EDITORIAL

Managing Our Depressed Patients

Gold Standards vs Higher Standards

N THIS ISSUE of the ARCHIVES, 2 very different ar-

ticles add to the growing literature on the diag-

nosis and management of depression in primary

care practice. The article by Klinkman et al' deals

with the accuracy of diagnosis of depression when
criteria (the so-called gold or criterion standard) devel-
oped in psychiatric populations are applied; the article by
Lin et al? is the first to deal with relapse rates of major de-
pressive disorder in a primary care population. These ar-
ticles are of considerable interest to the family physician
because so few data on depression are available from pri-
mary care populations. Despite the lack of data, family phy-
sicians were believed to underdiagnose and undertreat de-
pressed patients, even though the nature of the illness and
its optimal management were essentially unknown in pri-
mary care practice. The implication was that our patients
were similar to psychiatric patients and should be re-
ferred to specialists who could take proper care of them.
With the publication of a number of landmark studies, it
became apparent that most patients with major depres-
sive disorder are first seen in the medical and not the men-
tal health sector, that the diagnosis is tricky because mood
symptoms are rarely the chief complaint, and that the preva-
lence of depression among primary care patients equals
that of common disorders such as hypertension.*” Fam-
ily physicians began to get interested in depression: if we
could diagnose and treat hypertension, we could diag-
nose and treat depression.

See also pages 443 and 451

In recent years, 2 events have conspired to inten-
sify the efforts of family physicians to understand their
own patients: one is the publication of the Agency for
Health Care Policy and Research (AHCPR) guidelines®’
that provide recommendations for diagnosis and treat-
ment of depressed primary care patients and the other is
the advent of managed care. The AHCPR formally urged
primary care physicians to diagnose and treat depres-
sion. Managed care has raised new issues for our pa-
tients, creating changes in access to individual mental
health care providers and constraints on types of treat-
ment. Given the enormous prevalence of depressed pa-
tients in our practices, the primary care physician must
be expert at diagnosis and must use medication and time-
limited counseling effectively.

It is noteworthy that at the time of the publication
of the AHCPR guidelines, “transfer of technology” stud-
ies such as the randomized clinical trial by Schulberg et
al'® were in process and had yet to validate the recom-

mendations of the published guidelines. In other words,
state-of-the-art treatment “technology” found to be ef-
fective in psychiatric patients had yet to be found effec-
tive—“transferred”—in our primary care patients. What
was known was that the guidelines, when followed, were
effective in psychiatric populations.'"""> Concerns about
generalizing conclusions from one group of patients to
another rest on the differences in populations that in-
clude such characteristics as severity, prevalence, differ-
ences in symptoms, and natural course; moreover, the
medical comorbidity of our patients may change the op-
erating characteristics of screening instruments as well
as the tolerance to and effectiveness of pharmacological
therapy.

The articles herein deal with 2 issues addressed by
the AHCPR guidelines, namely, diagnosis and relapse,
both important in the successful treatment of our de-
pressed patients; and both studies facilitate the transfer
of technology because they deal with patients seen in rou-
tine primary care practice. Although Schulberg et al'®'*
later confirmed the utility of acute-phase treatment of ma-
jor depressive disorder in family practice and internal
medicine patients, many questions remain about opti-
mal diagnostic and treatment strategies. The study by Lin
etal’is the first to explore relapse rates and thereby vali-
date the continuation- and maintenance-phase pharma-
cotherapy recommended in the AHCPR guidelines, and
the study by Klinkman et al' adds to the body of infor-
mation regarding diagnosis. Let us deal first with the is-
sue of diagnosis.

Klinkman et al' studied demographic and clinical
factors associated with the detection of “depression” by
50 family physicians in private and academic practice in
southeast Michigan. Physicians rated each patient im-
mediately after the visit for their perception of level of
depression and other factors, including a single yes/no
question asking whether the patient had “clinically sig-
nificant depression.” Independently, each of these pa-
tients was interviewed and assigned a criterion standard
psychiatric diagnosis on the basis of Diagnostic and Sta-
tistical Manual of Mental Disorders, Revised Third Edition
(DSM-III-R)* criteria as determined by the Structured
Clinical Interview for DSM-III-R (SCID)!* and an esti-
mate of severity as determined by the Hamilton Rating
Scale for Depression.!” These diagnoses were then com-
pared with physician perception. When physician per-
ception agreed with the SCID diagnoses, patients were
labeled “true positive” and “true negative”; when there
was disagreement, patients were labeled “false positive”
and “false negative.”
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Seventy-seven percent of the sample (which was de-
liberately weighted to overselect for patients likely to have
major depressive disorder) was either true positive or true
negative; in other words, there was 77% concordance.
Of the remainder where there was disagreement, an-
other 9% were the “false positives,” identified by their
family physicians as having “clinically significant de-
pression” but not meeting SCID criteria for major de-
pressive disorder. Of note, the majority of these false posi-
tives were patients currently receiving treatment for major
depressive disorder who no longer met the criteria for
“caseness” prescribed by the SCID criteria. For the pa-
tient to be a “case,” the patient must currently meet the
SCID criteria for a mood disorder; fortunately, patients
effectively treated no longer do so. Their family physi-
cians, however, are likely to continue to apply the diag-
nostic label not in spite of but, perhaps, because they are
under treatment. This false-positive group may, there-
fore, be an artifact of the study. In effect, this phenom-
enon brings the concordance rate of diagnosis in the study
to more than 86%, not a bad rate of agreement.

There then remains about 14% of the sample of
372 patients, the so-called false negatives, labeled by
the SCID as having a depressive disorder but not so la-
beled by their physicians. It is the group we worry
about: is the family physician missing the diagnosis?
The ongoing debate in the literature has been framed as,
who is correct? But it is time to reframe the debate: try-
ing to figure out who is right and who is wrong not only
misses the point but also assumes perfection in the cri-
terion measure. (A strong note of caution is raised by
the results of the study by Schulberg et al in which 17%
of criterion measure—positive patients did not have ma-
jor depressive disorder.'®) The real issue is that we use a
different paradigm to determine “caseness”; knowledge
of the patient over time is a fundamental component to
our approach to diagnosis and treatment. If family phy-
sicians use diagnostic strategies not designed for their
populations and not consistent with the family practice
paradigm, they will have a hard time correctly diagnos-
ing their patients.

The article by Lin et al* is the first to substantiate
the risk of relapse of major depressive disorder in a pri-
mary care population. The authors looked at patients in
2 randomized trials who were prescribed antidepres-
sants by their primary care physicians in a large staff
model health maintenance organization. After 7
months of treatment, there were 251 patients of the
original cohort who no longer met DSM-III-R criteria
for major depression; in other words, they had lost their
“caseness” as determined by independent assessment. A
12-month period between a baseline assessment at 7
months and another at 19 months was considered the
relapse-risk period. Relapse was defined as (1) satisfy-
ing DSM-III-R criteria for major depression at 19
months or (2) reporting an interval episode of 2 weeks
or more of depressed mood and symptoms between 7
and 19 months. With these criteria, more than 37% of
patients were considered to have relapsed, a rate similar
to that previously found in psychiatric populations,
heretofore considered to have more severe disease. Not
surprisingly, risk of relapse was associated with the per-

sistence of symptoms (subthreshold) at 7 months and
history of 2 or more episodes of major depression or
chronic mood symptoms for 2 years. Patients with both
risk factors were 3 times more likely to relapse than pa-
tients with neither.

Two methodological issues are of concern in this
study. First, the authors do not follow up treatment sta-
tus throughout the relapse-risk period; in other words,
the “at-risk” group included patients who had lost their
“caseness” for whatever reason, including both effective
treatment and spontaneous remission. The second meth-
odological issue, acknowledged by the authors them-
selves, is that retrospective symptom report was used to
determine the presence of an interval episode, while a
structured interview was used at 19 months. Despite these
limitations, the study provides important data on the natu-
ral course of major depressive disorder in primary care
practice. These results are the first in a primary care popu-
lation to support the AHCPR guidelines to continue and
maintain treatment beyond the acute phase of the ill-
ness as well as the need to educate our patients about their
risk of relapse and how to identify it so they will seek
care.

These studies advance the literature on depressive
disorders within our own discipline: they apply to the
patients we see every day. We can use these data. Fam-
ily physicians frequently see “distressed” patients,
whom they describe as “depressed” without implying
any specific diagnosis and often without implementing
any specific therapy except, perhaps, supportive listen-
ing. In light of this phenomenon, it is interesting that
each research group used a psychiatric criterion mea-
sure as well as a less standardized measure of depres-
sion. Lin et al? used retrospective symptom report to de-
termine interval episodes, but a structured interview to
determine episodes at the 19-month marker; and Klink-
man et al' asked their physicians whether the patient
had “clinically significant depression,” not whether the
patient “currently meets criteria for DSM-III-R major
depressive disorder,” which was their criterion stan-
dard. Interestingly, the stand-alone word depression
(whether “clinically significant” or not) has no place in
DSM-III-R and Diagnostic and Statistical Manual of Men-
tal Disorders, Fourth Edition'® terminology, which uses
the terms mood disorders, major depressive disorder, ad-
justment disorder with depressed mood, dysthymia, be-
reavement, and the bipolar variants. Much of the early
family practice literature on “depression” displays a
lack of precision in terminology and classification; it
was hard to tell whether researchers were describing
symptoms or cases. We now know that there are a lot of
symptoms in our patients that do not meet psychiatric
standards of diagnosis, and we are beginning to see how
family physicians understand “caseness.”

These studies contribute to the growing body of
knowledge regarding patients who do not meet strict
psychiatric definitions of depressive disorders, and they
support the need to understand the natural course of
both “distressed” and “depressed” patients. We need a
model that permits us to view major depressive disor-
der as potentially chronic, albeit not always active, the
way we view treated breast cancer or hypertension.
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Agreeing on a criterion standard is less critical than
holding ourselves to a high standard. This high stan-
dard must include precision in our diagnosis, the use of
clinical acumen to complement standardized tests, and
attention to follow-up as an integral part of our diag-
nostic paradigm.

Marian R. Block, MD
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