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Letters to
the Editor

Screening for Depression
To the Editor:

As one interested in the theory 
and justification for screening tests, 
I read with particular care the arti
cle “ Recognition of Depression by 
Family Medicine Residents: The 
Impact of Screening” (Moore JT, 
Silimperi DR, Bobula JA: J Fam 
Pract 7:509, 1978). Although the 
authors show that notifying resi
dents of possible depression in
creases the “ diagnosis” of depres
sion, several important questions 
remain.

Depsite Zung’s own data on 
sensitivity and specificity of the 
screening instrument, the fact that 
in this study 96 of 212 patients were 
identified by the depression inven
tory as mildly to moderately de
pressed raises serious questions 
about either the instrument or the 
representativeness of the popula
tion studied. Surely a prevalence of 
depression of over 45 percent ex- 
cedes estimates available for the 
primary care setting. The most 
likely explanation for this extraor
dinary rate of depression is that the 
instrument identified many as de
pressed who, on more rigorous 
examination, may not have been. 
The fact that residents notified of 
test results tended to agree perhaps 
says more about the suggestibility 
of residents than about the preva
lence of depression.

The issue of the Zung instrument 
as a valid screening device is in
adequately addressed in the article. 
What of the costs incurred by the 
false positive results—not only in 
terms of additional diagnostic tests, 
but the personal costs in patient 
anxiety about being incorrectly 
labeled depressed, and perhaps un
necessary drugs, counseling, and 
office visits? What about the de
pressed patients that the instru
ment misses? How does the Zung 
instrument compare to other diag
nostic systems—is it the most cost 
effective?

I must disagree with the state
ment that screening for depression 
differs in some qualitative way 
from screening for other condi
tions. Labeling a person depressed 
or not depressed is difficult using 
any criteria, and the evaluation of a 
diagnostic tool as a screening test 
then becomes all the more critical. 
The criteria for depression were 
developed and, indeed, almost all 
well-designed studies of the effec
tiveness of treatment for depres
sion have been done on groups of 
patients with advanced symptoms 
and fairly clear findings. Identifi
cation of earlier forms of depres
sion is of unknown significance, 
particularly with respect to the ef
fectiveness of treatment—two
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areas rather glibly taken for granted 
by the authors. Unfortunately, the 
logic followed by the authors in 
recommending the Zung test as a 
screening device is precisely that 
used to justify discredited screen
ing tests such as the routine chest 
x-ray and multichannel blood tests: 
“ We’re just trying to stimulate 
physician recognition of treatable 
problems.” A great deal more in
formation regarding the specificity, 
sensitivity, costs, benefits, and 
outcomes is necessary before the 
Zung test can be routinely recom
mended.

Alfred O. Berg, MD
Department o f Family Practice 

University o f Washington 
Seattle

The preceding letter was re
ferred to Drs. Moore and 
Bobula who respond as fo l
lows:

Dr. Berg raises several questions 
in his letter which we will attempt 
to address. Approximately 45 per
cent of our study’s patients scored 
in the depressed range on the 
screening test. This led Dr. Berg to 
wonder, first, about the represent
ativeness of the patient sample 
and, secondly, about the validity of 
the screening instrument. The issue 
in this study was not to systemati
cally determine the prevalence of 
depression in the general popula
tion, but rather to assess the extent 
to which depressive symptoms 
were recognized by physicians in 
One practice setting, Thus, the 
representativeness question is ac
ademic; however, it is of interest 
to note that estimates of the preva
lence of psychiatric morbidity in 
general medical practices vary 
widely, eg, a recent study identified 
83 percent of one clinic’s patients

as having psychiatric morbidity.1 
Dr. Berg did not cite the studies 
supporting his feeling that 45 per
cent is a high prevalence finding.

While the question about the 
screening test seems more perti
nent, Dr. Berg does not suggest any 
specific reasons to impugn the va
lidity of the SDS other than the 
number of persons it identified as 
having depressive symptoms. In 
addition to the validation studies 
referenced in the manuscript, a re
cent study is pertinent. Raft and 
colleagues2 screened 69 patients in 
a medical outpatient clinic with the 
SDS. Each patient also received a 
psychiatric interview. In this set
ting, 30 percent of patients had 
SDS index scores greater than 60 
while 42 percent were considered 
depressed by the interviewer. The 
authors concluded that the weak
ness of the SDS as a screening test 
was the high number of false nega
tives, not of false positives as Dr. 
Berg suggests. (The number of 
false negatives may have decreased 
had the authors used an SDS index 
of 50 rather than 60 as an indicator 
of depression.) We continue in our 
opinion that validation studies of 
the SDS, coupled with its low cost 
arid simplicity, support its useful
ness as a screen for depression.

Dr. Berg states the fact that 
screening enhanced recognition of 
depression says perhaps more 
about the suggestibility of physi
cians than the prevalence of de
pression. Once again, prevalence 
was not the central issue. With re
gard to “ suggestibility,” we found 
that without knowledge of SDS re
sults residents identified 22 percent 
of their patients with depressive 
symptoms (SDS&50). With knowl
edge, identification rose to 56 per
cent. We construed this finding as

Continued on page 686
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residents’ enhanced recognition of 
depression associated with screen
ing. Had the recognition rate risen 
to 90+ percent, we too might have 
suspected “ suggestibility” ; we do 
not consider it the best explanation 
for the actual findings.

Dr. Berg disagrees with our 
statement that screening for de
pression should be thought of 
differently than screening for phys
ical disease. We still contend that 
screening for depression differs 
from screening for most physical 
disease in that a physical screen 
probes for asymptomatic disease 
whereas the depression screen 
aims at identifying patients with 
manifest symptoms being over
looked by their physicians. We 
agree that proper diagnosis of de
pression is difficult and did not 
mean to imply that the SDS be used 
alone to make the diagnosis. But 
we do propose it as a reasonably 
valid measure of depression.

More widespread use of such 
measures could help prevent the 
documented underdiagnosis of psy
chiatric problems. This logic of 
stimulating recognition as a basis 
for intervention, apparently held in 
some disrepute by Dr. Berg, is cen
tral to all screening whether or not 
a particular screening method 
stands the test of time and contin
ued scrutiny. We agree that ques
tions remain about screening for 
psychiatric disorders—often a prob
lem of detecting- unrecognized 
rather than asymptomatic disease— 
and we hope to see more research 
efforts directed toward this area.

James T. Moore, MD 
James A. Bobula, PhD 

Duke-Watts Family Medicine 
Program

Duke University Medical Center 
Durham, North Carolina
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To the Editor:
The recent article in The Journal 

highlighting the use of the Self- 
Rating Depression Scale developed 
by Zung (Moore JT, Silimperi DR, 
Bobula JA: Recognition o f depres
sion by family medicine residents: 
The impact o f screening. J Fam 
Pract 7:509, 1978) was both enjoy
able and stimulating. I would like to 
share with your readers some addi
tional thoughts regarding the SDS 
as it is used in our family practice.

The SDS was introduced to me 
during my residency training and I 
think played a role in developing a 
sensitivity for affective states. 
Once the suspicion of possible de
pression is raised, the SDS is used 
to document and quantify the pres
ence of depression. This can be 
used to help demonstrate to the 
patient that the physician’s initial 
impression regarding the presence 
of depression was correct and can 
act as both a guideline for treat
ments (depending on the severity of 
depression) and a baseline for 
comparison in follow-up. In addi
tion, certain target symptoms can 
be identified which are helpful 
when choosing medication if that is 
necessary.

The article also highlighted two 
reservations I have regarding the 
use of the SDS. The authors state 
that “failure to recognize depres
sion among general medical 
patients may well subject patients

Continued on page 690
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to unnecessary, costly, and occa
sionally dangerous diagnostic pro
cedures in an effort to identify a 
physical explanation for symp
toms.” Residents should be re
minded that making the diagnosis 
of depression does not necessarily 
rule out organic disease. Experi
ence may be the best guide in 
knowing when to proceed with 
tests. A second problem we have 
encountered is third-party reim
bursement for conducting an SDS. 
In our area, psychologists charge 
an average of $10.00 for administer
ing and scoring this test. Some 
third-party payers do not recognize 
a family physician’s ability to ad
minister this test and some will not 
pay for this type of test regardless 
of how it is administered or used. 
In spite of these drawbacks, we 
continue to find the SDS useful in 
clinical practice and hope that as a 
result of this recent paper more 
family physicians might become 
aware of this simple diagnostic 
tool.

Henry R. Ivey, MD 
Vinton, Virginia

Costs of Information System
To the Editor:

I read with great interest ‘‘A
Family Medicine Information Serv
ice: The Beginning o f a Network 
for Practicing and Resident Family 
Physicians.” (Green LA, Simmons 
RL, Reed FM, et al: J Fam Pract 
7:567, 1978). I have questions relat
ing to the cost of their computer 
system.

What is the cost of the program
ing and is programing available to 
other family practice programs?

The authors quote monthly 
costs, cost per patient encounter, 
and cost per registered family per 
month. The costs stated in the text

do not coincide with the costs illus
trated in Table 1. In the 35-patient 
per day practice, the costs illus
trated in the table are higher than 
the intown practice by 51 percent 
and 53 percent; in the rural prac
tice, the costs are higher by 78 per
cent and 81 percent. Likewise, the 
70-patient per day practice costs 
again are higher in the table than in 
the text by 14 percent and 19 per
cent in the intown practice, and 33 
percent and 34 percent in the rural 
practice.

I feel that to be fair to readers 
who are not aware of computer 
costs, the costs of programing 
should be stated. These costs could 
be amortized over a three to five- 
year period. For instance, if the 
cost of software is $25,000, you could 
amortize these costs over three 
years. In an 18,000 patient visit-per- 
year practice, which equals to
54,000 over three years, the addi
tional cost per encounter is 46 
cents. In your 9,240 patient per 
year practice, or 27,720 patients 
per three years, the additional cost 
per encounter is 90 cents.

Often, we in academic medicine 
and people selling computer serv
ices fail to take into account the 
total costs in their encounter, and if 
we are going to have credibility 
with the practicing physician and 
the resident in training, he/she must 
know the full story of costs.

Merrill A. Anderson, MD 
Associate Professor o f Family 

Practice
University o f South Carolina 

School o f Medicine 
Columbia

The preceding letter was re
ferred to Drs. Green and Sim
mons who respond as follows:

Thank you for forwarding Dr. 
Merrill Anderson’s letter concern-
Continued on page 692
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ing our article “ Family Medicine 
Information System” in the 
September issue of The Journal o f 
Family Practice (Green LA,Sim
mons RL, Reed RM, et al: J Fam 
Pract 7:567, 1978). The following is 
our response.

We appreciate Dr. Anderson’s 
comments and share his concern 
about costs.

The apparent discrepancies be
tween costs mentioned in the text 
and costs listed in the table rises 
from the fact that the costs in the 
text refer to using FMIS in batch
mode, whereas costs in Table 1 re
fer to cost using FMIS on-line. Al
though this is stated in the text, it 
is certainly not emphasized and we 
are pleased to have the opportunity 
to clarify the apparent discrepancy.

Dr. Anderson’s second question 
refers to the cost of programing this 
system and it implies that we have 
failed to account for the cost in de
scribing the cost per encounter. 
The development of the FMIS was 
supported through sources con
tributed by the M/POP consortium 
and the federal government, both 
of which are nonprofit and non- 
commerical organizations. Unlike 
the commercial environment, the 
FMIS development costs are not 
amortized since they do not repre
sent an investment to be returned 
to stockholders. Thus, these costs 
do not have to be recovered in the 
charges for system operation. This 
is the reason we believe operational 
and developmental costs should be 
kept entirely separate. We do not 
object to revealing developmental 
costs of the FMIS, but our inten
tion in the article was to indicate 
what the users of FMIS are paying 
to operate the system in the fashion 
in which it is described.

As we indicated, a basic premise
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of FMIS is that it must be afforda
ble to its users. We continue to be 
committed to the development of a 
system that will carry its own 
weight without continued subsidy 
from any source.

The other issue discussed in Dr. 
Anderson’s letter relates the avail
ability of the FMIS to other family 
practice programs. So far, FMIS 
has not been exported outside of 
Colorado, but we are not averse to 
sharing the system with other 
physicians or programs. We would 
be please to entertain requests or 
proposals.

Larry A. Green, MD 
Assistant Professor 

Department o f Family Medicine 
University o f Colorado 

Denver
Roger Simmons, Director 

Program Development 
Community Electrocardiographic 

Interpretive Service 
Denver, Colorado

Clinical Teaching Conferences
To the Editor:

Dr. Massad’s refinement of the 
clinical conference as a residency 
training tool is to be emulated 
(Massad SC: The clinical confer
ence in family practice training. J  
Fam Pract 7:589,1978). Faced with 
increasing somnolence and apathy 
to the classical conference format, 
we, too, have moved to “problem 
solving” consultation rounds. We 
have amplified on this somewhat as 
follows.

A monthly publication contain
ing summaries of the cases dis
cussed is circulated by the resident 
in charge. Reprints of pertinent 
references are included as well as
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un til corrective therapy has been in itia ted.
Usage in pregnancy: Weigh the potentia l benefits 
aga inst possib le risks before using during preg
nancy, lactation or in women of childbearing age. 
D iphenoxylate HCI and a tropine are secreted in the 
breast m ilk of nursing mothers.
Precautions: Add ic tion  (dependency) to diphenoxy
late HCI is theore tica lly  possib le at high dosage. Do 
not exceed recommended dosages. Adm inister with 
caution to patients receiving add ic ting  drugs or 
known to be add ic tion  prone or having a history of 
drug abuse. The subtherapeutic am ount o f atropine 
is added to d isco u ra g e  d e lib e ra te  overdosage; 
s tric tly  observe contra ind ica tions, warnings and 
precautions for atropine; use w ith caution in chil
dren since signs of a tropin ism  may occur even with 
the recommended dosage. Use w ith care in patients 
w ith  acute ulcerative co lit is  and discontinue use if 
abdom inal d is ten tion  or other symptoms develop 
Adverse reactions: A tropine effects include dryness 
of skin and mucous membranes, flushing, hyper
therm ia, tachycard ia and urinary retention. Other 
side e ffects w ith Lom otil include nausea, sedation, 
vom iting , sw e lling o f the gums, abdom inal discom
fort, respiratory depression, numbness of the ex
trem ities, headache, dizziness, depression, malaise, 
drowsiness, coma, lethargy, anorexia, restlessness, 
euphoria, pruritus, ang ioneurotic edema, giant urti
caria, para lytic ileus, and toxic megacolon.
Dosage and adm in is tra tion : L o m o til Is contraindi
ca ted  in  ch ild ren  less than 2 years o ld . Use only 
Lom otil liqu id  for ch ildren 2 to 12 years old. For ages 
2 to  5 years, 4 ml. (2 mg.) t.i.d .; 5 to 8 years, 4 ml.
(2 mg.) q .i.d .; 8 to 12 years, 4 ml. (2 mg.) 5 times 
daily; adults, two table ts (5 mg.) t.i.d . to two tablets 
(5 mg.) q .i.d . or two regular teaspoonfuls (10 ml.,
5 mg.) q.i.d. M aintenance dosage may be as low as 
one fourth of the in itia l dosage. Make downward 
dosage adjustm ent as soon as in itia l symptoms are 
contro lled.
Overdosage: Keep the m edication out of the reach 
of ch ildren since acc identa l overdosage may cause 
severe, even fatal, respiratory depression. Signs of 
overdosage include flushing, hyperthermia, tachy
cardia, le thargy or coma, hypotonic reflexes, nys
tagmus, p inpo in t pup ils and respiratory depres
sion which may occur 12 to 30 hours after over
dose. Evacuate stomach by lavage, establish a pat
ent airway and, when necessary, assist respiration 
m echanically. A narcotic antagon ist may be used in 
severe respiratory depression. Observation should 
extend over at least 48 hours.
Dosage form s: Tablets, 2.5 mg. of diphenoxylate 
HCI w ith 0.025 mg. of a tropine sulfate. Liquid, 2.5 
mg. o f diphenoxylate HCI and 0.025 mg. of atropine 
sulfate per 5 ml. A p lastic  dropper calibrated in in
crements of Ѵг ml. (to ta l capacity, 2 ml.) accom
panies each 2-oz. bo ttle  of Lom otil liquid.
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BACTRIM  <s>
(trimethoprim and sulfamethoxazole)
Before prescribing, please consult complete product information, a summary of 
which follows:

Indications and Usage: For the treatment of urinary tract infections due to susceptible 
strains of the following organisms: E s c h e r ic h ia  c o l i ,  K le b s ie lla -E n te ro b a c te r ,  P ro te u s  
m ira b il is ,  P ro te u s  v u lg a r is ,  P ro te u s  m o rg a n ii .  It is recommended that initial episodes 
of uncomplicated urinary tract infections be treated with a single effective antibacte
rial agent rather than the combination. Note: The increasing frequency of resistant or
ganisms limits the usefulness of all antibacterials, especially in these urinary tract infections. 
For acute otitis media in children due to susceptible strains of H a e m o p h ilu s  in f lu e n z a e  
or S tr e p to c o c c u s  p n e u m o n ia e  when in physician’s judgment it offers an advantage 
over other antimicrobials. Limited clinical information presently available on effec
tiveness of treatment of otitis media with Bactrim when infection is due to ampicillin- 
resistant H a e m o p h ilu s  in f lu e n z a e .  To date, there are limited data on the safety of 
repeated use of Bactrim in children under two years of age. Bactrim is not indicated for 
prophylactic or prolonged administration in otitis media at any age.
For enteritis due to susceptible strains of S h ig e lla  f le x n e r i and S h ig e lla  s o n n e i when 
antibacterial therapy is indicated.
Also for the treatment of documented P n e u m o c y s t is  c a r in i i pneumonitis. To date, this 
drug has been tested only in patients 9 months to 16 years of age who were im- 
munosuppressed by cancer therapy.
Contraindications: Hypersensitivity to trimethoprim or sulfonamides: pregnancy: nursing 
mothers; infants less than two months of age.
Warnings: BACTRIM SHOULD NOT BE USED TO TREAT STREPTOCOCCAL PHARYN
GITIS. Clinical studies show that patients with group A /З-hemolytic streptococcal tonsil- 
lopharyngitis have higher incidence of bacteriologic failure when treated with Bactrim than 
do those treated with penicillin. Deaths from hypersensitivity reactions, agranulocytosis, 
aplastic anemia and other blood dyscrasias have been associated with sulfonamides. Expe
rience with trimethoprim is much more limited but occasional interference with 
hematopoiesis has been reported as well as an increased incidence of thrombopenia with 
purpura in elderly patients on certain diuretics, primarily thiazides. Sore throat, fever, pallor, 
purpura or jaundice may be early signs of serious blood disorders. Frequent CBC's are 
recommended; therapy should be discontinued if-a significantly reduced count of any 
formed blood element is noted.
Precautions: Use cautiously in patients with impaired renal or hepatic function, possible 
folate deficiency, severe allergy or bronchial asthma. In patients with glucose-6-phosphate 
dehydrogenase deficiency, hemolysis, frequently dose-related, may occur. During therapy, 
maintain adequate fluid intake and perform frequent urinalyses, with careful microscopic 
examination, and renal function tests, particularly where there is impaired renal function. 
Bactrim may prolong prothrombin time in those receiving warfarin; reassess coagulation 
time when administering Bactrim to these patients.
Adverse Reactions: All major reactions to sulfonamides and trimethoprim are included, 
even if not reported with Bactrim. Blood dyscrasias: Agranulocytosis, aplastic anemia, 
megaloblastic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, hypopro- 
thrombinemia and methemoglobinemia. Allergic reactions: Erythema multiforme. Stevens- 
Johnson syndrome, generalized skin eruptions, epidermal necrolysis, urticaria, serum sick
ness. pruritus, exfoliative dermatitis, anaphylactoid reactions, periorbital edema, conjuncti
val and scleral injection, photosensitization, arthralgia and allergic myocarditis. Gastrointes
tinal reactions: Glossitis, stomatitis, nausea, emesis, abdominal pains, hepatitis, diarrhea 
and pancreatitis. CNS reactions: Headache, peripheral neuritis, mental depression, convul
sions, ataxia, hallucinations, tinnitus, vertigo, insomnia, apathy, fatigue, muscle weakness 
and nervousness. Miscellaneous reactions: Drug fever, chills, toxic nephrosis with oliguria 
and anuria, periarteritis nodosa and L.E. phenomenon. Due to certain chemical similarities 
to some goitrogens, diuretics (acetazolamide, thiazides) and oral hypoglycemic agents, 
sulfonamides have caused rare instances of goiter production, diuresis and hypoglycemia 
in patients: cross-sensitivity with these agents may exist. In rats, long-term therapy with 
sulfonamides has produced thyroid malignancies.
Dosage: Not recommended for infants less than two months of age.
URINARY TRACT INFECTIONS AND SHIGELLOSIS IN ADULTS AND CHILDREN. AND 
ACUTE OTITIS MEDIA IN CHILDREN:
Adults: Usual adult dosage for urinary tract infections— 1 DS tablet (double strength), 2 
tablets (single strength) or 4 teasp. (20 ml) b.i.d. for 10-14 days. Use identical daily dosage 
for 5 days for shigellosis.
Children: Recommended dosage for children with urinary tract infections or acute otitis 
media—8 mg/kg trimethoprim and 40 mg/kg sulfamethoxazole per 24 hours, in two divided 
doses for 10 days. Use identical daily dosage for 5 days for shigellosis. A guide follows: 
Children two months of age or older:

Weiqht Dose— every 12 hours
lbs kqs Teaspoonfuls Tablets
22 10 1 teasp. (5 ml) Vz tablet
44 20 2 teasp. (10 ml) 1 tablet
66 30 3 teasp. (15 ml) 1У2 tablets
88 40 4 teasp. (20 ml) 2 tablets or 

1 DS tablet

For patients with renal impairment:
Creatinine Recommended

Clearance (ml/min) Dosage Reqimen

Above 30 Usual standard regimen

15-30 Vz the usual regimen
Below 15 Use not recommended

PNEUMOCYSTIS CARINII PNEUMONITIS: Recommended dosage: 20 mg/kg trimethoprim 
and 100 mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours for 14 days. See 
complete product information for suggested children's dosage table.
Supplied: Double Strength (DS) tablets, each containing 160 mg trimethoprim and 800 mg 
sulfamethoxazole, bottles of 100; Tel-E-Dose® packages of 100; Prescription Paks of 20. Tablets 
each containing 80 mg trimethoprim and 400 mg sulfamethoxazole— bottles of 100 and 500; 
Tel-E-Dose® packages of 100; Prescription Paks of 40, available singly and in trays of 10. Pediat 
ric Suspension, containing in each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, cherry flavored—bottles of 16 oz (1 pint). Suspension, containing in 
each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 200 mg sulfamethoxazole, 
fruit-licorice flavored—bottles of 16 oz (1 pint).

/  \  Roche Laboratories< ROCHE> Division of Hoffmann-La Roche Inc.
\  /  Nutley, New Jersey 07110
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the monthly census of our Family 
Practice Inpatient Service.

As we are a university based 
“ academic” program which em
ploys the two-team paired internship 
concept, only half of the resident 
group is present for each confer
ence. The publication of these con
ferences allows residents away, on 
vacation, or engaged in emergency 
care to profit from these dis
cussions.

Sharing with the entire health 
care team is facilitated as residents 
gain a sense of problem illnesses in 
patients seen daily at the front 
desk, nursing station, or in the lab
oratory. They, and residents notin 
the hospital, become aware of 
which patients of the group re
quired hospitalization and why.

Clinical faculty, who attend one 
half-day per week, three to six 
months per year, are given a sense 
of continuity with the model unit’s 
patient population. Furthermore, 
the discussion summaries and re
prints provide pertinent continu
ing medical education.

Finally, the universal paucity of 
qualified full-time faculty seren- 
dipitously has allowed UCLA to 
address the issues raised by Drs. 
Smith and Wilkins (Smith CW, 
Wilkins EB: On training residents 
for careers in academic family 
medicine. J Fam Pract 7:605, 
1978). Residents, in coordinating 
these conferences, gain practical 
teaching and writing experience, 
which it is hoped will lead to earlier 
recognition of those with the 
enthusiasm and dedication neces
sary for full-time teaching of family 
medicine.

William MacMillan Rodney, MD 
Family Practice Center 
University o f California 

Los Angeles


