

The consistent relationship of psychological illness with disability and negative 
heal th perceptions across a wide range of countries and cultures underscores the 
worldwide public health significance of the common forms of psychological illness 
experienced by primary care patients. The significance of these disorders appears 
to extend beyond the considerable personal suffering that they induce. 
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4.3 
Primary Mental Health 
Services: Access and Provision 
of Care 
T.B. OSTON AND M. VON KORFF 

Primary care provides: (1) ~he firs t level al which help from the medical system is 
sought; (2) continuing care fo r common disorders; and (3) coordination of the 
delivery of many different types of health and social services. While 'primary 
health care' has these common themes in differen t cultures, there are major 
differences amongst countries in the organization and provision of primary care 
services. 

In this WHO collaborative study, participating cenl~es represented different 
cultures and different levels of socioeconomic development. Health culture and 
carc systems differed accordingly. For example, the average number of patients per 
month per facility varied from 600 to 9000 and the iypicallensth of consultation 
ranged from 5- 15 minutes (see Table 1). The facilities, where the fieldwork for this 
study was carried out, differed in tenns of the precentage of cases presenting with 
acute illness or injury. For example, in Shanghai this was as low as 3% whereas in 
Ankara. Bangalore, Manchester and Santiago this rate was above 40%. 

As explained in the first and second chapters, each centre was seleded as being 
'prototypically representative' of the common health services for primary health 
care in that particular country. While atypical stud y si tes were avoided, it is not 
possible for a single setting to be repr£'SeOtative of the universe of patient 
populations and health care delivery organization in a country. Every effort was 
made to document the service charaderistics and delivery of mental heal th 
services in each setting. including: 

• type of setting. location (urban, rural); 
• type of fund ing; 
• number of full -time and part-time physicians, nurses and other practitioners; 
• appointment system; 



Tabla 1. The participating sites and facilities 

Typical Acute 
Estimaled number length illness 

$£rvlce patients of and 
population Type of Cost Participating per conSIJllalioll injury 

Centre /10:» location coverage month (min) (%) 

Ankan W health ,a~ unil Semi-urban Government 5 GPs 2300 12 45 

Athern 50 Health centre Semi-rural Govl'rnment 9 inlemJsb 1500 IO 30 
2 Urban 5 internists 3000 

Bangalore 60 Health cenlre Urban Government 2 GPs 200 5 6~ 

Primary care cmln Rural Government I GP 450 
Pri rna ry care cenl re Rural Private I GP 150 

Serlin 40 GP offices Urban Insurance 35 GPs 800 IS II} 

Groningm 20 practices (Urban! Jnsur.ll1a' II Gr, SOO 10 15 
semi-urban) 

lbaclan 500 clink of 2 Urban Missionary + 12 GPs 1600 )0 50 
Hospilals private 

Mairu: 30 GP offices Urban Insurance 20 GPs 2000 I1 20 

Manchester 40 GP offices Urban Government 19 GPs 1700 10 42 

NlIg.1s.aki J2 Urban Insuram:e + 10 intemists 4000 10 30 
government 10 mlcrnists 

I';)ri, 250 GP offices and UrbaJI lnswance 10 GPs 9000 15 1.3 

private clinics 30 CPs 

Rio de Janeiro 100 Outpatient clinic or Urban Government lOO Interns and 3500 1.0 10 
university IS CPs 



Santiago de 300 Primary care clinics Urban Government () CPs 4000 JO 40 
Chile 

Seattle 50 Health maintenance Urban Insurance 46 CPs 18000 l5 25 
organizalion cliruo 

Sh;:mghai 600 Neighbourhood hospi~al Urban Government 2 inlcmlst1> 7500 10 7 
Dislrict hospilal .5 in lemists 12000 

Veron;; 20 GP office; Urban Government l6 Gil's 5800 15 l5 
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• number of visits provided by a physician on a typical full clinic day; 
• major categories of reasons for visit; 
• availability of mt>ntal health personnel at the general health Cdrf! seHing and on 

referral: 
• availability and cost to the patient of psychotropic medicines; 
• typical mental health training of participating physicians; 
• continuity and comprehensiveness of services: 
• infannation on medical records: description of service population (age, sex, 

other available socioeconomic deicriptors, and distance of patients from clinic). 

Individual characteristics of thc organization of health care and the basic features of 
the settings have been given in detail in the reports from centres. 

HOW PATIENTS COME TO SEE A DOCTOR: PATHWAYS TO 
CARE 

One of the basic fea tures of primary care is that it is 'first contact' care. There was 
some variation across centres in th~ extent of contact with other health care 
providers prior 10 their primary care visit . An evaluation of pathways to care was 
made on 'new' patients only, who had not visited the participating clinic during the 
last three months with the same problem (Caler el al., in press). In Figure l(a), 
representative of M<lnchester and Groningen, the primary care physician was nol 
only Ihe fi rst contact person, but also the 'gatekeeper' for specialist care. In some 
countries, for instance the UK, this has been regulated by law and every person 
assigned to a single general practitioner. However, in other countries there is 
greater variation in how patients access care. For example, in Ankara, Berlin, 
Mainz, Paris, Santiago, Seattle and Verona, 10-30% of patients had previously 
seen another doctor about the same problem, usually a specialist or a hospital 
doctor (Figure Ib). In Athens, Bangalore, Rio de Janeiro and Shanghai, a substantial 
proportion of 'recursive pathways' were observed in which patients had 
previously sought care from other physicians about the same problem (Figure Ic). 
In Ibadan other care providers, such as native healers or phannacists, were visited 
by many patients prior to their visit to a primary care doctor. 

PRESENTING COMPLAINTS 

There were broad similarities in the presenting complaints of patients attending 
general health care facilities (Table 2). For all centres combined, pain and other 
somatic complaints accounted for 62.1% of presenting complaints, while sleep and 
fatigue accounted for a fu rther 6.9%. Psychological problems (i.e., depression and 
anxiety. related, or other neurotic symptoms, alcohol and drug.related problems, 
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Ffgur. 1, Pathways 01 people contacting primary care services in WHO PPGHC study 

interpe~onal problems. psychotic symptoms) were only 5.3% of the presenting 
complaints. Even among persons with definite psychological disorder. this profile 
of pr~ntin8 complaints was similar-only a small minority sought primary care 
specifically for a psychological problem. 

It should be noted that fatigue and sleep have been separated because they 
could be related 10 either psychological or physical disorders. When individual 
differences arc examined among the centres. there was no centre where patients 
usually present Initially with psychological complaints; the highest was Santiago 
at JJ.1%. For centres in both developed and developing countries. most of the 
patients with definite psychological disorder presented with a complaint usually 
as!>oOated with somatic il lness (such as back pain, shortness of breath or dizziness). 

HEALTH CHARACTERISTtcS OF THE GENERAL HEALTH CARE 
ATTENDERS: HOW DO THEY SEE THEIR HEALTH STATUS? 

Psychological disorders were strongly related to patients' perception of their 
health status. People with ICD-I O mental disorders (as identified by the research 
instrument) viewed their own health status as worse than those who did not have a 
menial disorder. This difference persisted after correcting for the presence of 
physical disorder. Figure 1(01.) shows that people view their health status 
increaSingly worse as the diagnostic status changes from weU through !>-ublhreshokt 
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Table 2. Presenting complaints of patients attending health care facilities 

Other 
Fatigue/ somatic 

Psychological sJ~p Pain romplail'lts 
(%) (%) (%) (%) 

Santiago 1J.2 3 .• 17.4 31.6 
Groningen 12.8 5.7 28.2 37.0 
Pari~ 11.0 8.' " 3 39. 
Manchester " 13.4 2<.8 38.2 
Rio de Janeiro 7.6 5 1 41..1 16.9 
Verona M 3.7 15.9 ". 
Berl in 3.7 5.2 323 36.0 
Maim 3 .• o. 18.0 33.5 
Ankara 2 .• 5 .• 40.5 44.4 
Seattle 2 .• L. 17.0 15.6 
Ibadan 23 9.0 51.4 31.0 
Athens 2.2 " 21.9 33.S 
Bangalore )3 8.0 35.1 17.7 
Nagasaki )3 9.5 213 22.8 
Shanghai 0.2 133 26.2 52.9 

Total 5.3 6.' 293 32.8 

to a well-clefined !CO-lO diagnosis. Doctors tended to view the health status of 
patients as slightly better (Figu re 2b) but there was a similar paHem. 

RECOGNITION OF MENTAL DISORDERS IN GENERAL HEALTH 
CARE SETTINGS 

Across the participating centres, primary care physicians often identified their 
patients as having clinically significant psychological illness (See Table 3). Overall 
they identified 13.4% of the attenders as being a 'case' with a psychological 
disorder. As seen in Table 3, their identification of cases increased as the diagnostic 
status of the patienl groups changed from well through subthreshold to any 
ICD-10 mental disorder. 

There was considerable variation across the centres in the proportion of patients 
whom the doctors considered as having psychological illness. The ra tes of research 
cases identified by general practitioners varied between centres from 15.9% to 
75 .0% (see Table 4). 

The concordance bdween clinician recognition of psychological disorder and 
the research diagnosis of definite ICD-I0 psychological disorder was low to 
moderate. According to the ClO! 24.0% of attenders were identified as 
'well-defined cases' and 9.0010 as 'subthreshold cases' . Thus, an overall research 
instrument identified 33.0% as having a clinically signific",n! disorder, whereas 
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Figure 2. Overall health status rating 

attending physicians identified 24.2%. The concordance between general 
praditionen and research instrument was only half of the cases, as shown in figure 3. 

ORGANIZATION OF HEALTH CARE: DIFFERENCES IN STYLE 
AND ITS EFFECTS ON RECOGNITION 

Following Starfield's conceptual work on the structure and process of primary care 
(1992) we developed a grouping of si tes according 10 their health care provision 



354 MENTAL IllNESS IN GENERAL HEALTH CAR E 

Teble l . Recognition of mental disorders in general health car. setti ngs 

Di.'agnO$tic starus 

Doctor-rated Few .... than two ICD-IO 
psydlolQgic~J symptoms Subthreshold diagnosis 
disonkr (%) "" (%) 

Severe cas<' 03 1.1 3.J 
Mockrate nst 2.4 ,. loA 
Mild CoISl' 8.7 14 ,9 W 
Subclinical disturbance 19.9 "D 233 
Completdy l'IOI'mill 633 '" 2 7.4 

Missing J.4 3.6 3.0 

~Jlalus 
Subthn-$hokl, symptom, In at lust two di/krcnl .... at ho.t r\OI .-ching \evel 01 di~O<).i'. 
ICD-IO diagnosis: JIcohoI dependence Flo.Z. hlorniul ~ of akohoi FIO.l, depression HUll. dy.thymi~ H4. 
18oup~obi' F40 .• . p.lnic F4LO. GAD F41.1 , """",t iution difO.oo FH.O, hypochondrias;' F4.5.2 and 
r.eura$thMia F4~.O. 

Table 4. Recognition as a psychological case 01 currenllCO-l 0 disorders by 
treating physicians 

Gentralized 
Currmt anxiety Somatiulion 

depression disorder d i$ord .... Any lCD-tO" 
FJ2IJJ F41.1 '" diagnosis 

(% recognized) (% rKognized) ('II> t«ogni:r.ed) ~ reoogniudJ 

V~~ 70.0 74.0 100.0 ".0 
s.nt~go 74.0 61 .4 8'" 74.1 
Manchester 69~ 7>3 100.0 62.9 
Mainz 55.6 6.5.2 95.6 00.0 
Seattle 56.7 46.S "'.1 56.9 
Berlin 56.7 55.1 335 56.0 

I .... " 39.7 673 JJ.J 55.1 
Groniogen 59.6 58.7 75.2 .51.2 
Paris 615 49.7 663 40.' 
Bangalore 45.7 J 4.6 313 40.4 
Rio do! Ja~o 43.9 3 1.9 43.3 35.6 
Anum 28.4 25.7 33.8 24.1 
Nagasaki 19.3 U5 0.0 183 
AtheM 22.2 13.4 113 17.0 
Shanghai 21.0 19.9 12.3 B .9 

Total 54.2 46.1 64.1 48.9 

'Any tCD· TO diagnos;" in . ddition 10 I~ .bov~. dyslhymio F34. agor.phob;.a F40.4. plInic F4 1.0. 
hypochondria. i. F4S.2 o.n<I neuraolhenia F48.0. 
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style. The care provision in each centre was characterized as either individual care 
or collective care according to the following criteria. 

Type A: Individualized Care Model (Personal Care , Cllent-centred) 

(a) Patients visit a physician whom they know. whom they have seen on most 
previous visits and will continue to see. The physician serves as a 'personal 
doctof: they know the patient as a person, and is actively concerned about 
their health (both emotional and physical health). 

(b) Patients go to see the doctor without any difficulty or a long wait: there is an 
appointment system. Patients know in advance that they will be seen and thai 
they will be given a certain amount of time without being rushed. 

(c) The physician has records that show patients' past history. previous visits and 
their oukome and other medically relevant infoOllation. 

(d) The physician remains responsible for coordinating the patient's care between 
visits: arranges follow-up visits, gets feedback from specialists and laboratorie<s 
and other service components. 

Type 8 : ColieCOve Car. Model (Clinic Car., Cllnlc-cenlred) 

(a) Patients come to a 'clinic'. a health care facility they have seen on most 
previous visits and will continue to use. This clinic serves as their usual source 
of health care service; but they do not have a personal doctor. 

(b) Patients go to the clinic without an appointment and do nol know in advance 
whether they will be seen for certain. The amount of time given 10 the patients 
largely depends on the total number of patients and number of physicians 
available on a particular day. 

(c) The clinic has records (files, cards) that show palients' past history, prcvious 
visits and their outcomes, and other medically relevant information. 

(d) The dinic makes suggestions for referral and follow-up but a particular 
physician does nol remain responsible for coordinating the paticnt's care 
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Table 5. Structural leatures of primary care facilities in different centres 

(I) (2) (3) (') 
Personal Appt. Personal Coordination 

Cenm dodo, system records follow-up Tyo< 

Aob~ No No Yo, y~ Mostly B 
Athens A y" y" Yo, y" A 
Athens B y" y" No y" Mostly A 
Athens C No No No No Mostly B 
Bangalore No No No No B 

""'"" y" y" y" y" A 
Groningen y" y" y" y" A 
lb~dan No No No No B 
Mainz y" Yo. y .. y .. A 
Manchester y" Y .. y" y" A 
Naga5aki No No y" No B 
Paris y" y" y" y" A 
Rio de Janeiro No y" No y" Mostly B 
Santiago Y" No Yo, y" Mostly A 
Seattle y .. Yo, y" y" A 
Shanghai No No y" y" B 
Verona Yo, No y" y" A 

between the visits. In the subsequent visits patients may see another member 
of the dinic. 

On the basis of these features, each cenhe rated the basic features of their health 
care facilities involved in the study, according to the following questions: 

1. Are physicians 'personal doctors'? Does the patient usually see the same doctor 
in every visit to primary care? 

2. Do patients easily access care in an organized way (i.e., appointment system)? 
3. Do doctors or clinics have well-kept, detailed records of patients? 
4. Do physicians assume responsibility for coordination of paHents' follow-up, 

referral and other services? 

The resul ts are summarized in Table 5. Among many structural variables of health 
care facilities this typology of individualized care versus collective care seemed 
best to summarize structural difference in the process of care. As seen in Figure 4, 
the recognition of menta1 disorders across different centres categorizing them as A 
or B shows that type A centres had higher rates of recognizing mental disorders 
than type B centres. This occurs even when the A and B type settings are located in 
the same city as in the case of Athens. This is an interesting finding that suggests 
the possibility that the organization of health care may have a direct effect on their 
performance. We are aware that there may be other factors involved in the process 
of care concerning the patients and their knowledge, attitudes and behaviour (such 



PRIMARY MENTAL HEALTH SERVICES 

Recognition '% 

8. 

7. 

s. 

50 

4. 
3. 

2. 

,. 
• 

AtJoenI C + . 
.w..nl"+ -'-

Type 
A 

-Type 8 • ArIIe .. 1 
""8n 27% , 

....:..... + Aln .... 8 

Typology 

Type 
B 

357 

Figure 4. Recognition rates of any IC()'10 mental disorder by type 01 centre 

as decision to seek care, readiness to present emotional problems, readiness to 
accept psychological illness) and those concerning doctors (such as their training 
and atHtudes, e.g. seeing mental health as within their responsibility), as well as 
other structural features of health care. These factors are being systematically 
examined and will be reported separately. 

HOW ARE PEOPLE WITH MENTAL DISORDERS TREATED AND 
WHICH TREATMENTS DO THEY RECEIVE? 

Across all the centres, primary care phYSicians reported that they provided 
treatment to 77.8% of the cases whom they identified as having a psychological 
disorder. The most common treatments provided to recognized cases were: 
counselling (52.9%). sedative medications (26.3%) and antidepressant medications 
(15.0%) (Table 6), 

Among these treatments what constitutes counsell ing remains to be explored: it 
may vary from discussion of the problems to some sort of structured or brief 
psychot herapies in different centres. In general, drug treatment was offered to 



Table 6. Commonly psychiatric treatments: cases recognized by treating as suffering from a 
psychological disorder, all centres 

Cu.rrent depression Anxiety disorders Somalofonn disorders 
1=32133/34 1'40J41 1"45.0/45.2/48.0 All Cases 

Patients Patients Patients Patients 
seen Estimated seen Eslimaled ""en Estimated seen Estimated 
(N) per cent' (N) p.-r cent~ (N) per cent" (N) per cent' 

Any type of drug treatment 384 55.7 288 57.5 216 51.6 905 51.3 
$.;datives 190 27.6 157 31.1 102 243 463 263 
Antidepressants 153 22.2 107 .214 SO 19.1 265 15.0 
Anli.psydlOtics ]4. 2.0 13 2.6 8 1.9 30 1.7 
ViUtonie! analg) herbal 89 12.9 66 13.2 55 13.1 233 I.U 
Other drugs 57 tU 48 9.6 44 10.5 155 13.8 

Any type of non-drug treatment 426 61.8 .H2 62.3 276 65.9 1107 62.8 
Discussion! counselling 333 483 252 503 22.2 53.0 924 52.4 
Practka1J sodai help 31 4.5 21 4.2 24 5.7 87 4.9 
Refer/m.h proUnurse/carer 109 IS.S n 14.4 7J 16.9 204 1l.6 
More physical tests 60 8.7 47 9.4 49 11.7 179 10.2 
Other b:eatment J2 4.0 20 4.0 2.4 5.7 77 4.4 

115 16.7 84 10.8 68 16.2 323 18.3 
639 100.0 50J 100.0 419 100.0 1763 100.0 

'."unong all recogniud cases 01: the di5order(s~ 
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Table 7 . Commonly p rescribed psychiatric treatments for IC()'10 Current 
Depression in diNerent centres 

P .... centag~ 
Perantagt' Pt'rct'nbge Percentagt' P~rcentlge prescribed any 
rtrognized prescribed an pre5Cribed I prescribed any non-drug 

among ICD· IO anti-dq>ressanl SKiitivt' fOf other drug for trl!atmMl: for 
Cul'rl!nt for thOSt' in those in thOSt' in IhOSt' in 

Deprnsion cases column I column I column I oolumn I 

Ankara 28.2 19.4 29.0 32.0 452 
Athrrn 32.4 9.' 4S.S 17.2 4S.S 
BangalOTe 46.2 21.7 21.7 13.3 lS.0 

"". 56.5 11.4 '.7 30 80.0 
GroningCll 63.2 IS.2 16.S 15.2 74.7 

Ib""" 63.0 o. 3U 23.' 94.1 
Main2 59.4 105 23.7 ,<>.5 "2 
Mancht'Stt'r 64.3 38.6 12.9 18.8 85.1 
Nagasaki 19.2 "'.0 20.0 20.0 20.0 
Paris 65.9 3L8 49.4 42J 41.2 
Rio de Janeiro 48.4 '.1 3.1.9 [J.6 74.6 
Santiago 72.6 '18.8 40.0 22.3 6 1.2. 
Seattle 06. 1 463 7.' 21.9 M.3 
Shanghai 24.6 0.0 14.3 7. I 0.0 
Verona 73.7 25.0 64.3 14.3 60.7 

All centres 39.1 22.2 27.6 B.1 61.8 

51.3% of all recognized cases which show that drugs play an important role in the 
treatment of mental disorders in general health care. Every second case of mental 
disorder is treated with a psychotropic drug. 

There seemed to be little relation of drug selection to any particular research 
diagnosis. For example, antidepressants were prescribed for patients receiving a 
research diagnosis of depression about as frequently as for anxiety or somatoform 
disorders. The same was true for other drugs. Table 7 shows how cases with a 
confirmed research diagnosis of ICD-IO Current Depression are recognized and 
treated in different centres. 

Table 7 shows the use of antidepressants and sedatives for depression cases. The 
large proportion of sedative prescription for these cases is a concern whereas they 
could have been spedfically treated with antidepressants. There are also marked 
differences in prescription patterns among centres. To some extent Ihe prescription 
patterns reflect the frequency of mental disorders, the lower prevalence sites 
having generally lower prescription rates. However, the differences between 
centres cannot easily be attributed to prevalences but rather to treatment 
traditions (Lnden, 1994). 

In summary, people with psychological disorders in general health care settings 
have usually come to see their doctor directly. They do not bring forward 
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psychological complaints but are mos~ likely to seek CMe for physical illness or 
somatic symptoms. The likelihood that their psychological illness would be 
recognized by the attending primary care physician varied according to the type 
of the health (aTe organization. When primary care was organized in a 'personal' 
style. it was more likely that the physicians identified the patient as a 
'psychological ca~'. When recognition occurred, physicians generally discussed 
the problem with the patient and provided a drug treatment to half of them. The 
particular form of treatment that patients were proVided wUh was not rdilled to 
their research diagnosis. 
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Discussion 
T.B. OSTON, G. SIMON AND N. SARTORIUS 

The data obtained in this study offers many ways to examine psychological 
problems in general health care. The previous chapters (3 and 4) gave an overview 
of results in different centres and preliminary comparisons across different sites. 
Addihonal specific analyses will be reported as separate papers dealing with more 
detailed issues. FoUow.up data will bring more insight into the long-term course 
and outcome of mental disorders in primary care. In discussion of these results and 
tneirimplications, it would be useful to delineate both the strengths and limitations 
of the study and its methods. 

STRENGTHS OF THE STUDY 

1. Same design across all centres enabled direct comparison of the findings at 
different levels (e.g., diag nosis, diagnostic criteria, specific symptoms, disability, 
physical illness and other parameters) with great detail and precision. Uniform 
methodology across all centres avoided the disadvantages which are 
encountered when resul ts from previous studies are compared (e_g., lack of 
comparable designs and assessments). It also allowed comparison among 
centres at the same point in time which was not often possible with other studies. 

2. Sufficient sample siu enabled comparisons both within and across centres for 
major diagnostic categories. 

3. Geographiml coverage of the centres gave a broad view of the different health 
care sty les and cultures. This provided the opportunity to identify the 
similarities and differences across various centres. 

4. Use of slandardiud assessment instrumen/"s which are cult urally relevant ensured a 
sound comparison across d ifferent languages and cultures. This approach used 
identical criteria for case definitions and selection probability for follow-up. 

5. Assessment of reliability both within centre (among all interviewers participating 
in the survey) and across multiple sites. 

6. Multi-frail and multi-method assessment (see page 25) using various measures 

M",r"llII_ i" GmmJ Hm/lh Carr, A" 1"1 .... "rio.",J 5h;dy. Edited by T.B. O,tull and N. Sartoriu. 
(I 199~ by John Wiley to: Son~ Ltd 
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concurrently allowed assessment of the multi-dimensional aspects of psycho
logical disorders and provided an opportunity to validate findings from 
different sources. 

LIMITATIONS OF THE STUDY 

1. Gentr~liullion of fhe rtSl4lls: altho ugh several measures were taken to select the 
prototypical centres in a participating country. the health care facilities which 
look part in the study could no t possibly represent all the primary care facili ties 
in the participating country or region. On the whole, the centres were likely to 
be different from the average centres in the country since they had the 
resources and experience to undertake an intensive research project over a long 
period. Therefore, the results are not necessarily applicable at country level and 
we prefer to refer to the centres (e.g ., Ankara, Athens, Verona) rather than the 
corresponding countries. 

2. Preva/mee estimates: it should be noted with caution that prevalence estimates 
reported do not refer to 'true' population prevalences. This study estimated the 
frequency of a disorder among attenders of general health care. Factors such as 
availabili ty of health care resources and services, presence of alternative care 
styles and systems. health beliefs and attitude towards psychological problems 
may have differential effect in access to general heal th care. Therefore, the rates 
should be regarded as a composite function of different fadors culminating in 
first contact care and not as true general population prevalences. At some 
centres, data from comparable population surveys are available. These suggest 
that prevalence rates for common mental disorders are typically twice as high in 
primary care attenders as in the general populat ion. This d ifferential selection of 
distressed community residents into primary care clinics (referred to by 
Goldberg and Huxley (1992) as the 'first filter') may, however, vary in 
selectivity across different rultures and different health systems. Consequently, 
the two-fo ld difference between primary care and community prevalence seen 
in the USA and Western Europe may not hold elsewhere. 

3. Response rates: The response rates to screening were between 91% and 100%. 
Second-stage response ra tes were somewhat lower (overaU 65% across aU 
centres) mainly due to the time required for the patient to take the interview; 
therefore in some centres, as explained in chapter 3 (e.g" Athens, Berlin, Mainz), 
refusal rates were high. Analyses regarding age, sex and GHQ score did not 
reveal any difference for non-responders: however, a response rate around 40% 
has to be considered when explaining the findings in these centres. When more 
ddailed data on non-respondents were available (e.g .. in Seattle), these data did 
not suggest any bias due to non-response. 

4. Di/furnce ill il1leroiew sil tS: for logistical reasons second-stage interviews were 
carried out in d ifferent locations such as the primary care clinic, hospitaL 
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psychiatry outpatient department or patients' homes. This may create a 
difference in terms of the reporting style of patients, especially concerning 
disclosure of psychological problems. 

5. Application of research instrumtnts i" primary rnre: while the study instruments 
were chosen and developed for application in primary care settings, they were 
not initially validated in primary care settings and in all cultures (e.g ., CIDI has 
been validated in psychiatric settings; however. primary care patients with 
many somatic complaints who may have a different response style may give 
different results). 

6. Validity of research diagnosis: in the absence of a 'gold standard' in psychiatric 
diagnosis. one should be cautious of calling the discordance between the 
research instrument and the clinicians' diagnoses 'misdiagnosis'. Clinical 
diagnosis reflects the diagnosis used in the usual practice of primary care 
physicians; its standardization or reliability was not investigated in this study. 

7. Varia/jo" I" treatment styles: available treatments were specified in generic terms 
to accommodate the international variation. This approach, however, does not 
allow full comparison of true treatment ra tes. For example, counselling may 
mean different things in different countries, varying from a brief discussion to 
structured brief psychotherapy. 

8. Pooled dala: in reporting the overall resul ts, sometimes the data from the centres 
are combined. The statistical power is raised by pooling the data because of the 
increased number of available cases. However, there appears to be considerable 
heterogeneity among the participating centres in many respects. Therefore the 
interpretation of pooled data should be made with caution and only in instances 
where there are common findings among all centres. 

DIFFERENCES AMONG CENTRES 

The results presented demonstrate that the centres differ in a number of respects: 

1. Service organiudion: data on participating clinics suggest major djfferences in the 
organization and delivery of primary health care at various si tes. Chapter 4.3 
describes these djfferences in some detail and classifies sites along a spedrum of 
'personal care' orientation versus 'clinical care' orientation. Important elements 
of the 'personal care' model include continuity of care with a single physicial\ 
scheduled appointments and a more adive role for patients in decisions about 
health care. A more 'personal care' orientation was typically associated with a 
higher level of economic development and with higher levels of economic 
resources devoted to health care. There were, however, a few notable 
exceptions to this relationship. For example, participating primary care dinics 
in Santiago de OUle showed more of a 'personal care' orientation than did the 
site in Nagasaki. 
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2. General'ualth cart tit/enders: the population using primary heal th care services 
varied significantly across centres in tenns of age, sex, and presenting 
complaint. The differences could be due to (a) culture-specific concepts of illness 
which may lead distressed patients to seek other Iypes of help (specialists. 
phannacists, traditional hea lers); (b) differences in barriers to care (cost, 
distance); and (e) variatio ns in likelihood of follow-up visits which would affect 
sampling. An immediate indicator of differences in the samples is Ihe gender of 
attenders. The ratio of males 10 females among primary care attenders varied 
from almost 1: 1 at some sites to t : 2 at others. Centres also varied considerably 
in the reasons for visiting a primary care physician. While pain or o ther physical 
symptoms were common reasons for visit at all sites, the proportion o f patients 
presenting with explicit psychological complaints ranged from less than 1% to 
g reater than 20%. In general. psychological presentations were much more 
common in Western centres (i.e y in Europe and Seattle). 

3. Frequency of psychological disorders: the overall prevalence of psychological 
disorders showed striking variabili ty across centres (see chapter 4.1). Depressive 
and anxiety d isorders taken together showed approximately five-fold differences 
in prevalence. Among centres Asian sites showed the lowest prevalence ra tes, 
while the highest rates were seen at European and South American centres. In 
addition to overall differences in mo rbKlity, centres showed significant 
differences in the relative prevalence of specific d isorders. For example, the 
Ankara centre had a relatively high rate of current depression but one of the 
lowest rates of generalized anxiety d isorder. The opposite pattern was found in 
Athens. 

These differences in prevalence may have several causes. First, these 
differences may reflect true variations in population prevalence rates. Such an 
explanation seems likely for some of the inter-site differences (e.g., lower rates 
of alcohol use disorders at a si te where there were many Muslims among the 
population contacting the service). 

Second, differences in prevalence may reflect differences in the selection of 
patients into primary care. At some centres, culture-specific concepts of 
disorder may prompt the psychologically distressed to use other systems of 
care. For example, weakness and non-specific pains might be seen as symptoms 
of 'jihyo' in Japan or 'Shin Qua' in China-<:onditions typically managed by 
non-medical healers.' 

Third, d ifferent rates of psychological disorder might reflect differences in 
the 'retention' of distressed patients in the primary care clinic. Clinics or 
physidans emphasizing recognition and management of psychological distress 
may attract larger numbers of patients with psychological problems from the 
population than other facilities which do not . 

• "Shin Qu;l' is ~n as a ft'5U1t of weakne5s in the kidney. 'Jibyo' is a syndromt' 01 chronic pains and 
.... eUness. 1hose with t~ illnesses might more often present to IfOlditional medicine d iNG 
be<:ausc these are viewed as outside the domain of medical pr.tCti«. 
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Methodological fadors may also contribute to differences in prevalence 
across sites. Although the protocol design. instrument development and 
interviewer training were all intended to minimize such effeds, methodological 
contributions to differences in prevalence must be considered. First, selection of 
study clinics or participating physicians may contribute to differences in 
prevalence. While each site attempted to select clinics and physicians 
representative of the local community, it may not necessarily be possible to 
generalize results from any centre to the regional or national population. 
Second, the significant non-response rate at some centres allows the possibili ty 
of non-response bias. The data available on non-respondents (age, gender, 
GHQ-12 score), however, do not suggest any Significant difference between 
respondents and non-respondents which might influence prevalence. Finally, 
prevalence differences might reflect cultural differences in presentation of 
distress. Primary care patients in different centres with a simi lar 'true' severity of 
distress might respond differently to standardized assessments. There is no 
standardized assessment available at present which is equally applicable in all 
cultures; however, development of the aDI included extensive consultation 
and field testing to maximize its 'goodness of fit' in diverse cultural settings. 

4. Recognition of mental disorders in general Iltulth cure: physicians' diagnosis of 
psychological disorders in their usual practice varied between 4.8°/0 and 58.5% 
(average 23.2%) across all centres. A number of factors may account for this 
wide variation in physicians' est imates of 'psychological caseness'. General 
practitioners (GPs) at different centres may have different concepts of 
'psychological disorder' and may have different thresholds to iden tify cases. 
For example. they may rely on level of reported dis hess, or being unable to 
fulfil daily obligations, rather than a clinical constellation of various symptoms 
as required in official diagnostic classifications. In this context primary care 
physicians may recognize some types of distress (e.g., marital problems) as a 
'psychological problem' which would not be detected by the research 
diagnostic instrument (CIDI-PHC). The recording of doctors' assessment in this 
study did not fully explore the variability in physicians' conceptualization of 
psychological problems. For example, the culture (alcohol problems in different 
cultures are nol always seen as mental prob lems), training of the physicians, and 
their understanding of 'psychological illness', their working conditions and the 
structure of the doctor-patient relationship may all playa role in identification 
of psychological problems. 

The concordance of physicians' diagnosis with the research diagnosis for 
patients with definite psychological disorders ranged from 18.3% to 75.0%. 
These concordance rates exclude somatofonn pain disorders and alcohol use 
disorders. For pain disorders, differences in medical practice may influence how 
often pain is 'medically explained' (e.g .. the same headache might be classified 
as migraine by one GP but stress by another). For alcohol use disorders. 
customary alcohol use patterns may vary widely across centres. GPs may not 
view alcohol use disorders as 'psychological', so alcohol disorders may appear 
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to be 'unrecognized'. Even when these two disorders which might have been 
expected to have low concordance were excluded. the concordance between 
clinical diagnosis and the research diagnosis was low and varied markedly 
across centres. 

A number of factors may explain this variability; 

(a) As mentioned above, the CPs may be reaching their conclusion about the 
best diagnosis (which leads to treatment) on the basis of other criteria in 
addition to the symptoms (e.g .. severity of the condition,. disability caused 
by the illness, availability of treatment). If this is the case, it is to be expected 
thai their agreement with a classification which is based mainly on 
symptoms will be low. 

(b) Recognition may be influenced by patients' and physicians' views of the 
responsibility of primary care physicians for men~al heal~h problems. The 
differences on the willingness of paHents to disclose psychological 
problems to primary care physicians in different cultures may also 
contribute to the discordance between doctors' assessment and the research 
instrument. Seeing men~al disorders as outside the domain of primary care 
would make patients less likely to present psychological problems and 
physicians less likely to enquire about them. 

(c) The nature of diagnostic criteria used in the research may also influence the 
concordance. The research criteria have been created by psychiatrists 
whose main frame of reference was clinical syndromes usually seen in 
mental health care settings: it is possible that the patients in primary care 
settings are different in their symptom profiles, att itude toward illness and 
the manner in which they speak about their complaints. 

(d) Another factor that may guide primary care physicians' recognition may be 
'management orientation'. On account of the high number of cases 
physicians need to manage within a small period of time they seled people 
for whom they assume the treatment would definitely make a difference. 
During their training and a good part of their professional life. most of them 
have heard that there are no specific and effective treatments for patients 
with 'minor' mental disorders such as anxiety and 'chronic neurosis'. It may 
well be that a certain proportion of their 'mental' diagnosis was only an 
expression of their findings that the treatments they prescribed for somatic 
illness were ineffective. This mechanism might have been particularly 
present in instances in which the patients reported a variety of 
symptoms--some related to somatic illness and some to psychological 
distress. 

(e) Recognition may also be influenced by the organization of health care. 
Centres which conform to the 'personal care' model as explained in chapter 
4.3 generall y showed higher concordance bet-ween the physician's diagnosis 
and research instrument. Elements of this model which may contribute to 
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recognition include familiarity (prior visits to the same physician), continuity 
of care, longer primary care visits and a more active role for patients in the 
primary care encounter. Further research is necessary to detennine which of 
these possible explanations of low concordance between the GPs' diagnOSis 
and the research diagnosis is most likely. 

5. Trl'lltmenfs; centres varied widely in the pharmacological treatments which 
primary care physicians reported preSCribing to patients with psychological 
disorders. The portion of GP-recogniz.ed 'cases' receiving drug treatment 
ranged from approximately 30"/0 to 70"/0. At most si tes, sedative drugs were the 
most common pharmacological treatment and were prescribed much more 
often than antidepressants. The opposite pattern. though, was observed at a 
number of si tes (Croningen. Manchester, Nagasaki, Seattle). Differences in 
psychotropic drug use may reRect both regional differences in prescribing as 
well as differences in the scope of practice of primary care phYSicians. At some 
centres, the use of antidepressant medication may be seen as the responsibility 
of specialists. Centres also differed widely in the psychotherapeutic treatments 
reported by primary care physicians, but these differences should be interpreted 
cautiously. Unlike classification of drug treatments, classification of psycho
therapeutic interventions may vary widely among centres. Consequently, 
differences in the reported prevalence of counselling may reflect true djfferences 
in physician behaviour or may reflect differences in physicians' definition of 
counselling. 

SIMILARITIES AMONGST CENTRES 

Despite the numerous differences described above, there are important common 
findings which were conSistently replicated across the various sites which differed 
greatly in many respects: 

1. Ubiquity of mental disorders: mental disorders were common in all cultures, 
showing that psychiatric disorders are not artifacts of industrial development 
or exclusively explained by sociocultural fadors. While the prevalence of 
anxiety and depressive disorders varied across sites, standardized methods 
confirmed that similar syndromes exist in all sites. These findings echo those of 
the International Pilot Study of Schizophrenia (IPSS) (World Health Organiz
ation,. 1979), which found that psychotic disorders occurred in similar form 
across a wide range of cultures. This study extends the IPSS finding to anxiety 
and depressive disorders. 

2. Burdtn of mental disorders; psychological problems have a dramatic impact on 
overall health and well-being. At all centres, psychological disorder was 
associated with significant disability as measured by both interviewer ra tings 
and patients' self report. Psychological distress was also the central determinant 
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Flgur.1 . Comparison of d isability: depression versus chronic physical disorders 

of patients' perceptions of overall health (see chapter 4.Zl. 1t was also found thai 
psychological disorder had a stronger impad on patients' sense of well-being 
and caused more disability than did a number of major chronic medical 
conditions. (see Figure 1) consistently across all centres. 

J . Nud for mhltal am in pri~ry cart: across all sites, people with psychological 
problems were frequent users of general health care facilities. Even in 
developed countries where speciality mental health services were available. 
primary care clinics were a major source of mental hulth care. People with 
psychological problems oftcn contacted these facilities first. Although a patient 
may not reporl psychological complaints as the main reason for a visit, a 
screening instrument and a structured interview elicited the psychological 
distress. 

4. The /lud 10 imprwt recognitiolt and rtfQnQgnnnrl of mmlal d;5Ordt1S: primary care 
physicians commonly diagnosed mental disorders, and overall prevalence rates 
reported by physicians al various si tes were similar to those found by 
structured interview. Primary care physicians' assessments, however, onen 
disagreed with the research interviews. Therefore, treatments provided for 
these cases were often non-specific. When patients were identified as having 
distress by the doctors. they usually received some kind of psychotropic 
medication. mainly tranquillizer prescriptions. People with disorders for which 
there are rather specific treatments, such as depression, in most cases did not 
receive treatments most likely to be beneficial. 

5. Co-"wrbidily of psychological disordtTS: co-moribidity of mental disorders in 
general health care w.u a common finding. Among those who had a 
well-denr'l<'d mental disorder (24.0%) more than one-third had more than one 
disorder. In almost all centres the most common co-morbid couple was 
depreSSion and anxiety d isorders (Sartorius t l al., in press). Co-morbidity of 
mental and somatic disorders was also frequent; when present it enhanced the 
disability in a cumulative way. Findings deserve furt her detailed investigation 
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since diagnostic definition of hierarchies have greater effect on co-morbidity 
rates. 

6. Sublhreshold disorders: definition of 'subthreshold' categories is controversial: 
lhey may either be defined as minor forms of well-defined categories or as a 
different constellation of (disorder-specific or non-spe<:ific) symptoms. Currently 
there are no agreed criteria and no empirical evidence to define 'subthreshold' 
disorders in operational terms and most definitions are arbitrary. The analyses 
in this book have taken the definition of suMhreshold disorders as 'symptoms in 
at least two different diagnostic areas (e.g ., depression, anxiety, somatization) 
but not reaching level of diagnosis'. The underlying principle in these decisions 
was to include cases that did not meet the criteria for the well-defined 
categories, but nevertheless had clinically significant symptoms. Hence, 
subthreshold disorders may vary widely across centres in symptom patterns. 
Further analyses are under way regarding symptom profllH of subthreshold 
disorders in different centres. 

This study investigated the form, frequency, recognition and treatment of mental 
disorders in different cultural settings. The major strength of the study is the use of 
culturally meaningful standard methods at an intemational scale. There were 
differences among different centres reg.uding the service organizations and 
frequency of people with menial disorders. However, there werE' major similarities: 
psychological problems were common in general health care attenders, they were 
associated with substanli.al disability and they were not always recognized and 
h"eated Specifically. 
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Conclusions 
T.B. aSTON. N. SARTORIUS. J.A. COSTA E SILVA. D.P. GOLDBERG. 
Y. LECRUBIER. J. ORMEL. M. VON KORFF AND H.-U. WITTCHEN. 
ON BEHALF OF COLLABORATING INVESTIGATORS' 

The preceding chapters have presen~ed the main findings of the cross-sectional 
phase of the W HO Collaborative Study on Psychological Problems in General 
Health Care. Findings regarding the course and oul'come of psychological 
disorders in general health care will ~ reported in subsequent publications. This 
study, being the first and largest study ever carried Qut in primary care in different 
cultures, provides unique infonnation on the general characteris tics of primary care 
a!tenders with psychological problems in a wide range of health care settings and 
cultural contexts. This survey has created a unique database to investigate the 
symptom constellations frequently seen in different primary care settings and to 
explore their association with other consequences of psychological illness (i.e., 
disability, health service utilization, hospitalization, drug use). These analyses will 
also display cultural differences in symptoms, their natural history and outcome as 
well as the diagnostic practices of the health care providers and illness behaviour of 
the patients. 

The results from the main phase of the study have led the advisory group and 
the collaborative investigators to reach the following conclusion<>: 

1. Well-defined psychological problems are common in all the general health 
care settinss examined in this study (average 24.0%). Among the most 
common psycholosical disorders in all centres were depressive disorders, 
anxiety disorders, alcohol use disorders and somaioform disorders.t A 

• All p;!rticipating collaborating investigators have been listed on page 37S. 
t The disorders were diagnosed according to lCD-tO Interna tional dassification of Mental and 

Behavioural Disorders, DiaWJOStic Criteria for R~arch (World Health Organiution. Geneva. 
June 199J) a$ ass~ssed by CIDI-Primary Heal th Care Version. These refer to 'Current Disorders' 
only which werE present during th~ las! month of investigation. Diagnoses assessed were 
Sonutoform Diiordert (P~ln. Somatiu tion, Hypochondriasis. Neurouthenia). Anxiety Disorders 
(GeneraJited Anxiety, Panic. Agoraphobia). Depusslve Disorders (Depression. Dysthymia, Brief 
Recul'l'ent Depression. Mixed Anxiety ~I't'ssion). Akohol U~e Disor<krs (Harmful Use of 
Alcohol Alcohol Dtpmdence). Drug Abuse. Psychotic Disorders and Obsessive CompulSive 
Disorders were nol: assessed. 

r-..ur,1.,j IUom ;" Cntn~, Ht_,/h CQrt: M loI/tmQ/ioout! SMIy. Edited by T.B. OstOn mel N. Sartorius 
C 1995 by }din wn~ " Sons lid 
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society. They arc not treated to a sufficient degree although specific and 
acceptable treatments exist. 

2. Mental health care should be made an integral part of primary health care. 
Given the frequency of psychological problems in general health care, 
appropriate care should be provided within primary care where most of the 
patients with psydtologicaJ problems seek help. Specific programmes for the 
public and the health care sector which focus on the awareness, recognition and 
management of psychological problems in general health care should be 
implemented. It is important that primary care workers consider the health of a 
person,. both mental and physicaL and provide services for those with 
psychological problems. This would help to diminish differences between 
'mental' and 'physical' illness and decrease the stigma attached to mental illness. 

3. Sufficient knowledge exists to implement training and service programmes to 
assist people with psychological disorders. We can already translate research 
results into action programmes, Training of general practitioners on recognition 
and management of psychological disorders in general health care deserves 
high priority. The importance of mental health problems in primary care needs 
to be emphasized at all levels of medical training, including the basic medical 
curriculum. All primary care workers should be trained to gain the basic skills 
enabling them to deal with psychological problems in primary care. Mental 
health professionals should be concerned with the development and dissemina
tion of effective management strategies in general health care and should be 
widely employed in the conduct of training adivities. 

4. Results of this project suggest future directions for research and training 
concerning mental health in primary care. Further research should concentrate 
on: (1) improvement of detection of people with psychological disorders and 
their appropriate treatment; (2) structural organization of health services and its 
effect on mental health care delivery (I.e., recognition, management and 
outcome of these disorders); (3) development of techniques for treatment and 
the demonstrat ion of their effediveness when applied in primary health care 
(e.g" good practice guidelines. decision support tools for practitioners); (4) 
studies concerning the disability and cost of mental illness in primary care and 
effectiveness of management schemes in these tenns. 

5. This project should also help direct future efforts to reorganize general health 
care services. The structural organization of primary care services should be 
reviewed to provide better care fo r psychological problems at the primary care 
level. Data on clinical characteristics associated with improved recognition 
should guide the organization of mental health care delivery and referral 
systems. A comprehensive care mechanism should be developed and include 
'1uality assurance procedures applied to general health care services. 

6. Information concerning the form and frequency of psychological disorders and 
their management in primary care should be obtained on a continuing basis. A 
first step to the establishment of such an information system is the development 
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of a classificatio n and reporting syst'em reAecting the specific needs of primary 
care workers. A brief and user-friendly classification scheme accompanied with 
concise management guidelines should be made available and widely 
disseminated. The ICD-IO Primary Health Care Version. rurrently undergoing 
field trials, is addressing this issue (Ostiin tI at in press). 

In the context of health policy, this study also served another purpose. Member 
States of the WHO have adopted a policy of primary health care which is seen as 
the chief strategy to altain the goal of 'health for all by the year 2000'. Primary 
health care is described as essmtiuf Iuallh cnre based on pradimf, scientifically 5Owui, 
and 50Ciaffy acttptubk methods and tlChtrology mnde univrually acceptable to the 
community (World Health Organization, 1978). This study has produced data of 
great scientific interest. The5e results proved thai the psychological disorder! o f 
general health care patients are a major global public health problem and 
demonstrated that mental disorders can be diagnosed and treated within general 
health care settings. We hope that these results will be useful for the introduction 
of mental health components inlo primary care worldwide. 
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Ankara centre, 54 (table) 
Athens centre. 75(table) 
Bangalore centre. 95 (table) 

Berlin centre, 114 (bble). 114 
Groningen centre. 154{tablel 
Ibadan centre, 17l (lable) 
Mainz centre, B2(table), 134 
Manchester centre, 190(lable) 
Nagasaki centre, 208(table) 
Paris centre, 224{table) 
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Rio de Janeiro cenire, 244{table). 256 
Santiago de Chile centre, 262(table) 
Seo1ttle centre, 28J (lable), 284 
Shanghai centre, 299 (table) 
Verona centre, J 19(table) 

o1nxiety. generalized, 5te generalized 
anxiety disorder 

Athens centre, 59-76 
agoraphobia. 69-71(tables) 
alcohol hannful use of. fJq-7 1 (tables) 
alcohol dependence, 69-11 (tables) 
antidepressants, 13. 75 (lable) 
antipsychotics, 75 (table) 
benzodiazepines, 73 
counselling. 73, 7S (lable) 
depression, 69-71(tables) 
disability by diagnostic status, 74(table) 
dysthymia, 69- 71 (tables) 
fad lities, 347 (lable). 356{table) 
fieldwork. 61- 63 
generalized anxiety disorder, 

69-7I(tables) 
health characteristics of sample. 64. 

66--67(table) 
hypochondriasis, 69-71(tables) 
impact of psychological disorders, 

64- 73 
ncuJasthenia. 69-71(t<lbles) 
panic: disorder, 69-71(tables) 
phYSician-recognised ICD-IO disorders, 

7Z(table) 
presenting complaints, 68(table). 

352(lable) 
prevalence of psychological disorder. 

64- 73. 69(table) 
by age group, 71 (table) 
by sex, 70(table) 

reasons for selection, 4 (table) 
screening. 61-63 
sedatives, 75(table), 73 
selling. 59- 61 
sociodemographic characteristics, 

63-64 
sormli:ution disorder, 69- 71 (table) 
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staff, 318 
treatments prescribed. 15(table). 73-16. 

359(table) 
Ayurveda medical system. 81 

back-translation. 32 
Bangalore centre. 82-96 

agoraphobia. 9O-92(tables) 
akohol, harmful use of. 9O- 92(tables) 
akohol dependence, 9O-92 (tables) 
antidepressants. 95 (table) 
antipsychotics, 95(table) 
counselling, 81. 95(table) 
depression. 9O- 92 (tables) 
disability by diagnostic status, 94 (tabk) 
dysthymia. 9O-92 (tables) 
facilities. 347(table). 356(table) 
fieldwork. 54 
generalized anxiety disorder, 

90-92 (tables) 
health charaderistics of sample, 85, 

88-89(lable) 
hypochondriasis, 90- 92 (tables) 
impact of psychological disorders. 

85- 87 
neurasthenia, 90-92{tables) 
panic disorder, 9O-92(tables) 
patients' reasons for centre visit, 

S6(table) 
physician-recognised ICD-10 disorders, 

93(lable) 
presenting complaints, 86(table), 

352(table) 
prevalence of psychological disorder, 

9O(table) 
by age group, 92(table) 
by sex, 91 (table) 

prevalence of psychological disorders. 
85- 87 

reasons for selection. 4(table) 
sedatives, 95(table) 
setting. 82-84 
sociodemographic characteristics, 

84-85 
somatiution disorder, 9O-92{tables) 
staff, 378- 379 
treatments prescribed, 67-96, 95(tabk~ 

359(table) 
benzodiazapines 

Athens centre, 73 
Berlin centre, 118 

Croningen centre. 153 
[hadan centre, 113 
Manchester centre, 191 
Rio de Janeiro «'ntre, 242 
Verona centre, 302, 3 18 
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Berlin, EastlWes:1 comparison, to8- 118 
Berlin centre, 10 1-118 

agoraphobia, 109-111 (tables) 
alcohol harmful use of, 

109-11 1 (tables) 
alcohol dependence, 109- (11 (tables) 
antidepressants, 114 (table), 114 
antipsychotics. 114(table) 
benzodiazepines, 116 
counselling, 114(table) 
depression, 109- 111 (tables) 
disability by diagnostic status, 

113(table) 
dysthymia, 109-1 11 (tables) 
fadliti6, 347(table), 356(table) 
fieldwork. 103- 104 
generalized anxiety disorder, 

109-111(tables) 
health characteristics, 104 
health characteristics of sample, 

106- 101(table) 
hypochondriasis, 109-J 1 I (tables) 
impact of psychological disorders, 

104-108 
neurasthenia, 109- ] 11(tables) 
panic disorder. 109-1 1 1 (tables) 
physician-recognIsed ICo-I0 disorders, 

I I (table) 
presenting complaints, 105 (table), 

352 (table) 
prevalence of psychological disorder, 

l09 (table), 104-108 
by age group, III (table) 
by sex, 1 JO(lable) 

psychiatric treatment prescribed. 
114(table), J59(lablc) 

reasons for selection. 4(table) 
sedatives. 114(table), 114 
selling. 101- 103 
sociodemographic chaucteristics, 104 
somatization disorder, 109-111 (table) 
staff, 379 
treatments prescribed. lOS, 114 (table). 

J59(table) 
Brazil 

medical care organization. 221- 230 
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Brazil (cont.) 
previous work. 227 
psychiatric morbidity , 228- 229(iable) 
SIt "/j{} Rio de Janeiro centre 

Brief Disability Qu~lionnair~ (Bool. 
21(table). 30- JI. 153 

Casene$S, 9- 11 
(mires 

choiet or. 7- 9 
differences among. 363- 367 
fadlili!!s, J47-J48 (tabl~), JS6{table) 
r~a:JOns for selection, 4- S(table) 
selection of, 10- 21 
similarities between. 367- 369 
staff. 378-383 
Sit "lso ir!dioidUill fflItm 

Chile 
medical care orgmiz.;:IIion, 247- 248 
previous work,. 247 
su ,,/so Sant iago de Chile centre 

China 
medical care o rganization. 285- 286 
previous work, 285 
Sit also Shanghai centre 

co-morbidity of psychological disorders, 
368- 369 

collective care model. JSS 
comparability. 11 
Composite International Diagnostic 

In terview - Primary Health Care 
Version (CiDI- PHC), B (table), 
24, 26(tahle), 31. 161 . 323, J2S 

disorder recognition. JS1- JSJ 
impainnenl criteria, 344 

content validity, 32 
convergrnt validity, 34 
counselling/psychoth~rapy, IS 4 (table), 

JS7 
Ankara centre, 54 (Iabl~), S3 
Athens centre, 7.5 (table), 73 
Bartgalore crnlre. 87, 9S(lable) 
Berlin centre. 114 (t~le) 

Groningen centre, IS4(table) 
IbWn centre, 17Z (I ,ble) 
Milin~ cenlre, 132 (lable), 134 
Manchester cenlre. 190(table). 187 
Nagasaki cenlre, 208 (table) 
Paris centre, 224 (table), 225 
Rio de laneiro centre, 24-1 (bble), 256 
Santiago de Chile centre, 262(table) 
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Seattle centre, 282. 18J (lable), 264 
Shanghai centre, 291 , 299(lable) 
Verona centre, J I9 (t.ble), J20 

cultur.lllinguislic differmcn, 2.5- 29 

data an.JI lysis. JJ - J4 
data edit ing. uniformity, JJ 
d.b enlry. Wliformily, 3J 
demographic characteristics, help- seeking 

populations, 328 
depreuk>n 

Ankara centre. 4.5, 48- .50(tables), S3 
Athens cmtre, 65, 69- 7 I (tables) 
Bangalo re centre. 85, 87, 9O-92(tables) 
BerUn centre, 104, 109- 1 J I (tables), 114 
common symptoms, 3JJ(fig .) 
gender prevalence, J28-329 
Gronlngm centre, 143. 

146- J48(tablrs). 149 
Ib.adan centre, 162, 166- 169(lables) 
Mainz centre, 128- 130(tables). 134. 

162 
Manchester centre. 181, 

lS4-186(tables) 
N~gasaki c:enh'e, 199, 202- 204{lilbles), 

2D7 
Paris cenlre, 219- 221(lables), 224 
Rio de Janeiro centre, 2J4, 

238- 240(lables), 256 
Santiago de Chile cenlre. 

2S7-2S9(lablcs) 
5e.tt le cenlre. 271. 27S - 277 (tOibles). ". Sh.nsNi cenh'e, 289, 291 . 

194-296(1ables) 
MJei.l (acto rs, JJO- J3 I 
VeronOi centre, J I2- JIS (IOIbles), JI3 

diOignoses 
consl.ncy across centres, 3J1-3J4 
most common. J2S, J26(table) 

diagnostic formulations, 10 
DiollSnostk Interview Schedule (DIS). 

199 
disollbility, 372 

definition. J4J 
by dilSnostic ~blus 

Ankara centre, S2(tabl~) 
Alhens centre, 74 (tOible) 
BanSOIlore centre, 94 (tOible) 
Benin centre. IlJ (tOible) 
Groninsen centre, 152(tabk) 
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lbadan centre, 171 (table) 
Mainz centre, 133(table) 
Manchester centre, IB9(table) 
Nagasaki centre, 206(table) 
Paris centre, 223 (table) 
Rio de Janeiro centre, 243 (lable) 
Santiago de Chile centre, 261 (table) 
Seattle centre, 279(table) 
Shanghai centre, 298(table) 
Verona centre, 317(table) 

impact of psychopathology, 335-345 
psychological illness and, 337, 

338(table), 339(table), 340- 341 
questionnaire, 30-31 

discriminant validity, 34 
disease severity, psychological illness and, 

337, 339(table) 
drug treatment, 357-359 

see a/51) antidepressants; antipsychotics; 
benzodiazepines; sedatives 

DSM-III-R, 181 
assessment problems, 31 
Ibadan centre, 157, 163 
Paris centre, 211 

dysthymia 
Ankara centre, 48- 50(tables) 
Athens centre, 69- 71(tables) 
Bangalore centre, 85, 9G-92(tables) 
Berlin centre, 109-111 (tables) 
Groningen centre, 143, 146- 148(tables) 
tbadan centre, 166-169{tables) 
Mainz centre, 128- IJO(tables) 
Manchester centre, 184-186 (tables), 

187 
Nagasaki centre, 199, 202-204 (tables) 
Paris centre, 119- 222(tables), 225 
Rio de Janeiro centre, 238-140(tables) 
Santiago de Chile centre, 

257- 259 (tables) 
Seattle centre, 275-177(tables) 
Shanghai centre, 289, 294-296(tables) 
Verona centre, 313, 312-315(tables) 

edocalionallevel, effects of, 330- 331 
examination.. second-stage, 24 
exclusions, 22-23 

feasibility, evaluation of. 31-33 
field won.. 35 

Ankara centre, 42-43 
Athens centre, 61- 63 

Bangalore centre, 84 
Berlin centre, 103- 104 
Groningen centre, 140- 141 
lbadan centre, 161 
Mainz centre, 122-123 
Mancheslcr centre, 177- 178 
Nagasaki centre, 196-197 
Paris centre, 21 4 
response rates, 36(table) 
Rio de Janeiro centre, 232 
Santiago de Chile centre, 250- 251 
Seattle centre, 268- 269 
Shanghai centre, 288 
Verona centre, 307 

Figure Collaborative Study (WHO), 
25- 28 

follow-ups 
sampling, 24 
three- and 12-month, 24- 25 

France 
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medical care organiz.ation, 211- 212 
previous work. 211 
stt also Paris centre 

gender, prevalence by, 5I!e prevalence of 
psychological disorder by sex 

General Health Questionnaire (CHQ), 9, 
12(table), 21. 22(fig.), 26(table), 
27(table), 29, 324 

centre-specific cut points, 33 
Ankara centre, 42 
Athens centre, 58 
Bangalore centre, 79 
Berlin centre, 103 
Croningen cenlre, 137, 138 
Ibaclan centre, 157 
Mainz centre, 122 
Nagasaki centre, 196- 197 
Seattle centre, 269 
Shanghai centre, 288 
sampling, 23- 24 
Verona centre, 307 

generalization of resuits, 362 
generalized anxiety disorder 

Ankara centre, 45, 48- 50 (tables) 
Athens centre, 65, 69-71 (tables) 
Bangalore centre, 87, 9O- 92 (tables) 
Berlin centre, 109- 111 (tables), 114 
Croningen centre, 143, 146-148(tables) 
Ibadan cenire, 162, 166- 169(tables) 
Mainz centre, 128- lJO(tables ), 134, 162 
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generalized anxiety disorder (coni.) 
Manchester centre, 181. 

184- 186(tables). 187 
Nagasaki centre, 197, 199, 

202-204 (Iab[cs) 
Paris centre, 219- 222(lable5), 224 
Rio de Janeiro cenire, 234, 

238-240(lables), 256 
Santiago de Chile centre, 

2S7-259(tabkos) 
Seattle centre, 175- 277(I.1ble5) 
Shanghai centre, 289, 294- 296(tables) 
SOCidl factors, 330- 331 
Verona centre, 313, 312-315(I.1bles) 

Germany 
East/Wesl Berlin comparison, 108- 118 
medical care organization. 100- 101 
previous work, 99- 100 
su a[w Berlin centre; Mainz centre 

Greece 
medical care organization, 58- 59 
previous work, 57- 58 
su also Athens centre 

Croningen centre, 140- 155 
agoraphobia, 146- 148(tablcs) 
alcohol harmful use of, 

146- 14t5 (Iables) 
alcohol dependence, 14b- 148(labb) 
anl idepressants, 153, 154 (lable) 
anl ipsychotics, 154(table) 
benzodiazcpincs. 153 
counselling, 154(~ablc) 

depression, 146- 148(tables) 
disability by diagnostic status. 

152(table) 
dysthymia, 146- 148(tables) 
facilities. 347(table), 356(table) 
fieldwork. 140- 141 
generalized anxiety d isorder, 

146-148(lables) 
health characteristics of sample, 

141- 143,144-145(lable) 
hypochondriasis, 146- 148(lables) 
impact of psychological disorders, 

143-153 
neurasthenia, 146- 148(lables) 
panic disorder, 146-148(tables) 
physician-recognised ICD-I0 disorders, 

150(table) 
presenting complaints, 142(table), 

352(table) 
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prevalence of psychological disorder, 
143-153, 146(table) 

by age group. 148(table) 
by sex, 147 (table) 

reasons for selection, 4(lable) 
sedatives, 153, 154 (lable) 
setting, 140 
sociodemographic characteristics, 141 
somatization disorder, 146- 148(table) 
staff, 379 
Ir .. alments prescribed, 153- 155, 

154{table), 359(table) 

health. perceived. see perceived health 
health care allenders, differences between 

cenires, 363- 364 
health care organization, style differences 

affecting disorder recognition, 
353- 357 

Heal th Care Use Fonn, 27(table) 
health characteristics of sample 

Ankara centre, 43- 45, 46- 47(table) 
Athens centre, 64, 66-67(lable) 
Bangalore centre, 85, 88- 89(tablc) 
Berlin centre, 104, 106- 107(lable) 
Groningen centre, 141 - 143, 

144- 145 (table) 
lbadan centre, 162, 164- 165(table) 
Mainz c .. nire, 124, 1l6- 1l7(iable) 
Manchester centre, 179-181, 

182- 183 (table) 
Nagasaki cenire, 197, 200-201 (table) 
Paris centre, 116- 217(tablc), 218 
Rio de Janeiro cenire. 233- 234, 

236-237(table) 
Santiago de Chile centre, 252. 

254- 255 (table) 
Seattle centre, 271, 280- 281{table) 
Shanghai centre, 289, 292-293(table) 
Verona centre, 308, 3IO-311(lable) 

Hopkins Symptom CheckJis~ (HSCL), 
12(table} 

hypochondriasis 
Athens centre, 69- 71(tables) 
Bangalore centre, 9O-92(lables) 
Berlin centre, 109- 111(tables) 
Groningen centre, 146- 148(tables) 
lbadan centre, 166- 169(tablcs) 
Maim: centre, 128, IJ2(tablc) 
Manchester centre, 184-186(tables) 
Nagasaki centre, 202-204(lables) 
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Paris centre, 219- 222(bbles) 
Rio de Janeiro centre, 234, 

238-240(tables) 
Santiago de Chile centre, 

2S7-259(tables) 
Sealile centre, 275 - 277(tabb) 
Shanghai centre, 294- 296(tables) 
Verona centre, 3I2- 315{tables) 

Ibadan centre, 158-173 
agoraphobia, 166- 169(tables) 
alcohol, harmful use of, 

166- 169(tables) 
alcohol dept>ndence, IM-169(tables) 
antidepressants. 172(tablc) 
antipsychotics, 172(lable) 
benzodiazcpams, 173 
counselling, 172(lable) 
depression, 166-169(tables) 
disability by diagnostic status, 

171 (table) 
dysthymia, 166-169(tables) 
facilities, 347(table). 3S6(table) 
fieldwork, 161 
generalized anxiety disorder, 

IM- 169(bbles) 
health characteristics of sample, 162, 

164-165(table) 
hypochondriasis, 166- 169(table) 
impact of psychological disorders. 

162-167 
neurasthenia, 166- 169(tables) 
panic disorder. 166- 169(lables) 
presenting complaints, 163(tablc), 

352(table) 
prevalence of psychological disorder. 

162-167,166(table) 
by agc group, 169(table), 170(table) 
by sex, 168(table) 

reasons for selection. 4 (table) 
sedatives. 172(table). 173 
setting, 158- 161 
sociodcmographic characteristics. 

161- 162 
somalizalion disorder, 166-169(table) 
staff. 380 
Ireatmenh prescribed. 172 (table), 173, 

359(table) 
ICD-lO, 9, 10, 344 

assessment problems, 3 I 
DiagnostiC Criteria, 45 

391 

ill -health. physical, ('ffeets of, 330-331 
illness, concepts of, 327 
illness behaviour, 327-328 
impact of psychological disorders 

Ankara centre, 45- 53 
Athens centre, 64-73 
Bangalore cenire, 85-87 
Berlin centre, 104- 108 
Croningen centre, 143-153 
ibadan cenlre, (62-/67 
Mainz centre, 124, 131 
Manchester centre, 181-187 
Nagasaki centre. 197- 207 
Santiago de Chile centre. 252- 263 
Seattle cenire, 271 - 282 
Shanghai centre, 289-291 
Verona centre, 308- 318 

India 
medical cafe organization, 80- 82 
pre\lious work, 79- 80 
SfC also Bangalore centre 

individualised care model, 355 
instruments, 12- 13(lable) 

sbndaroizarion, 11 
International Pilot Study of Schizophrenia 

(IPSS), 367 
interview sites, differences in. 362- 363 
lIaly 

medical care organization, 303 
previous work, 301 - 303 
see also Verona centre 

item responses analyses, 34 

Japan 
illness rresenlalion in, 207 
medica care organization, 194 
previous work, 193 
see also Nagasaki centre 

'j ibyo' concept, 199- 207 

linguisliclculturdl differences, 25 - 29 

Mainz centre, 12 ] - 135 
agoraphobia, 128- 130(tables) 
alcohol. harmful use of, 

I28- 130(tables) 
alcohol dependence, 128-130(tables) 
anl idepressants, 131. 134(table) 
ant ipsychotics, 131, 134(table) 
counselling, 131, 134(table) 
depr('ssion, 128-130(tabks) 
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t-iiinz ccnlrr (rani.) 
diS4lbili~y by diilgnostic status, 

1J3(lable) 
dyslhymil, 12&- 1.30(tablu) 
facililies, 347(lable). 356 (table) 
fieldwork. 122- 123 
generaliud anxiety disorder, 

IlS- 130 (tables) 
health characteristics of sample. 124, 

126- 111(1able) 
hypochondriasis. 128- IJO(tables) 
impact of psychological disorders, WI, 

I II 
neurasthenia, 118- 130(tabln) 
p.1nk disorder, 128-IJO(tables) 
poltienls' r('asons fOf" entire visit, 

125(table) 
physidan.rKOgnised lCD-t O disorders, 

128{tablc) 
prcs('nling complaints. 12S(t,lble), 

35Z(table) 
pr('VaJcnce of psychological disorder. 

124. 128(table), IJ 1 
by age group, 130(lable) 
by $('X, 119(lilble) 

rtasons for selechon. 4(tablc) 
sedatives, 134{table) 
setting. 121- 122 
sociodemographic characteristics. 123 
somatization disorder. 128- IJO(tables) 
staff, .380 
tranquilizers, 131 
Irul~nls prescribrd. 13 1, 134{lable). 

135. 359{~ble) 
'management orientation'. 366 
Manchester cenlre. 176- 191 

agoraphobia. 164- 186(tables) 
akohol. harmful usc of. 

184- 186(tables) 
alcohol dependence. 184-186(tables) 
antidepressants. 190(t.lble). [87 
antipsychotics. 190(tablc) 
benzodiazapine'l'. 191 
counselling. 190(table). IS7 
dcpre!'sion. 184- 186(tables) 
disability by diagnostic status, 

1 89{table) 
dysthymia. 184- 186(tables) 
fad lities, 34 7(table~ 356(tablel 
fieldwork. 177- 178 
general ized anxiety disorder. 
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lS4- 166(lable1l) 
health maractl"listics of sample. 

179- ISI, 182- 183 (table) 
hypochondriasis. 184- 166(tables) 
impact of psychological disorders. 

181 - 167 
neurasthenia. 184- I86(lables) 
panic disorder. 184 - I86(tables) 
pOyskian-recogniscd lCD-to disorders. 

IM{table) 
presenting complaints. 180(tablet 

352(table) 
prevalence of psychological disorder. 

181- 187. 164 (lablc) 
by age group. 186(lable) 
by sex, 185(table) 

reasons for selection. 4 (table) 
sedatives. 190 (table), 187 
selling. 176- 177 
sociodcmographic charlctcristics, 

178- 179 
somatization disorder, 184- 186(tables) 
staff, 380- 381 
trealn\lTlts pr~bed, 187-19 1. 

190(table), JS9(table) 
measurement 

methodology, 25- 33 
sel«tion of key measures. 29--31 

Medication Use Form, 27(table) 
ole thodology, 19-37 

multi-trait , multi -method approach. 
15- 29 

methods, standardization. J1 

Nagasaki centre, 194- 207 
agoraphobia. 202- l.04(tables) 
akohol. harmful use of, 

101- 204 {tablcs) 
alcohol dependence, 202- 204 (tables) 
antidepressants. 208(table), 207 
antlp5YCootics.. Z08(table) 
counselling. l 08(bble) 
dq>rnsion 202-204(lables) 
diHbility by diagn05lic slaNs, 

206(table) 
dysthymia. 202-Z04 (lablcs) 
faci litIes, 347 (lable), J.56(lable) 
fieldwork, 196- 197 
generalized anxiety disorder. 

102- 204 (lables) 
health cNracteristics of w.mple. 188. 
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200- 201 (table) 
hypochondriasis. Z02- 204(table) 
impact of psychological disorders. 

197- Z07 
neurasthenia, 20l- l04(tables) 
panic disorder. lOZ-204(tables) 
physician-recognised ICD-I0 disorders, 

205 (table) 
presenting complaints, 198(table), 

J52(table) 
prevalence of psychological disorder. 

197-207, Z02(table) 
by age group, 20J(table) 
by sex, 2OJ(tableJ 

reasons for seledion. 4(table) 
sedatives. 208 (table), 207 
setting. 194-196 
sOciodcmographic characteristics. 197 
somatization disorder. 202-204(tJble) 
staff. 381 
treatments prescribed. 207, 208(table). 

359(table) 
Netherlands 

medical care organization, 138-]40 
previous work. 137-138 
see also Groningen centre 

neurasthenia 
Ankara centre, 48- 50 (t<lbles) 
Athens centre, 69- 71(t<lbles) 
Bangalore centre, 9O- 92(tables) 
Berlin centre. I09- 11 1 (tables). 114 
Groningen centre, 143. 146- 148(tables) 
lbadan centre, 162, 166- 169(tables) 
Mainz centre. 128- lJO{tables). 162 
Manchester centre, 181. 

184-186(tahles),187 
Nagasaki centre. 202-204(tables). 

207 
Paris centre, 219-222{tables) 
Rio de Janeiro centre. 234. 

238- 240(tables), 256 
Santiago de Chile centre, 

257-259(tables) 
SeatHe centre. 275-277(tables) 
Shanghai cenire. 289, 291, 

294-296(tables) 
Verona centre. 312-315(t<lbles) 

Nigeria 
medical care organization, 158 
previous work, 157-158 
see also lhadan cenlre 

Overall Health Self Rating Form, 
27(tahlel. 30 

panic disorder 
Ankara centre. 48-50(tables) 
Athens centre, 69- 71 (tables) 
Bangalore centre. 90- 92(tables) 
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Berlin centre, 109-111(tables) 
Groningen centre. 146-14S{tables), 149 
Ibadan cenire. 166-169(lables) 
Maim; centre. 125- I30(tahles) 
Manchesicr centre, 161, 

184- 186(tables). 187 
Nagasaki centre. lOl- 204(tables) 
Paris centre. 219- 222(tables) 
Rio de Janeiro cenire, 234. 

238- 240(tables) 
Santiago de Chile centre, 

257- 259(tables) 
Seattle centre, 275 - 177(tables) 
Shanghai centre, 289. 294-296(tables) 
Verona centre, 312- J 15(tables) 

Paris centre, 112- 225 
agoraphobia, 219-222{tabJes) 
alcohol. harmful use of, 

219-222(t~bles) 
alcohol dependence. 219-222(tables) 
antidepressants. 224 (table), 215 
antipsychotics, 124(table) 
counselling, 224(tablel. 125 
depression, 2 I 9- 212 (tables) 
disability by diagnostic status. 

223(table) 
dysthymia. 219- 222(tables) 
facilities. 347(table). 356(table) 
~cldwork. 214 
generalized anxiety disorder, 

119- 222 (tables) 
health characleristio of sample. 

216- 217(table).215 
hypochondriasis. 219- 222(tables) 
neurasthenia. 219- 222(tables) 
panic disorder. Z19-Z2Z(tables) 
patients' reasons for centre visit. 

215 (table) 
physician-recognised ICD-10 disorders, 

222(table) 
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