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BACKGROUND. The North American Primary Care 
Research Group (NAPCRG) Task Force on Mental Health 
Problems was commissioned to explore critical research 
and policy issues in mental health and to develop a pri­
mary care research agenda for review and action by 
NAPCRG. This paper presents the key findings and rec­
ommendations of the task force.

METHODS. As co-chairpersons of the task force, we per­
formed a comprehensive review of the primary care men­
tal health literature using MEDLINE searches with manual 
follow-up and personal communications with many active 
researchers in the field. Task force members participated 
in the editing and refinement of this paper through elec­
tronic mail and a series of face-to-face meetings.

CONCLUSIONS. Rapid changes in the US health care 
environment threaten to undo the integration of mental

I
n recent years, mental health issues have come to 
the foreground in primary health care. Published 
estimates o f the prevalence o f mental health prob­
lems in primary care patients continue to rise, as do 
the number o f diagnostic entities contained in the 
Diagnostic mid, Statistical Manual o f Mental Disorders 

(DSM-IV). Primary care physicians face mounting pres­
sures to improve recognition and treatment o f these disor­
ders, despite considerable uncertainty about the epidemi­
ology, severity, and natural history o f these problems in the 
primary care setting and a health care environment that is 
in a state o f rapid change.

The North American Primary Care Research Group 
(NAPCRG) Task Force on Mental Health Problems, a 
group o f active mental health researchers from the 
fields o f  primary care and psychiatry, was com m is­
sioned to explore critical research and policy issues in 
mental health and to define and develop a primary care 
research agenda for review and action by NAPCRG.
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and physical health that is at the heart of primary care. 
It will be necessary for the primary care leaders in the 
mental health field to step forward to guide policymak­
ers, purchasers, and the public as primary care is 
reengineered for the next generation. Efforts to use 
episode of care and comorbidity recording within elec­
tronic medical record systems, particularly in coopera­
tion with managed care corporations or primary care 
research networks, may represent the most effective 
strategy for promoting the integration of mental health 
services into primary care. The most promising area for 
original research may be the exploration of common 
mental health problems in the context of routine prima­
ry care practice.

KEY WORDS. Health services; primary health care; 
mental health; depressive disorder; health policy. (J Fam 
Pract 1998; 47:379-384)

This paper reflects the contributions o f  task force 
members to date in reviewing published research in 
this area, describing potential effects o f  the current US 
health care environment on mental health research, 
and determining the areas o f  highest priority for pri­
mary care research efforts.

THE MENTAL HEALTH 
RESEARCH ENVIRONMENT

Early Epidemiologic Research 
on Major Depression
Much o f the empirical work examining mental health 
issues in primary care has focused on major depres­
sive disorder (MDD), and a review o f  this body o f  lit­
erature provides a useful illustration o f the central 
research and policy issues in the area. Several epi­
dem iologic studies have documented the high preva­
lence o f depression in the primary care setting,17 
revealed the considerable functional impairment asso­
ciated with depressive disorders and subthreshold 
depressive symptoms,8,9 and confirmed that a large pro­
portion o f all depressed persons receive treatment 
exclusively in the primary care setting.10 Subsequent 
work focusing on detection and treatment o f  MDD in 
routine primary care practice show ed that many 
depressed primary care patients were not formally 
detected by their primary care physicians,1114 but sug-
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gested that rc rtine feedback o f scores on case-finding 
instruments 1 efore office visits could improve recog­
nition rates and increase treatment rates.1647 The 
results o f  these early studies supported the com m on 
w isdom  that depression was underdiagnosed and 
undertreated in primary care, and led to the “screen- 
detect-treat-improve” clinical paradigm em bodied in 
the clinical guidelines o f  the National Institute o f  
Mental Health/Agency for Health Care Policy and 
Research for primary care detection and treatment 
o f  depression ,18'19 as w ell as the recent National 
Depression and M anic-Depressive A ssociation  
(NDMDA) Consensus Statement on the undertreat­
ment o f  depression.20

Failure of the Screen-Detect- 
Treat-Improve Clinical Paradigm
A second wave o f observational studies and clinical trials 
examining the relationships between screening, detection, 
treatment, and outcome for depressed primary care 
patients failed to confirm this paradigm. Several observa­
tional studies found no difference in short-term clinical 
outcomes between recognized and unrecognized 
depressed patients.21,22 Clinical trials o f  enhanced detection 
and treatment protocols for depression23'26 have largely 
failed to show improved patient outcomes; the sole excep­
tion, the Group Health Cooperative study o f collaborative 
care, noted improved outcomes only for the subgroup of 
patients requiring medication adjustment.26 Despite the 
development o f improved primary care mental health 
screeners, such as the PRIME-MD27,2S and SDDS-PC,6,29,30 
clinical trials have failed to demonstrate their utility in 
improving either treatment rates or clinical outcomes for 
depressed patients.26 Finally, o f the three clinical trials 
examining guideline-concordant care for MDD, two found 
no differences in outcome between usual care and guide­
line-concordant care,31'1’ while the third featured such 
severe patient selection that it became an efficacy trial.81 
The tenuous connections between detection, treatment, 
and outcome seen in this work highlight the difficulty of 
extrapolating specialty-derived clinical evidence and 
guidelines into the primary care setting.

Although several conventional explanations for the fail­
ure o f these clinical trials can be made (eg, failure to dis­
tinguish prevalent from incident cases, the use o f crude 
outcome measures, and failure to account for independent 
mental health treatment or comorbid mental health prob­
lems),35,30 it is important to note that these studies all exam­
ine a specific mental health problem in isolation from its 
biopsychosocial context. None o f the trials adequately 
account for the “not otherwise specified” conditions or 
comorbidity issues that are at the heart o f primary mental 
health care.37 This oversimplification o f the clinical epi­
demiology o f mood disorders in primary care may be at 
the heart of the inconsistencies seen in clinical trials to 
date.

Research on Other Common 
Mental Health Problems
A growing body o f work describes the clinical epidemiol­
ogy o f anxiety and panic disorders in primary care,3842 but 
has not yet progressed to clinical trials o f  screening proto­
cols or enhanced detection and treatment. Published 
works on detection and treatment o f substance abuse in 
the primary care setting have matured rapidly,43 but we are 
only now beginning to explore comorbid mental health 
and substance abuse problems. A few  primary care 
researchers have begun to study subthreshold condi­
tions37"  and the interrelationships o f physical and mental 
health comorbidity.37,45,46 Comorbidity appears to be over­
whelmingly common and crosses all diagnostic categories, 
obscuring many o f the clinical distinctions between spe­
cific DSM-IV diagnostic entities.47*47

Re-examining the Epidemiology of 
Mental Health Problems in Primary Care
A few primary care researchers have begun to explore the 
complex clinical epidemiology o f mental health problems 
in primary care. The works o f Barrett et al,4 Goldberg,48® 
and Lamberts and Hofmans-Okkes60 confirmed the inade­
quacy o f the structured DSM-IV classification in capturing 
the spectrum o f mental health problems seen in primary 
care and suggested alternative ways to classify such prob­
lems. Investigators have developed new conceptual frame­
works for mental health problems4941 and refined the ana­
lytic framework o f the episode o f care.62 A recent com­
parison o f the domain, scope, and clinical content of 3 pri­
mary care mental health classifications (the International 
Classification o f Diseases-Version 10, DSM-IV, and the 
International Classification o f Primary Care [ICPC]) 
showed that compatibility between classifications is pos­
sible, but that differences in scope and clinical content of 
diagnostic entities make it difficult to move between clas­
sifications or to compare patients carrying the same diag­
nostic label from different classifications.63 These results 
highlight the importance o f determining a common theo­
retical framework for research on mental health problems 
in primary care.

Qualitative and descriptive studies o f detection, classi­
fication, and treatment o f depression in routine primary 
care practice have confirmed the importance o f  time spent 
and the physician-patient relationship64'60 and highlighted 
the limited utility o f  formal diagnostic assessment. " 
Recent work has examined the consequences o f “misclas- 
sification” o f depression in primary care, finding that unde­
tected patients with MDD have equal or better outcomes 
than detected patients,21'22 that physicians appear to effec­
tively use clinical cues to detect patients who are most 
severely impaired,67,68 and that physicians provide psy­
chosocial care for many patients without recording a for­
mal diagnosis.69 Crabtree and colleagues1*1 have begun to 
explore the relationship between practice structure and 
provision o f preventive services, an area with clear paral-
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lels to the provision o f mental health services. A “compet­
ing demands” model for detection and treatment o f mental 
health problems in primary care has been developed on 
the basis o f this exploratory work.36

This body o f  work offers a critical reappraisal o f the 
clinical epidemiology o f mental health problems and the 
process by which clinicians appear to recognize and man­
age these problems in routine primary care. The concep­
tual foundation o f this work is that mental health problems 
are an integral part o f primary care and are best studied 
within the milieu o f everyday practice, using tools that 
enable symptom-level diagnoses and capture episodes of 
care.

THE MENTAL HEALTH 
POLICY ENVIRONMENT:
CARVE-OUTS AND FRAGMENTATION

During the past decade, increasing competition in the 
health care environment has led to growing conflict over 
the interface between primary and specialty care. The 
issue has now emerged in the area o f mental health ser­
vices. Published results from the Medical Outcomes Study 
(MOS) suggested that care provided by primary care clini­
cians for depressed patients was less cost-effective than 
that provided by mental health specialists.61 Although this 
study contained serious methodologic limitations, it has 
had a great deal o f influence on mental health policy, as 
seen in the recent NDMDA Consensus Statement on the 
undertreatment o f depression.20

With only the MOS results to guide policy, many insur­
ers have taken a narrow approach to mental health prob­
lems and treatment, defining mental health problems 
strictly in terms o f DSM-IV diagnostic criteria and moving 
them into the jurisdiction o f mental health specialist 
providers. Some carriers continue to deny reimbursement 
for mental health treatment by primary care physicians.66® 
Commercial managed health care vendors have developed 
subcontracted, capitated mental health service benefit 
packages for enrollees; more than half o f all managed care 
patients in the United States are now covered by these 
carve-outs or carve-ins.68 State Medicaid programs are 
increasingly turning to managed health care to solve the 
problem o f rapidly escalating cost”  with mental health 
care carve-outs now commonplace in Medicaid managed 
care plans.65’66 These arrangements create a separate sys­
tem o f mental health care operating in parallel to primary 
health care and marginalize the role o f primary care physi­
cians in the detection and treatment o f mental health prob­
lems. Although the public health consequences o f  carve- 
outs are not yet known, the fragmentation o f care resulting 
from their implementation may have profound implica­
tions for higher-risk populations.07

Health policy leaders have just begun to address this 
issue. The publication o f the Institute o f Medicine (IOM) 
report, Prim ary Care: Am erica’s Health in  a New Era,x

provided tangible support to the concept that mental 
health problems are an integral part o f primary care. One 
o f the report’s recommendations explicitly addresses pri­
mary care and mental health:

The committee recommends the reduction o f financial 
and organizational disincentives for the expanded role 
o f primary care in the provision o f mental health ser­
vices. It further recommends the development and 
evaluation o f collaborative care models that integrate 
primary care and mental health services more effec­
tively. These models should involve both primary care 
clinicians and mental health professionals.

At present, the health care marketplace is changing so 
rapidly that it is difficult to study, and there is almost no 
information available to guide those responsible for mak­
ing decisions about the structure o f primary care services. 
It is not yet known whether the IOM report will have suffi­
cient influence to counteract market forces that appear to 
favor fragmentation o f care.

RESEARCH PRIORITIES 
FOR PRIMARY CARE

The need for primary care research on mental health 
issues has never been more acute. There is growing aware­
ness o f the shortcomings o f the top-down, DSM-IV diagno­
sis-driven approach to mental health care in the complex 
world o f  primary care, but we have not yet clearly articu­
lated a bottom-up approach that can provide a more accu­
rate view o f mental health problems as they exist in pri­
mary care. Primary care researchers have an unprecedent­
ed opportunity to influence the development o f health pol­
icy in this area, and there are several factors that suggest 
that we are on the threshold o f a new era o f productive and 
influential mental health research.

First, as emphasized in the IOM report, care for mental 
health problems is an integral part o f optimal primary care. 
Research on mental health problems should therefore be 
an integral part o f primary care’s academic foundation. 
Second, the conceptual framework and tools required for 
research in this area have been developed and refined by 
primary care researchers. These include ICPC and 
episode-based recording, the crosswalk between ICPC 
and specialty diagnostic classifications, new conceptual 
frameworks that accurately capture the process of prima­
ry care, and the growth and maturation o f primary care 
research networks such as The Ambulatory Sentinel 
Practice Network (ASPN), which can serve as our health 
services laboratories. Third, there is an emerging critical 
mass o f primary care researchers with expertise in this 
area, as seen in the work of the investigators cited in the 
previous section.

However, there are significant barriers to overcome in 
developing a meaningful presence in the mental health
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research community. One mqjor barrier is the develop­
ment o f  consistent sources o f funding. Traditional funding 
sources such as the National Institute o f Mental Health 
have maintained a narrow focus on community-based epi­
demiologic surveys, outcome-based studies limited to 
threshold DSM-IV diagnoses, and a preference for those 
with track records; this has largely precluded funding for 
studies exploring the epidemiology and management of 
mental health problems in the context o f routine primary 
care practice. Private foundations have provided only scat­
tered support for basic descriptive research or method- 
ologic development in this area, with the recent MacArthur 
Foundation Depression in Primary Care Initiative a 
notable exception. The current health care environment 
presents other barriers: mental health carve-outs in an 
expanding managed care market and ‘tu rf’ battles with 
specialists that threaten to Balkanize the core clinical con­
tent o f primary care. The environment is changing so 
rapidly that an orderly progression o f scholarly inquiry in 
this area may be an unaffordable luxury.

Dissemination of Current Knowledge
For research results to influence the current policy debate, 
it will be necessary to aggressively disseminate current 
knowledge as well as create new knowledge. Dis­
semination can be aimed at purchasers o f research (fund­
ing agencies) as well as purchasers o f primary care (health 
insurers, managed health care organizations) and could 
include: (1) collecting, collating, and promoting the contri­
butions to this field made by primary care researchers, 
particularly in the areas o f mood disorders and substance 
abuse; (2) influencing funding priorities for agencies and 
foundations by promoting and critiquing existing work; (3) 
collaborating with managed health care corporations to 
promote integration o f mental health and biomedical care 
and to develop methods for assessing the cost-effective­
ness o f integrated care; and (4) moving research directly 
into the community by belonging to community groups 
interested in mental health issues and participating in med­
ical center or state initiatives regarding mental health ser­
vices, such as state Medicaid managed care initiatives. The 
NAPCRG task force has collected examples o f current 
activities in each o f these areas.

Creation of New Knowledge
The most pressing need by far is for descriptive studies 
that accurately capture the clinical epidemiology o f com­
mon mental health problems as they occur in the primary 
care setting, including their development over time and the 
presence and impact o f medical and mental health comor­
bidities. These studies will provide the data necessary to 
construct the bottom-up approach to mental health prob­
lems as they will allow researchers to determine whether 
the subthreshold and undifferentiated mental health prob­
lems so common in primary care can be categorized into 
distinct groups with meaningful implications for treat­

ment. For example, a cohort o f  patients presenting with 
subthreshold depressive symptoms may be tracked to 
observe patterns o f comorbidity, functional and health sta­
tus, and the emergence or regression o f other mental 
health problems or disorders over time.

Another area in which research is clearly needed is the 
exploration o f the interaction among physician, patient, 
and practice environment in detecting, managing, or pre­
venting psychosocial and mental health problems. 
Examples o f this type o f work include: describing and 
measuring the physician-patient interactions that ultimate­
ly determine the outcome o f detection and treatment; 
exploring tire effects o f the practice environment on men­
tal health care; assessing the impact o f  competing 
demands on the provision o f psychosocial care; and iden­
tifying and characterizing exemplary practices.

A third area o f high priority lies in exploring the inter­
face between primary care physicians and mental health 
professionals by identifying optimal models o f collabora­
tive care and determining the most effective ways to struc­
ture the delivery o f mental health care to defined primary 
care populations.

To carry out this work, it will be necessary to structure 
data in a way that allows examination o f episodes of care 
and captures the medical and mental health comorbidity 
that defines the context o f primary care practice. The 
Dutch Transition project52 provides the best current exam­
ple o f this structured approach to primary care data col­
lection, with project investigators now moving forward to 
put into practice their conceptual model in an electronic 
medical record (H. Lamberts, personal communication). 
Efforts to develop similar data collection capacity in the 
United States should receive the highest priority, and may 
be the natural place for investigators to build alliances 
with managed health care corporations.

A high priority should also be given to developing pri­
mary care research networks capable o f  longitudinal, 
episode-based data collection on mental health problems 
and the clinical context in which they occur. These might 
be existing networks or dedicated new mental health 
research networks. Network-based studies can achieve 
levels o f power and generalizability not attainable by stud­
ies from single locales and they offer great promise for 
research that can influence health policy

CONCLUSIONS

Primary care researchers have made major contributions 
to our growing understanding o f mental health problems 
as they exist in the real world o f primary care. Rapid 
changes in the US health care environment threaten to 
undo the integration of mental and physical health that is 
at the heart o f primary care. It will be necessary for the 
primary care leaders in tills field to step forward to guide 
policymakers, purchasers, and the public as primary care 
is reengineered for the next generation. Efforts to put into
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practice episode o f care and comorbidity recording within 
electronic medical record systems, particularly in cooper­
ation with managed care vendors and primary care 
research networks, may represent the most effective strat­
egy for promoting the integration o f mental health services 
into primary care as recommended by the IOM. The most 
promising area for research in the immediate future may 
be descriptive studies that explore the clinical epidemiolo­
gy of common mental health problems as they occur in 
routine family practice.

ACKNOWLEDGMENTS
The authors would like to express their appreciation for the 
contributions made by the following members of the NAPCRG 
Task Force on Mental Health Problems in Primary Care in 
reviewing or editing earlier drafts of this report: James Barrett, 
MD; Richard Brown, MD, MPH; Sandra Burge, PhD; Frank V. 
Degruy III, MD, MSFM; Allen J. Dietrich, MD; Joseph J. Gallo, 
MD, MPH; Edmund Higgins, MD; David Katemdahl, MD; Roger 
Kathol, MD; Henk Lamberts, MD, PhD; Kathryn M. Magruder, 
MPH, PhD; Donald E. Nease, MD; Paul Nutting, MD; George R. 
Parkerson, MD; Harold A. Pincus, MD; Doug Post, PhD; Ellen 
Rosenberg, MD; Walt W. Rosser, MD; David Schneider, MD; 
David Sheehan, MD, MBA; Jeff Susman, MD; Janecke 
Thesen,MD; and Maurice Wood, MD.

REFERENCES
1. Kessler LG, Cleary PD, Burke JD. Psychiatric disorders in 

primary care. Arch Gen Psychiatry 1985; 42:583-7.
2. Schulberg HC-, Saul M, McClelland M, Ganguli M, Christy W, 

Frank R. Assessing depression in primary medical and psy­
chiatric practices. Arch Gen Psychiatry 1985; 42:1164-70.

3. Katon W. Epidemiology of depression in medical care. Int J 
Psychiatr Med 1987; 17:93-112.

4. Barrett JA, Barrett JA, Oxman TE, Gerber PD. The preva­
lence of psychiatric disorders in a primary care practice. 
Arch Gen Psychiatry 1988; 45:1100-6.

5. Weissman MM, Olfson M, Leon AC, et al. Brief diagnostic 
interviews (SDDS-PC) for multiple mental disorders in pri­
mary care. Arch Fam Med 1995; 4:220-7.

6. Kessler RC, McGonagle KA, Zhao S. Lifetime and 12-month 
prevalence of DSM-II-R psychiatric disorders in the United 
States. Arch Gen Psychiatry 1994; 51:8-19.

7. Coyne JC, Fechner-Bates S, Schwenk TL. The prevalence, 
nature, and comorbidity of depressive disorders in primary 
care. Gen Hosp Psychiatry 1994; 16:267-76.

8. Broadhead WE, Blazer DG, George LK, Tse CK. Depression, 
disability days, and days lost from work in a prospective 
epidemiologic survey. JAMA 1990; 264:2524-8.

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

10. Regier DA, Boyd JH, Birk JD, et al. One-month prevalence 
of mental disorders in the United States. Based on five 
Epidemiologic Catchment Area sites. Arch Gen Psychiatry 
1988; 45:977-86.

11. Von Korff M, Shapiro S, Burke JD, et al. Anxiety and depres­
sion in a primary care clinic: comparison of Diagnostic 
Interview Schedule, General Health Questionnaire, and 
practitioner assessments. Arch Gen Psychiatry 1987; 
44:152-6.

12. Gerber PD, Barrett J, Barrett J, et al. Recognition of depres­
sion by internists in primary care: a comparison of internist 
and “gold standard” psychiatric assessments. J Gen Intern 
Med 1989; 4:7-13.

13. Perez-Stable EJ, Miranda J, Munoz RF, Ying YW. Depression

in medical outpatients: Underrecognition and misdiagno­
sis. Arch Intern Med 1990; 150:1083-8.

14. Coyne JC, Schwenk TL, Fechner-Bates S. Nondetection of 
depression by primary care physicians reconsidered. Gen 
Hosp Psychiatry 1995; 17:3-12.

15. Shapiro S, German PS, Skinner EA, et al. An experiment to 
change detection and management of mental morbidity in 
primary care. Med Care 1987; 25:327-39.

16. Rand EH, Badger LW, Coggins DR. Toward a resolution of 
contradictions. Utility of feedback from the GHQ. Gen Hosp 
Psychiatry 1988; 10:189-96.

17. Magruder-Habib K, Zung WWK, Feussner JR. Improving 
physicians’ recognition and treatment of depression in gen­
eral medical care. Med Care 1990; 28:239-50.

18. Depression Guideline Panel. Depression in Primary Care: 
Volume 1. Detection and Diagnosis. Clinical Practice 
Guideline, Number 5. Rockville, Md. US Department of 
Health and Human Services, Public Health Service, Agency 
for Health Care Policy and Research. 1993. AHCPR 
Publication No. 93-0550.

19. Depression Guideline Panel. Depression in Primary Care: 
Volume 2. Treatment of Major Depression. Clinical Practice 
Guideline, Number 5. Rockville, Md. US Department of 
Health and Human Services, Public Health Service, Agency 
for Health Care Policy and Research. 1993. AHCPR 
Publication No. 93-0551.

20. Hirschfeld RMA, Keller MB, Panico S, et al. The National 
Depressive and Manic-Depressive Association Consensus 
Statement on the Undertreatment of Depression. JAMA 
1997; 277:333-40.

21. Piemens BG, Ormel J, Simon GE. Occurrence, recognition, 
and outcome of psychological disorders in primary care. 
Am J Psychiatry 1996; 153:636-44.

22. Coyne JC, Klinkman MS, Gallo SM, Schwenk TL. Short-term 
outcomes of detected and undetected depressed primary 
care patients and depressed psychiatry outpatients. Gen 
Hosp Psychiatry 1998; 19:333-43.

23. Callahan CM, Hendrie HC, Dittus RS, Brater DC, Hui SL, 
Tierney WM. Improving treatment of late life depression in 
primary care: a randomized clinical trial. J Am Geriatr Soc 
1994; 42:839-46.

24. Dowrick C, Buchan I. Twelve month outcome of depression 
in general practice: does detection or disclosure make a dif­
ference? [see comments], BMJ 1995; 311:1274-6.

25. Riefler DR, Kessler HS, Bernhard EJ, Leon AC, Martin GJ. 
Impact of screening for mental health concerns on health 
service utilization and functional status in primary care 
patients. Arch Intern Med 1996; 156:2593-9.

26. Katon W, Von Korff M, Lin E, et al. Collaborative manage­
ment to achieve treatment guidelines: impact on depression 
in primary care. JAMA 1995; 273:1026-31.

27. Spitzer RL, Williams JBW, Kroenke K, et al. Utility of a new 
procedure for diagnosing mental disorders in primary care. 
JAMA 1994; 272:1749-56.

28. Spitzer RL, Kroenke K, Linzer M, et al. Health-related quali­
ty of life in primary care patients with mental disorders. 
Results from the PRIME-MD 1000 Study [see comments]. 
JAMA 1995; 274:1511-7.

29. Broadhead WE, Leon AC, Weissman MM, et al. 
Development and validation of the SDDS-PC screen for 
multiple mental disorders in primary care. Arch Fam Med 
1995; 4:211-9

30. Leon AC, Olfson M, Broadhead WE, et al. Prevalence of 
mental disorders in primary care: implications for screen­
ing. Arch Fam Med 1995; 4:857-61.

31. Simon GE, Lin EHB, Katon W, et al. Outcomes o f “inade­
quate” antidepressant treatment. J Gen Intern Med 1995; 
10:663-70.

32. Rost K, Williams C, Wherry J, Smith GR. The process and 
outcomes of care for major depression in rural family prac-

The Journal of Family Practice, Vol. 47, No. 5 (Nov), 1998 383



MENTAL HEALTH PROBLEMS IN PRIMARY CARE

tice settings. J Rural Health 1995; 11:114-21.
33. Rost K, Zhang M, Fortney J, Smith J, Coyne J, Smith GR. 

Persistently poor outcomes of undetected major depres­
sion in primary care. Gen Hosp Psychiatry 1998; 20:12-20.

34. Coulehan JL, Schuiberg HC, Block MR, Madonia MJ, 
Rodriguez E. Treating depressed primary care patients 
improves their physical, mental, and social functioning. 
Arch Intern Med 1997; 157:1113-20.

35. Klinkman MS. Competing demands in psychosocial care: a 
model for the identification and treatment of depressive 
disorders in primary care. Gen Hosp Psychiatry 1997; 19: 
98-111.

36. Klinkman MS, Coyne JC, Gallo SM, Schwenk TL. Can case- 
finding instruments be used to improve physician detection of 
depression in primary care? Arch Fam Med 1997; 6:567-73.

37. deGruy FV. Mental Health Care in the Primary Care Setting. 
In: Institute o f Medicine Committee on the Future of 
Primary Care. Primary care: America’s health in a new era. 
Washington, DC: National Academy Press, 285-309, 1996.

38. Katerndahl DA Realini JP. Lifetime prevalence o f panic 
states. Am J Psychiatry 1993; 150:246-9.

39. Katerndahl DA, Realini JP. Quality o f life and panic-related 
work disability in subjects with infrequent panic and panic 
disorder. J Clin Psychiatry 1997; 58:153-8.

40. Mathias SD, Fifer SK, Mazonson PD, Lubeck DP, Buesching 
DP, Patrick DL. Necessary but not sufficient: the effect of 
screening and feedback on outcomes o f primary care 
patients with untreated anxiety. J Gen Intern Med 1994; 9: 
606-15.

41. Fifer SK, Mathias SD, Patrick DL, Mazonson PD, Lubeck DP, 
Buesching DP. Untreated anxiety among adult primary care 
patients in a health maintenance organization. Arch Gen 
Psychiatry 1994; 51:740-50.

42. Nisenson LG, Pepper CM, Schwenk TL, Coyne JC. The 
nature and prevalence of anxiety disorders in primary care. 
Gen Hosp Psychiatry 1998; 20:21-8.

43. Fleming MF, Barry KL, Manwell LB, Johnson K, London R. 
Brief physician advice for problem alcohol drinkers. JAMA 
1997; 277:1039-45.

44. deGruy FV, Dickinson L, Dickinson P, Hobson F. NOS: sub­
threshold conditions in primary care. Paper presentation, 
Eighth Annual NIMH International Research Conference on 
Mental Health Problems in the General Health Care Sector. 
McLean, Va: September 1994.

45. Nease DE, Volk RJ, Cass AR. Investigation of a severity- 
based classification of mood and anxiety disorders in pri­
mary care patients. J Am Board Fam Pract. In press.

46. Nease DE, Volk RJ, Cass AR. Predicting variation in health 
care utilization by primary care patients with mood and 
anxiety symptoms. Paper Presentation, 25th Annual 
Meeting, North American Primary Care Research Group. 
November 1997. Orlando, Fla: November 1997.

47. Dickinson LM, deGruy FV, Dickinson WP, Candib LM. 
Complex PTSD: Evidence from the primary care setting. 
Gen Hosp Psychiatry. In press.

48. Goldberg D. The concept of a ‘case’ in general practice. Soc 
Psychiat 1982; 17:61-5.

49. Goldberg D. A classification of psychological distress for 
use in primary care settings. Soc Sci Med 1992; 35:189-93.

50. Lamberts H, Hofmans-Okkes IM. The classfication of psy­
chological and social problems in general practice. 1. ICPC 
in relation to ICD-10. Huisarts en Wetenschap 1993; 36:5-13.

51. Ormel J, Oldehinkel AJ, Goldberg DP, Hodiamont PPG, 
Wilmink FW, Bridges K. The structure o f common psychi­
atric symptoms: how many dimensions o f neurosis’  
Psychol Med 1995; 25:521-30.

52. Lamberts H, Wood M, and Hofmans-Okkes I, eds. The 
International Classification of primary care in the European 
Community, with a multi-language layer. Oxford, England: 
Oxford University Press, 1993.

53. Lamberts H, Magruder K, Kathol RG, Pincus HA, Okkes I. 
The classification of mental disorders in primary care: a 
guide through a difficult terrain. Int J Psychiatr Med 1998- 
28:159-76.

54. Rost K, Humphrey J, Kelleher K. Physician management 
preferences and barriers to care for rural patients with 
depression. Arch Fam Med 1994; 3:409-14.

55. Susrnan JL, Crabtree BF, Essink G. Depression in rural fam­
ily practice: easy to recognize, difficult to diagnose. Arch 
Fam Med 1995; 4:427-31.

56. Thom DH, Campbell B. Patient-physician trust: an 
exploratory study. J Fam Pract 1997; 44:169-76.

57. Klinkman MS, Cojme JC, Gallo SM, Schwenk TL. The prob­
lem of “false positives” in primary care physician detection 
o f depression: can screening instruments help? [abstract] 
Int J Psychiatr Med 1996; 26:371-2.

58. Klinkman MS, Coyne JC, Gallo SM, Schwenk TL. False pos­
itives, false negatives, and the validity of the diagnosis of 
major depression in primary care. Arch Fam Med 1998; 
7:451-61.

59. Olfson M, Weissman MM, Leon AC, Higgins ES, Barrett JE, 
Blacklow RS. Psychological management by family physi­
cians. J Fam Pract 1995; 41:543-50.

60. Crabtree BF, Miller WL, Aita VA, Flocke SA, Stange KC. 
Primary care practice organization and preventive services 
delivery: a qualitative analysis. J Fam Pract 1998; 46:404-9.

61. Sturm R, Wells KB. How can care for depression become 
more cost-effective? JAMA 1995; 273:51-8.

62. Rost K, Smith GR, Matthews DB, Guise B. The deliberate 
misdiagnosis o f depression in primary care. Arch Fam Med 
1994; 3:333-7.

63. Lazarus A. The role of primary care physicians in managed 
mental health care. Psychiatr Services 1997; 46:343-5.

64. Hurley RE, Freund DA, Paul JE. Managed care in Medicaid: 
lessons for policy and program design. Ann Arbor, Mich: 
Health Administration Press, 1993

65. Glover RW. NASMHPD white paper: public mental health 
systems, Medicaid re-structuring and managed behavioral 
health care. Alexandria, Va: National Association of State 
Mental Health Program Directors, 1994.

66. Bazelon Center for Mental Health Law. Mental health man­
aged care: survey of the states. Washington, DC: Bazelon 
Center, 1996.

67. Chang CF, Kiser LJ, Bailey JE, et al. Tennessee’s failed man­
aged care program for mental health and substance abuse 
services. JAMA 1998; 279:864-9.

68. Institute of Medicine, Committee on the Future o f Primary 
Care. Primary care: America’s health in a new era. 
Washington, DC: National Academy Press, 1996.

Editor’s Note: This article by Klinkman and Okkes and the accompanying editorial by Lebowitz raise a number o f inter­
esting questions and suggest important opportunities for research on mental health and primary care. These two pieces 
will also be published in the International Journal o f Psychiatry and M edicine and are posted on The Journal of 
Fam ily Practice Web site. The Web site offers the opportunity for readers from both the family practice and mental 
health communities to respond to the issues and challenges raised. To join this discussion, go to www.jfp.denver.co.us 
and select “Mental Health Research Agenda” from the main menu. Your comments will posted as part o f the ongoing dis­
cussion, and may be edited for space.
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