Jankowska Paula, Jankowski Krzysztof, Rudnicka Drozak Ewa. ldentifying patients with depression in primary healthcare. Journal
of Education, Health and Sport. 2018;8(8):615-623. eISNN 2391-8306. DOI http://dx.doi.org/10.5281/zenodo.1326655
http://ojs.ukw.edu.pl/index.php/johs/article/view/5752

https://pbn.nauka.gov.pl/sedno-webapp/works/872930

The journal has had 7 points in Ministry of Science and Higher Education parametric evaluation. Part b item 1223 (26/01/2017).
1223 Journal of Education, Health and Sport eissn 2391-8306 7

© The Authors 2018;
This article is published with open access at Licensee Open Journal Systems of Kazimierz Wielki University in Bydgoszcz, Poland
Open Access. This article is distributed under the terms of the Creative Commons Attribution Noncommercial License which permits any noncommercial use, distribution, and reproduction in any medium,
provided the original author (s) and source are credited. This is an open access article licensed under the terms of the Creative Commons Attribution Non commercial license Share alike.
(http://creativecommons.org/licenses/by-nc-sa/4.0/) which permits unrestricted, non commercial use, distribution and reproduction in any medium, provided the work is properly cited.

The authors declare that there is no conflict of interests regarding the publication of this paper.

Received: 02.06.2018. Revised: 18.06.2018. Accepted: 02.08.2018.

Identifying patients with depression in primary healthcare

Paula Jankowska, Krzysztof Jankowski, Ewa Rudnicka-Drozak

Chair and Department of Family Medicine, Medical University of Lublin

ABSTRACT

Introduction

It is estimated that in 2015 in Poland 1 878 988 patients suffered from depression. Depressive
disorder is associated with a significant decrease of life quality. Untreated depression can be
fatal, as it is a recognized risk factor for a suicide attempt. Thus, identification of patients with
symptoms of depressive disorder in primary healthcare is very important, as rapid
implementation of treatment can prevent unfavorable depression effects.

Objective

The aim of this study is to present ways of identification patients with depressive disorder and
screening tools suitable for primary healthcare setting.

Results

Careful physical examination and history taking are highly important in depression case
finding. Patients may present with many uncharacteristic somatic complaints. Moreover, there
are some group of patients that are at higher risk of depressive disorder. The most important
one includes patients with other mental disorders; previous history of depression and familial
predisposition to depression. There are many depression screening tools. The most popular are

Patient Health Questionnaire, Beck Depression Inventory and Geriatric Depression Scale.
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Conclusions

Many individuals, finally diagnosed with depressive disorder, meet their family doctor for
uncharacteristic complaints. This is highly important for primary care physicians to be
acquainted with most common somatic manifestations of depression. In primary care setting
PHQ-2, PHQ-9 can be successfully used. BDI-PC also appears as measure suitable for family
physicians. Geriatric population should be assessed with use of shorter version of GDS, but
PHQ-2, and PHQ-9 are also recommended for this age group.
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INTRODUCTION

It is estimated in 2015 in Poland 1 878 988 patients suffered from depression (being 5,1% of
whole population). Depressive disorder is associated with significant decrease of life quality.
WHO estimates loss of health and everyday functioning caused by depression as 330 423 Total
Years Lived with Disability (YLD). Thus, depressive disorder is assessed to be responsible for
8,2% of total YLD in Poland [1]. The occurrence of depression negatively affects the social
functioning of individuals. It is well known that this affective disorder is associated with
unemployment, negative parenting behaviors [2, 3], reduced quality of marital relationship [4].
Depressive disorder in individuals also correlates with higher levels of absence from work and
results in lower incomes [5]. Apart from social and economic problems, depression is a risk
factor of physical illness. There is some evidence that depression should be considered as an
risk factor of cardiovascular disease [6], diabetes [7], chronic pain [8]. The pathophysiology of
this phenomenon is not fully known, possibly lifestyle and widely all health behaviors
undertaken by patients suffering from depression may be a key to understanding role of
depression in development of physical illness. Finally, untreated depression can be fatal, as it
is a recognized risk factor for a suicide attempt [9]. What is more, it has been proved the vast
majority of people suffering from depression worldwide, visit their family doctor (often with
not characteristic complaints) [10]. Thus, identification of patients with symptoms of depressive
disorder in primary healthcare is very important, as rapid implementation of treatment can

prevent unfavorable depression effects.
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OBJECTIVE
The aim of this study is to present ways of identification patients with depressive disorder and
screening tools suitable for primary healthcare setting.

RESULTS

PHYSICAL EXAMINATIONA AND HISTORY TAKING

There is some evidence that in case of diagnosing mental disorders in primary care strategy
called case-finding is effective [11], the essence of this diagnostic approach is to take clinical
suspicion on the basis of the presented symptoms that the examined patient may suffer from
depression. This strategy is effective if general practitioner is acquainted with diagnostic criteria
of the disease. According to ICD-10 classification [12], diagnosis of depression requires
presence of 4 or more (from 10) symptom for at least two weeks. Symptoms must include 2 or
more of: (1) depressed mood, (2) anhedonia (feeling of pleasure and the range of interests are
reduced) and (3) energy loss (increased fatigability, diminished activity). Other symptoms are:
(4) reduced concentration and attention, (5) reduced self-esteem and self confidence, (6) ideas
of guilt and unworthiness, (7) bleak and pessimistic views of the future, (8) ideas or acts of:
self-harm or suicide, (9) disturbed sleep, (10) diminished appetite. The picture of sleep disorder
are quite characteristic. Patients have no problems with falling asleep, but they wake up early
(a few hours earlier than usual) with fear of what will happen this day and dreaming of
pessimistic ideas of the upcoming day. Usually mood is more depressed in the mornings. In
many patients pronounced psychomotor inhibition, weight loss and loss of libido are observed.
There is also other disease unit like atypical depression. Diagnosed one may experience
irritability, hypersomnia, increased appetite (including carbohydrate drawing) and weight gain,
interpersonal rejection sensitivity and leaden paralysis (heavy, leaden feelings in arms or legs).
Suspicion of depression is most often made on the basis of the presence of psychological
symptoms such as depressed mood, concentration problems or accompanying anxiety.
However, almost two thirds patients who were eventually diagnosed with depression presented
chiefly with somatic symptoms and more than 50% suffered from multiple nonspecific,
unexplained somatic symptoms [13]. During the survey conducted among many European
nations, somatic complaints were in the first three most commonly reported problems among
depressive patients (1. place (76%)— low mood, 2. (73%) tiredness, lack of energy and 3. (63%)
sleep disturbances). Taking suspicion of clinical depression based on the above-mentioned
symptoms may be problematic to the family doctor, however, they are listed among the

diagnostic criteria for depression in ICD-10 classification. However, there are some other
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atypical manifestations of depression, making patients present to his general practitioner. These
include headaches, gastrointestinal problems, as well as generalized pain or chronic back or
articular pain [14]. It was also found that dyspnea, chest pain, palpitations, heartburn,
dysesthesia and dizziness were more frequent in depression diagnosed patients [15]. Some
groups of general population more often report somatic symptoms. These include women [16]
(especially pregnant [17]) and elderly people [18].

Depression in elderly has a little different clinical picture. In terms of psychological symptoms,
complaints about irritability and nervousness predominate [19]. There are equally frequent
complaints about cognitive impairment [20] and dementia can be a mask of depression. Patients
report anxiety, difficulty in falling asleep and present hypochondriac complaints, while
symptoms characteristic of depression included in the ICD-10 classification often are
unnoticeable [21].

Moreover, there are some group of patients that are at higher risk of depressive disorder. The
most important one includes patients with other mental disorders; previous history of depression
and familial predisposition to depression. The other are chronic diseases significantly reducing
quality of life (Parkinson’s disease, Alzheimer disease, chronic obstructive pulmonary disease
[22], diabetes [23], severe heart failure, chronic pain), terminal illnesses (cancer, HIV infection)
and pregnancy and postpartum period as well. Moreover, elderly patients with multimorbidity
and low level of everyday functioning are at higher risk of depression development. Severe,
sudden changes in life (like death of a spouse), loss of job [24] may also predispose to the
development of depressive symptoms. Screening in those groups may notably improve

identification of depressed patients.

SCREENING TOOLS

THE PATIENT HEALTH QUESTIONNAIRE (PHQ-2 and PHQ-9)

The Patient Health Questionnaire-2 (PHQ-2) [25] is an ultra short screening tool. This measure
seems to be a useful and time-saving tool suitable for primary healthcare setting. It consists of
two first questions of the Patient Health Questionnaire-9 [26]. These inquires concern depressed
mood and anhedonia over the time of past two weeks. Patient can score 0-3 points for each
question, depending on the frequency of the symptom. The aim of this questionnaire is to assess
a patient initially. The main advantage of this test is a brief time of performance (takes less than
2 minutes) and comparable effectiveness to longer instruments, such as the Beck Depression
Inventory [27]. The PHQ-2 has 97% sensitivity and 67% specificity in adults [28]. If patient

scores 2 or more points, his result is positive and then the PHQ-9 should be completed [29].
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The PHQ-9, consists of 9 questions. The additional questions in comparison to PHQ-2
instrument concern: fatigability, sleeping disorder, problems with appetite, feelings of
worthlessness, problems with concentration, psychomotor agitation or retardation, suicidal
thoughts and behaviors. It takes 2-5 minutes to implement. It has three different way of
application: as a confirmation of PHQ-2 diagnosis, independent screening tool and measure
monitoring treatment. The PHQ-9 has 61% sensitivity and 94% specificity in adults [30]. The
cut-off point is scoring 10 points, scoring 20 points indicates for severe depression.

THE BECK DEPRESSION INVENTORY-Il AND THE BECK DEPRESSION
INVENTORY-PC (BDI-11 AND BDI-PC)

The Beck Depression Inventory-11 (BDI-I1) [31] is a 21-item questionnaire. It is one of the most
widely used screening tools for depression. It is used for self-assessment by the patient. The
interest of this measure is past two weeks and now. Inquiries relate to affective (mood,
satisfaction, guilt, anhedonia), cognitive and somatic symptoms (changes in appetite, body
weight, sexual problems, sleep disturbances) of depression. Patient can score 0-3 points for
each question, depending on the intensity of the symptom. It takes 5-10 minutes to complete.
The BDI-II has 94% sensitivity and 92% specificity in adults test in primary care [32]. The
cut-off point is scoring 18 points.

The Beck Depression Inventory-PC (BDI-PC) [33] is a shorter version of BDI-II. It consists of
only 7 questions. From the full tool the queries relating to somatic symptoms were removed
and the issues of a reduced mood, pessimism, feeling of failure, anhedonia, self-dislike,
criticalness and suicidal behaviors were addressed. It takes fewer than 5 minutes to perform this
test. Its sensitivity was assessed as 97% and 99% specificity rates in primary healthcare adults
[34]. The cut-off score is 4 points. It is appropriate to be used in general practice as it is brief in

application and has good validity.

THE GERIATRIC DEPRESSION SCALE AND THE FIVE-ITEM GERIATRIC
DEPRESSION SCALE (GDS AND FIVE-ITEM GDS)

The Geriatric Depression Scale (GDS) [35] is a 30-item questionnaire with two answer options
to choose from (yes / no), patient can score 1 point for each inquiry. It is suitable to be
implemented as screening tool in primary care. Respondents should fill the GDS independently.
It consists of queries covering period of past week about mood, activities, assessment of the
past and the views on future. There is also a question about energy, willingness to leave home

and comparison of one's own health with other members of the community. It takes 10 to 15
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minutes to use the tool. GDS is reported to have a 100% sensitivity and a 84% specificity [36].
The cut off grade is 10 points.

The Five-ltem Geriatric Depression Scale (Five-ltem GDS) [37] is a shorter version of GDS.
Short time of administration is considered as a main advantage in the primary care setting.
Completing the questionnaire takes less than 5 minutes. There is some evidence the Five-ltem
GDS as effective as longer scale, with 97% sensitivity and 85% specificity. The cut-off score

IS 2 points.

CONCLUSIONS

Depression is common in the worldwide society. Many individuals, finally diagnosed with
depressive disorder, meet their family doctor for uncharacteristic complaints. This is highly
important for primary care physicians to be acquainted with most common somatic
manifestations of depression. These include tiredness, lack of energy, sleep disturbances,
headaches, gastrointestinal problems, generalized pain or chronic back or articular pain,
dyspnea, chest pain, palpitations, heartburn, dysesthesia and dizziness. Particular attention
should be paid to some risk groups of patients at a higher risk of depression development,
mainly elderly or suffering from chronic diseases. There are many depression screening tools
available. In primary care setting PHQ-2, PHQ-9 can be successfully used. BDI-PC also appears
as measure suitable for family physicians. Geriatric population should be assessed with use of
shorter version of GDS, but PHQ-2, and PHQ-9 are also recommended for this age group [38].
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