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he National Comorbidity Survey (NCS) adminis-
tered a structured psychiatric interview to a repre-
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Currently, 1 in 6 of the population will, at some point during their lives, suffer from major depres-
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cause of disability worldwide. Major depression is associated not only with significant morbidity, but
with comorbid chronic illnesses and lost productivity because of excess mortality and morbidity. The
most important reason for the recognition and adequate treatment of depression is that symptoms can
be effectively controlled. Despite this, patients are frequently neither recognized nor treated ad-
equately. Underdiagnosis and undertreatment of major depression can be associated with factors relat-
ing to patients, their physicians, and the health care systems that provide their care. The treatment of
depressed patients with appropriate agents, at appropriate doses, for appropriate periods of time, and
incorporating appropriate nonpharmacologic strategies, is cost-effective. Since much of the manage-
ment of depression occurs in primary care, approaches aimed at improving the overall management of
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T
sentative sample in the United States and reported that al-
most 50% of respondents had at least one lifetime
DSM-III-R psychiatric disorder and that major depressive
episode was the most common disorder with a lifetime
prevalence of 17.3% and a 12-month prevalence rate of
10.3% (Figure 1).1 Earlier data collected as part of the Epi-
demiologic Catchment Area (ECA) study2 had estimated
the lifetime prevalence of major depression at the lower
rate of 7%. The difference in prevalence rates between the
2 surveys has been attributed to the use of a slightly differ-
ent algorithm in the NCS. Notwithstanding the differences
in the reported lifetime prevalence rates, it is clear from
these 2 large population-based samples that major depres-
sion is highly prevalent in society and frequently follows a
chronic course.

Despite the known prevalence of depression in the gen-
eral population, it has been extensively reported that pa-

tients with this psychiatric disorder frequently go unrecog-
nized and undertreated. This overview will present data to
support this contention and consider the reasons for the
undertreatment of this disorder. The consequences of the
inadequate management of depression will be discussed
and finally the availability of appropriate screening tools
and treatment modalities considered.

IS DEPRESSION UNDERTREATED?

The rate at which major depressive episodes are recog-
nized and the proportion of patients who are treated
for depression have been reported in research studies
conducted in community, primary care, and mental health
settings. The data will be considered for each of these
samples.

Community Studies
The ECA study reported that approximately one third of

patients suffering from a major depressive episode sought
no treatment and that, overall, only 10% of patients with
major depression received adequate doses of antidepres-
sant therapy for an adequate period of time.2 The National
Institute of Mental Health (NIMH) Collaborative Depres-
sion Study, which was of naturalistic design, reported the
historical rates of treatment, prior to enrollment, of 217 pa-
tients with major depression of at least 1 month’s dura-
tion.3 Only 34% of the patients had received antidepressant
medication for at least 4 consecutive weeks prior to enroll-
ment, and in only 23% of patients was the treatment regi-
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men considered adequate (150 mg of imipramine or its
equivalent for 4 consecutive weeks). The NCS included
a diagnostic assessment that could be used to define
unmet need. This was accomplished by assessing the
recent and lifetime utilization of medical services by the
respondents; it was reported that of subjects with a
1-year disorder only 20% sought any professional treat-
ment in the last year.1 A further analysis of this data set
has allowed the rate of help-seeking in subjects with
minor and major depression to be analyzed.4 An increas-
ing rate of physician service utilization was noted with
increasing severity of the depressive disorder. However,
even with the most severely depressed patients, only
35.3% in their lifetime sought treatment from their
medical doctor, despite having recurrent episodes (mean
of 12.7 previous episodes of depression).

Data indicating treatment received prior to random-
ization into clinical trials have been collected and can
provide an insight into the treatment of major depres-
sion in the community. Historical data from 4 random-
ized clinical trials indicate the low treatment rates for
chronic depression with a range of only 5% to 27% of
patients receiving adequate treatment (defined as 150
mg of imipramine or its equivalent for 4 consecutive
weeks).5–8 In these studies, the proportion of patients
who had received no antidepressant treatment prior to
randomization was as high as 70%, despite a median
duration of illness of at least 20 years.5

Primary Care
Similar findings of undertreatment of depression have

been observed in the primary care setting.9–11 In 1992,
Katon and colleagues evaluated the adequacy of anti-
depressant treatment in 119 “distressed high-utilizers”
of primary care services.9 Approximately half of the
sample was considered by a psychiatrist to be depressed
and in need of antidepressant treatment, yet only 10.7%

had received an adequate dose and duration of anti-
depressant treatment in the year prior to evaluation.
Data from the Medical Outcomes Study, which gath-
ered information from depressed patients who received
care in 1 of 3 health care delivery systems in the United
States, indicated that overall only 24% of subjects with
current major depression were receiving antidepressant
therapy.11 The corresponding figure was 15.8% for
subjects receiving treatment from a general medical
clinician. Subjects who had more severe forms of ill-
ness (mean of 18 symptoms of major depression, mel-
ancholia, or dysthymia in the preceding year reported
on the baseline Diagnostic Interview Schedule) were
more likely to be receiving antidepressant medication
than those with a milder form of illness (mean of 3
symptoms in the preceding year) (29.4% versus 11.3%,
respectively).

A higher rate of recognition and treatment of depres-
sion was noted in a 1995 study of 2000 consecutive pa-
tients to a primary care clinic.10 Two thirds of the patients
with major depression were recognized by their physician
as psychologically distressed, and over 50% were pre-
scribed antidepressant medication.

Mental Health Sector
It might be expected that a more aggressive approach to

the treatment of depression would be adopted in the men-
tal health sector. Two studies question this premise, how-
ever. In a records review of 201 inpatients with major de-
pression, less than 45% of the patients had received an
adequate dose of antidepressant therapy.12 Undertreatment
of depression was also noted in the NIMH Collaborative
Depression Study in which, at the 2-year follow-up, ap-
proximately 50% of patients had received no further anti-
depressant therapy and only 49% of inpatients had re-
ceived at least 200 mg of imipramine or its equivalent for 4
consecutive weeks.13–15

WHAT ARE THE REASONS FOR
THE UNDERRECOGNITION AND

UNDERTREATMENT OF DEPRESSION?

The reasons for the inadequate management of de-
pression can be viewed from the perspective of the pro-
vider, the patient, and the health care system. The Na-
tional Depressive and Manic-Depressive Association
has produced a consensus statement that has discussed a
number of the reasons for the undertreatment of depres-
sion.16 These are outlined below.

Provider
Physician training in the diagnosis and management

of depression, within both medical schools and post-
graduate medical education, is often inadequate. Not
only do physicians need to be equipped with the medi-

Figure 1. Twelve-Month Prevalence of Selected DSM-III-R
Disorders in the National Comorbidity Surveya

aData from reference 1.
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cal knowledge to treat these patients, but with the inter-
personal skills required to manage emotionally dis-
tressed individuals. Specifically for primary care physi-
cians, depression is often not considered to be a “real
illness,” and, as it is relatively time-consuming to diag-
nose and treat, there is often too little time available to
manage the patients effectively.

Patient
Patients often do not recognize that they have depres-

sion. The symptoms themselves often rob the person of
their initiative and drive, and consequently, patients may
become passive or self-blameful. Also, as far as the de-
pressed patient is concerned, stigma continues to be an is-
sue. These factors compound to result in a lack of effort to
seek help.

An additional cause of the inadequate treatment of pa-
tients with depression is patient noncompliance. A review
article discussing the need to counsel patients about de-
pression and its treatment reported that over 50% of pa-
tients treated for depression in general practice stopped
treatment within 3 weeks.17 Such a high dropout rate
has been attributed to the delay in onset of effects,
the need to continue drug therapy after the initial clini-
cal response, and failure to warn patients about adverse
effects.17

Health System
Characteristics of health care systems themselves can

also contribute to the underrecognition and undertreat-
ment of depression. The impact of specific factors differs
from one country to another and within health care sys-
tems throughout the world; however, in general, many cur-
rent health care systems view depression as a short-term
disorder and do not recognize the chronic and recurrent
nature of the illness. Furthermore, the health care system
in the United States discourages the frequent monitoring
of patients early in the treatment regimen. Many insurance
and managed care companies dissuade patients from seek-
ing help from mental health services, and physicians are
aware that reimbursement is not provided should patients
require more than one treatment approach or referral to
another specialist.

THE COST OF DEPRESSION

Compared with other major public health problems,
major depression is more prevalent, highly treatable, yet
less well recognized (Table 1).18 In the United States in
1990, the total annual cost of major depression was esti-
mated at $44 billion.19 Direct costs were approximately
$12 billion per year (inpatient, outpatient, and pharmaceu-
tical costs). Indirect costs included mortality ($8 billion)
and absenteeism from work and reduced productivity ($24
billion). This figure did not account, however, for out-of-
pocket family expenses, costs of minor depression, exces-
sive hospitalization, and diagnostic tests (Figure 2). As
72% of all sufferers from depression are estimated to be in
the labor force, the authors estimated that the annual eco-
nomic cost per depressed worker was almost $4900. Em-
ployers do not directly bear all the costs of depression;
nevertheless, as a group they have much to gain from the
increased awareness and treatment of the disorder.

A recent cost-benefit analysis indicated that the indirect
cost savings that would be realized by appropriately
treating people with affective disorders would outweigh
the direct treatment costs by somewhere in the region of
$4 billion/year.20

Cost-Effectiveness of Treatment
Von Korff and coworkers, over a 12-month follow-up

period, have determined the treatment costs, cost offsets,
and cost-effectiveness of usual care compared with 2 dif-
ferent collaborative management regimens (psychiatrist
consultation and psychologist interview) in minor and ma-
jor depression.21

In the first study, usual care was compared with collab-
orative care, which consisted of a psychiatrist comanaging

Table 1. Comparison of Major Depression With Other
Illnessesa

Major Coronary
Variable Depression Heart Disease Cancer AIDS

Cost per year
($ billion) 44 43 104 66

Lifetime
prevalence
(million) 15   7     6   0.2

Recognition rate Low High High High
Treatability High Varies Varies Low
aData from reference 18.

Figure 2. Total Annual Costs Associated With Depression in
the United States in 1990a

Pharmaceutical
costs

Total outpatient
costs

Total inpatient
costs

Costs due to excess
absenteeism from work

Mortality
costs

Costs due to
reductions in
productive
capacity
while at work

Indirect Costs = 55%

Direct Costs = 45%

aData from reference 19.
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the patient in conjunction with the primary care physician.
In patients with major depression, treatment response rates
were lower for those receiving usual care than in those
with collaborative care (43.8% vs. 74.4%). Although there
were additional costs associated with the more intensive
therapy regimen, the cost-effectiveness (estimated by the
cost per successfully treated case) was slightly lower with
collaborative care than with usual care (Figure 3). In pa-
tients with minor depression, both approaches (usual and
collaborative care) were equally effective, and, since there
were significant cost increments, psychiatric consultation
was less cost-effective than usual care.

Similar findings emerged in the second study which
compared usual care with cognitive behavioral therapy
(CBT). Higher response rates and increased costs, but
greater cost-effectiveness, were observed in patients with
major depression managed with the more intensive ap-
proach. However, there was no real benefit in collabora-
tive management with CBT over usual care in patients
with minor depression (Figure 3).

These studies support the view that in primary care, the
collaborative use of speciality skills can result in more
cost-effective treatments for major depression. In contrast,
there appears to be little support for collaborative manage-
ment of patients with minor depression in primary care, as
such intervention does not improve the response rate or
cost-effectiveness of treatment.21

THE CONSEQUENCES OF
UNDERTREATMENT OF DEPRESSION

Associated Disability
Data collected during the NCS have been used to

study the lifetime impairments associated with minor and
major depression1,4; a further subclassification of major
depression into moderately severe (5–6 symptoms) or se-
vere (7–9 symptoms) was also recently undertaken. The
proportion of patients whose symptoms interfered sub-
stantially with daily activities increased from 18.1% in pa-
tients with minor depression to 29.1% in the moderately

severe group, and to 52.3% in subjects with severe major
depression.4 As severity increased from minor to severe
major depression, there was also a decrease in work pro-
ductivity assessed by work loss and work cutback days.4

The decrease in health-related quality of life associated
with major depression has also been compared with that
associated with other common medical disorders. In a pri-
mary care population, mental disorders, including disor-
ders of mood, were associated with more impairment of
health-related quality of life than many other common
medical disorders such as heart conditions, kidney disease,
and arthritis.22 The World Health Organization Collabora-
tive project recognized that disability levels among pri-
mary care patients with major depression were greater
than disability levels in patients with other chronic condi-
tions (Figure 4).23

Comorbidity
As highlighted by the NCS, the vast majority of lifetime

psychiatric disorders (79%) are comorbid disorders.1 Fur-
thermore, the major burden of psychiatric illness is concen-
trated in a small group of comorbid people who constituted
some 14% of the survey population and who have a history
of 3 or more comorbid conditions. Major depression is fre-
quently associated with anxiety disorders such as panic dis-
order, and in the NCS, 22% of patients who had a lifetime
history of depression reported experiencing a panic attack
at some time, and 56% of patients who had a lifetime his-
tory of panic disorder had a history of depression. The In-
ternational World Health Organization (WHO) Study on
Psychological Disorders in Primary Health Care, conducted
in over 25,000 consecutive primary care patients, reported
that anxiety and depression frequently coexisted in this
population.24 Almost half the cases of depression and anxi-
ety appeared in the same patient at the same time.

Major depression is also frequently associated with
chronic physical illnesses, such as cancer, cardiovascular
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Figure 3. Cost-Effectiveness of the Collaborative Management
of Depressiona

aData from reference 21.
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disease, rheumatoid arthritis, and Parkinson’s disease.25,26

Although the NCS did not collect detailed data on the
comorbidity of major depression with physical illness, it
did include a 15-item checklist that asked about the
12-month prevalence of such conditions as high blood pres-
sure, diabetes, severe bone or joint disease, autoimmune
diseases, and cancer.4 A positive correlation between the
12-month prevalence of depression and the number of
12-month chronic physical conditions was observed. In
people with at least 2 chronic physical illnesses, the
12-month prevalence rate of severe major depression
was 12.5%, compared with a rate of 3.1% in patients with-
out chronic physical disorders.4

Patients with comorbid conditions are more likely to
present with chronic disorders, and have an increased risk
of suicide attempts, than patients with a single diagnosis.
As comorbidity significantly increases severity and mor-
bidity, it is extremely important to effectively manage both
the depression and the comorbid disorder.

ARE THERE
APPROPRIATE SCREENING TOOLS AND

TREATMENTS AVAILABLE TO THE PHYSICIAN?

Screening Instruments
The availability of appropriate instruments to aid the

primary care physician in the correct diagnosis of depres-
sion is an important consideration. Of the many instru-
ments available, some are self-rating scales such as the
short version of the Beck Depression Scale,27 the Brief
Carroll Depression Scale,28 the Zung Self-Rating De-
pression Scale (SDS),29 and the Center for Epidemiological
Studies/Depressed Mood Scale (CES-D).30 Other instru-
ments are interview-based assessments and include the Pri-
mary Care Evaluation of Mental Disorders (PRIME-MD),31

a 26-item questionnaire, followed by a 12-page clinical
evaluation guide, divided into 5 diagnostic categories; the
Mini-International Neuropsychiatric Interview (MINI),32 a
structured interview, which has a depression and dysthymia
module; and the 6-item version of the Hamilton Rating
Scale for Depression.33

The performance of a number of the self-rating instru-
ments in detecting depression in a primary care setting has
recently been assessed28 (Table 2). The Brief Carroll De-
pression Scale proved to be the most robust instrument in
this study; at a cutoff score of 6, there was a positive like-
lihood ratio of 5.2 of detecting a case of depression. The
short version of the Beck Depression Inventory and the
Zung SDS had a positive likelihood ratio of 3.6 and the ra-
tios for the long Beck Depression Inventory and the CES-D
were 2.0 and 2.9, respectively.

Treatment Options
The undertreatment of depression is all the more surpris-

ing considering the wide choice of effective treatments

available to the physician. A full review of the efficacy of
the various antidepressant drug classes and psychosocial
treatments is beyond the scope of this article. However, a
summary of the treatment options will be presented.

Pharmacologic therapy. Antidepressant drug classes
include agents that have a selective action on the central
serotonergic system, those which are selective for the nor-
adrenergic system, and those with a mixed action on both
systems.

The selective serotonin reuptake inhibitors (SSRIs)
have become the first-line agent of choice for many pri-
mary care physicians due to their proven efficacy and be-
nign tolerability profile. They are also safe in overdose
(with the possible exception of citalopram) and thus pro-
vide the primary care physician with a safe prescribing
option for patients with major depression and suicidal
tendencies. The SSRIs include agents such as paroxetine,
fluoxetine, sertraline, fluvoxamine, and citalopram. Anti-
depressants that antagonize 5-HT2 receptors and, in addi-
tion, inhibit serotonin reuptake have been developed; nefazo-
done and trazodone are 2 examples of this class of drug.

Agents that interact with both the serotonergic and the
noradrenergic system include antidepressants such as ven-
lafaxine and mirtazapine. Alternative pharmacotherapeu-
tic options include antidepressants that inhibit norepineph-
rine reuptake (e.g., reboxetine), inhibitors of dopamine
and norepinephrine reuptake (e.g., bupropion), monoam-
ine oxidase inhibitors (e.g., phenelzine and moclobemide),
and the tricyclic antidepressants (e.g., clomipramine and
amitriptyline). If a patient fails to respond to one type of
antidepressant, the physician has a wide choice of other
agents with which they can be treated.

Psychosocial treatments. Nonpharmacologic treat-
ments include psychosocial treatments such as interper-
sonal therapy, problem solving, and CBT. Of these 3 ap-
proaches, interpersonal therapy and CBT require detailed
training and are administered by mental health profession-
als, while problem solving may be administered by prac-
tice nurses or by primary care physicians. Electroconvul-

Table 2. Performance of Different Depression Scales in
Primary Carea

Positive
Likelihood

Scale Cut-Off Ratio Sensitivity Specificity

Brief Carroll
Depression Scale   6 5.2 0.83   0.84

Short Beck Depression
Inventory   8 3.6 0.72   0.80

Long Beck Depression
Inventory 10 2.0 0.90   0.56

CES-Db 16 2.9 0.79   0.73
Zung Self-Rating

Depression Scale 50 3.6 0.87   0.76
aData from reference 28.
bAbbreviation: CES-D = Center for Epidemiological Studies/Depressed
Mood Scale.
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sive therapy is usually reserved for more severe cases of
depression. Alternative approaches such as light therapy
have also been investigated. Trained personnel are re-
quired to administer these treatment options to depressed
patients (with the exception of the problem solving tech-
nique); this may limit their utility in some primary care
centers with limited resources (see article by Goldberg,34

this supplement, for a further discussion of this topic).

CONCLUSION

Major depression is highly prevalent in society, is as-
sociated with significant impairments in quality of life,
and frequently occurs in the presence of other psychiatric
and nonpsychiatric medical conditions. Many studies have
shown that major depression is underdiagnosed and under-
treated in all sectors of health care despite the availability
of screening tools and therapies that are able to treat symp-
toms effectively.

Drug names: amitriptyline (Elavil and others), bupropion (Wellbutrin),
citalopram (Celexa), clomipramine (Anafranil), fluoxetine (Prozac), flu-
voxamine (Luvox), imipramine (Tofranil and others), mirtazapine
(Remeron), nefazodone (Serzone), paroxetine (Paxil), phenelzine (Nar-
dil), sertraline (Zoloft), trazodone (Desyrel and others), venlafaxine
(Effexor).

REFERENCES

  1. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month preva-
lence of DSM-III-R psychiatric disorders in the United States: results of the
National Comorbidity Survey. Arch Gen Psychiatry 1994;51:8–19

  2. Robins LN, Locke BZ, Regier DA. An overview of psychiatric disorders in
America. In: Robins LN, Regier DA, eds. Psychiatric Disorders in Ameri-
ca: The Epidemiologic Catchment Area Study. New York, NY: Free Press;
1991:328–366

  3. Keller MB, Klerman GL, Lavori PW, et al. Treatment received by de-
pressed patients. JAMA 1982;248:1848–1855

  4. Kessler RC, Zhao S, Blazer DG, et al. Prevalence, correlates, and course of
minor depression and major depression in the National Comorbidity Sur-
vey. J Affect Disord 1997;45:19–30

  5. Keller MB, Harrison W, Fawcett JA, et al. Treatment for chronic depres-
sion with sertraline and imipramine: preliminary blinded response rate and
high rates of undertreatment in the community. Psychopharmacol Bull
1995;31:205–212

  6. Kocsis JH, Frances AJ, Voss C, et al. Imipramine treatment for chronic de-
pression. Arch Gen Psychiatry 1988;45:253–257

  7. Kocsis JH, Friedman RA, Markowitz JC, et al. Maintenance therapy for
chronic depression: a controlled trial of desipramine. Arch Gen Psychiatry
1996;53:769–774

  8. Shelton RC, Davidson J, Yonkers K, et al. The undertreatment of dysthy-
mia. J Clin Psychiatry 1997;58:59–65

  9. Katon W, von Korff M, Lin E, et al. Adequacy and duration of antidepres-
sant treatment in primary care. Med Care 1992;30:67–76

10. Simon GE, von Korff M. Recognition, management, and outcomes of de-
pression in primary care. Arch Fam Med 1995;4:99–105

11. Wells KB, Katon W, Rogers B, et al. Use of minor tranquilizers and antide-
pressant medications by depressed outpatients: results from the Medical
Outcomes Study. Am J Psychiatry 1994;151:694–700

12. Goethe JW, Szarek BL, Cook WL. A comparison of adequately vs inad-
equately treated depressed inpatients. J Nerv Ment Dis 1988;24:75-80

13. Keller MB, Lavori PW, Lewis CE, et al. Predictors of relapse in major de-
pressive disorder. JAMA 1983;250:3299–3304

14. Keller MB, Klerman GL, Lavori PW, et al. Long-term outcome of episodes
of major depression: clinical and public health significance. JAMA 1984;
252:788–792

15. Keller MB, Lavori PW, Rice J, et al. The persistent risk of chronicity in re-
current episodes of nonbipolar major depressive disorder: a prospective
follow-up. Am J Psychiatry 1986;143:24–28

16. Hirschfeld RM, Keller MB, Panico S, et al. The National Depressive and
Manic-Depressive Association Consensus Statement on the Undertreat-
ment of Depression. JAMA 1997;277:333–340

17. Stimmel GL. How to counsel patients about depression and its treatment.
Pharmacotherapy 1995;15(6, pt 2):100S–104S

18. Greenberg PE, Stiglin LE, Finkelstein SN, et al. The economic burden of
depression in 1990. J Clin Psychiatry 1993;54:405–419

19. Greenberg PE, Stiglin LE, Finkelstein SN, et al. Depression: a neglected
major illness. J Clin Psychiatry 1993;54:419–424

20. Rupp A. The economic consequences of not treating depression. Br J Psy-
chiatry 1995;166(suppl 27):29–33

21. von Korff M, Katon W, Bush T, et al. Treatment costs, cost offset, and cost
effectiveness of collaborative management of depression. Psychosom Med
1998;60:143–149

22. Spitzer RL, Kroenke K, Linzer M, et al. Health-related quality of life in pri-
mary care patients with mental disorders: results from the PRIME-MD
1000 Study. JAMA 1995;274:1511–1517

23. Üstün TB, Sartorius N, eds. Mental Illness in General Health Care: An In-
ternational Study. London, England: John Wiley & Sons; 1995

24. Sartorius N, Üstün TB, Lecrubier Y, et al. Depression comorbid with anxi-
ety: results from the WHO study on psychological disorders in primary
health care. Br J Psychiatry Suppl 1996;168(suppl 30):38–43

25. Wells KB, Golding JM, Burnam MA. Psychiatric disorder in a sample of
the general population with and without chronic medical conditions. Am J
Psychiatry 1988;145:976–981

26. Katon W, Sullivan MD. Depression and chronic medical illness. J Clin Psy-
chiatry 1990;51(6, suppl):3–11

27. Beck AT, Steer RA, Garbin MG. Psychometric properties of the Beck De-
pression Inventory: twenty-five years of evaluation. Clin Psychol Rev
1988;8:77–100

28. Carroll BJ. Carroll Depression Scales Manual. North Tonawanda, NY:
MultiHealth Systems; 1998

29. Zung WWK. A self-rating depression scale. Arch Gen Psychiatry 1965;12:
63–70

30. McCallum J, Mackimmon A, Simons L, et al. Measurement properties of
the Center for Epidemiological Studies of Depression Scale: an Australian
community study of aged persons. J Gerontol B Psychol Sci 1995;50:
S182–S189

31. Spitzer RL, Williams JBW, Kroenke K, et al. Utility of a new procedure for
diagnosing mental disorders in primary care: the PRIME-MD 1000 study.
JAMA 1994;272:1749–1755

32. Sheehan DV, et al; Lecrubier Y, et al. Mini-International Neuropsychiatric
Interview, version 5.0.0. J Clin Psychiatry 1998;59(suppl 20):34–57

33. Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry
1960;23:56–62

34. Goldberg D. The management of anxious depression in primary care.
J Clin Psychiatry 1999;60(suppl 7):39–42


	Table of Contents
	Discussion

