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I n this issue of The Journal, Duer and colleagues report 
that 27 percent of 262 primary care patients scored in 

the depressed range on the Center for Epidemiologic 
Studies depression scale.1 None of the depressed patients 
gave depression as their reason for the visit, and self-re- 
ported depression scores were associated with reporting 
significantly more physical symptoms, chronic health 
problems, and recent stressful life events as well as the 
lack of a supportive relationship.

The findings by Duer and colleagues are supported by 
numerous studies that have reported that 12 to 25 percent 
of primary care patients appear depressed on patient self­
rating depression scales (which are quite sensitive to the 
diagnosis of depression, but not highly specific), and 5 to 
10 percent of primary care patients meet diagnostic cri­
teria for major depression on structured psychiatric in­
terviews.2 Despite the high prevalence of depression, mul­
tiple studies have demonstrated that depression in one 
fourth to one half of depressed patients is not diagnosed.2 
The finding of Duer and colleagues that few depressed 
patients report depression, anxiety, or stress as their chief 
complaint is supported by a growing body of data sug­
gesting that over 50 to 70 percent of depressed patients 
consult their physician with a somatic complaint.3-4 The 
patient and physician’s focus on that somatic complaint 
is the primary reason for the lack of diagnosis of the af­
fective disorder.3 Bridges and Goldberg3 recently dem­
onstrated that when patients with anxiety or depression 
expressed emotional complaints, 95 percent were accu­
rately identified as depressed, whereas when they men­
tioned only somatic complaints or complaints about their 
chronic medical illnesses, the mental illness of 48 percent 
of them was not accurately perceived.

Other studies have determined that patients with 
depression have significantly higher rates of medical 
utilization5-6 and significantly more physical complaints 
in multiple organ systems compared with controls.7 Wells
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and colleagues8 also demonstrated that both major 
depression and depressive symptoms caused marked im­
pairment in a patient’s social, vocational, and family roles 
as well as having significant effects on the patient’s per­
ceived physical health, physical functioning, and pain. 
These effects were similar to or larger than associations 
between these health variables and seven chronic medical 
conditions. Patients with one or more chronic medical 
illnesses also have a higher prevalence of depression than 
healthy patients,9 and it has been determined that depres­
sion often leads to poor self-monitoring of chronic medical 
illness (eg, dietary compliance, exercise, urine and blood 
glucose checks)10 as well as amplification of complaints 
about their chronic medical illness.3

Thus, the tendency to amplify minor somatic symp­
toms, the co-occurrence with chronic medical illness, and 
the stigmatization of mental illness in Western society of­
ten lead to a selective reporting of the somatic manifes­
tations of depression. Freeling and colleagues11 reported 
that primary care patients with unrecognized depression 
had fewer overt depressive symptoms, less overt mood and 
appearance, more chronic medical illnesses, less insight, 
and an increased likelihood of depression secondary to a 
physical illness than patients who had their depression 
accurately diagnosed.

Pain complaints seem especially common in patients 
with major depression.2 Patients with chronic pain com­
plaints such as headache,12 back pain,13 diabetic neurop­
athy,14 chest pain,15 and pelvic pain16 have all been re­
ported to have high prevalence rates of depression. Patients 
selected for depression have also been found to have high 
rates of pain complaints. Von Knorring et al17 determined 
that 57 percent of psychiatric patients with major depres­
sion had one or more pain complaints for at least three 
months. It is unclear from these studies whether pain 
causes depression or depression causes pain. Probably both 
statements are true, and one author advocated the prag­
matic clinical term pain-depression syndrome to suggest 
that the two problems frequently coincide and have a sim­
ilar treatment response to tricyclic antidepressants, and 
that the question of which problem occurs first is for ac­
ademic research and of less importance to the clinician.18

In our unit, we have studied the psychiatric illnesses
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associated with a variety of pain complaints (chronic pelvic 
pain,16 chest pain,15 and back pain13) as well as other non­
specific complaints (chronic tinnitus19 and fatigue20) often 
associated with psychiatric illness. We are also currently 
studying patients who are high utilizers of two primary 
care clinics (in the top 10 percent of utilization).21 In all 
six studies the National Institute of Mental Health Di­
agnostic Interview Schedule (DIS)22 was utilized to study 
the lifetime Diagnostic and Statistical Manual o f Mental 
Disorders, ed 3 (DSM-III) diagnoses associated with these 
disorders. In each study about one third of the patients 
who had chronic pain or nonspecific complaints or who 
were high utilizers had a current major depression, and 
approximately two thirds of these patients had one or more 
lifetime episodes of major depression. The patients with 
affective illness tended to have recurrent episodes with a 
median of 2.5 to 5.0 episodes of major depression in the 
six studies. Patients with one or more lifetime episodes of 
depression were found to have significantly more medically 
unexplained somatic complaints on medical review of 
symptoms on the DIS-structured interview than patients 
with no psychiatric diagnoses. An attractive hypothesis 
from these data is that depression causes amplification of 
nociceptive physiologic input by both increasing auto­
nomic arousal, which augments the number and severity 
of somatic symptoms, and lowering the conscious thresh­
old at which symptoms are perceived. The depressed pa­
tient’s focus on somatic symptoms often leads to high uti­
lization and potential harm to patients through 
inappropriate and invasive use of medical technology as 
well as fostering of dependence on health care providers 
to meet psychosocial needs redefined as health care 
needs.2,3

The findings of Duer and colleagues that an accumu­
lation of life events, lack of social support, and a chronic 
physical illness combine additively to increase the risk of 
depression have been also found in several studies in Great 
Britain.23,24 Brown and colleagues24 have determined that 
an increase in the predictive risk of depression could be 
accomplished in prospective longitudinal studies by 
measuring additional vulnerability factors such as low self­
esteem, marked long-term difficulties (such as a chronically 
distressed marriage), and severe life events arising out of 
(or “matching”) these difficulties. Thus, a poor marriage 
was often found to be a risk factor for poor self-esteem as 
well as a marked long-term difficulty. A divorce occurring 
in the context of this poor marriage and low self-esteem 
was much more likely to lead to depression than other 
events (ie, death in the family or a move to another city). 
The data of Brown and colleagues are important because 
family physicians often have had longitudinal experience 
with a family through important developmental phases 
(childbirth, marriage, death of parents) and are often aware 
of long-term marked psychosocial stressors. These data 
suggest that stressful events that arise out of these marked 
difficulties are especially likely to lead to depression.
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