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Factors Associated With Greater Severity
of Depression in Chilean Primary Care Patients
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ABSTRACT

Objective: To determine clinical and psychosocial
variables associated with increased depression
severity in patients who consult public primary
health care clinics (PHCs) in Chile.

Methods: The study included 394 patients diagnosed
with major depressive disorder (MDD) according to
ICD-10 criteria who were evaluated between February
and September 2014 using a sociodemographic
interview, the Mini-International Neuropsychiatric
Interview (MINI), a screening for childhood trauma,

a scale for partner violence, the Life Events Survey
(LES), and the Hamilton Rating Scale for Depression
(HRSD).

Results: Positive correlations were determined
between greater severity of depression and

more frequency of depressive episodes (r=0.2,
P<.01), psychiatric comorbidities (r=0.36, P<.01),
number of childhood traumatic events (r=0.19,
P<.01), intimate partner violence events (r=0.155,
P<.01), and stressful life events (r=0.13, P<.05).
Inverse correlation was determined with the age
at first episode (r=-0.16, P<.01). The psychiatric
comorbidities explained most of the variability of
depressive symptoms (11.7%); addition of child
abuse to the comorbidities increased the correlation
to 12.7%.

Conclusions: The different covariates considered

in this sample showed that psychiatric comorbidity
played the principal role in explaining the severity of
depression.
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In Chile, as in the world, major depressive disorder is a significant
public health problem."? It is estimated that among the adult Chilean
population, the lifetime prevalence of a major depressive episode is 9%,’
and the prevalence of depressive symptoms in the last year reached 17.2%
in 2011.*

In 2001, the Chilean Health System implemented a national program
to treat depression.” According to national clinical guidelines,® 90% of
depression cases are treated in primary health care clinics (PHCs). At
the primary care level, the lifetime prevalence reaches 23.6%, and the
12-month prevalence is 10.2%.” Patients with treatment-refractory
depressions with suicide attempt and those with suspected bipolar disorder
are referred to the general hospital for evaluation by a psychiatrist.®
According to national clinical guidelines,® psychiatrists must carry out
weekly consultations with the PHC.

The available evidence regarding the clinical characteristics of patients
treated for depression in Chilean PHCs is still limited.” Alvarado et
al® showed that in most cases patients were middle-aged women with
recurrent depressive disorders, a history of intimate partner violence,
and reduced social support network. Also, the authors® reported the
existence of a subdiagnosis of depression severity by the physicians
during the initial evaluation in a Chilean PHC.’ This result is relevant
considering the national clinical guidelines® impart a standardized
treatment according to the initial severity of this disease. Moreover,
there is evidence in depressive samples from developed countries linking
greater depressive severity at baseline with a worse prognosis during the
first year of treatment.'

The current Chilean clinical guideline® typifies severity of depression
based on number of depressive symptoms according to the tenth version
of the International Classification of Diseases (ICD-10)."! However, there
are clinical and psychosocial factors, such as psychiatric comorbidities,
biomedical conditions, and adverse biographical events,'?"!* that are
associated with a worse evolution in depression patients. These factors
can be recognized in the initial evaluations by primary care physicians.'

Most of the evidence regarding the impact of psychiatric comorbidity,
biomedical conditions, and biographical trauma events on depression
comes from studies'>!* conducted in developed countries. For example,
this evidence shows that biographical trauma and psychiatric comorbidities
are not adequately assessed among subjects with depression.!>!¢ The
lack of recognition of psychiatric comorbidities is associated with a
worsening of depressive symptoms.'>!” Additionally, childhood abuse
history is linked to unresponsiveness to pharmacologic treatments for
depression.'®-2" Moreover, there is a lack of evidence regarding which of
these clinical or psychosocial factors are associated with initial greater
severity of depression shown in PHCs. A better understanding of these
issues may contribute to greater recognition of the subgroup of depressive
patients that need a more specific treatment approach in PHCs.
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B Psychiatric comorbidities and adverse events are often
underdiagnosed and inadequately treated in primary care.

B Psychiatric comorbidity and biographical history of
trauma are important factors influencing depressive
symptom severity.

B Psychiatric comorbidities should be prioritized in patients

with depression and adverse biographical trauma
presenting to primary care.

The objective of this study is to determine which clinical
and psychosocial variables are associated with greater
depressive symptomatic severity in a sample of patients
consulting for depression in primary care in Chile.

METHODS

Study Design

This descriptive correlational study was conducted in
the Maule Region in Chile. The protocol was approved by
the ethical committees of Universidad de Talca and Maule
Regional Health Service. All subjects provided verbal and
written informed consent prior to participation.

Participants and Procedures

The sample (440 patients) was generated from 2,978
patients older than age 15 years admitted to primary care
treatment for depression at 8 PHCs in the Maule Region
in Chile between February and September 2014. Patients
with psychiatric or physical disorders that prevented them
from being interviewed or that undermined their ability
to provide accurate information (brain damage, sensory
impairment, severe suicide risk, and psychosis) and those
who declined participation in the study were excluded.
On the basis of ICD-10 criteria,!! depressive episode
diagnosis was confirmed by 8 experienced psychiatrists and
psychologists using the Mini-International Neuropsychiatric
Interview (MINTI).?! Forty-six patients did not meet criteria
for depressive episode according to the ICD-10. So, the final
sample was reduced to 394 patients.

Instruments
Participants were interviewed by the specialized team
using the following instruments:

1. Clinical interview. The interview collected
sociodemographic background (age, sex, marital
status, education, and employment status), clinical
information about depressive illness (age at onset
and duration of illness), and presence of biomedical
chronic diseases (diabetes, hypertension, other
cardiovascular disease, thyroid dysfunction, arthritis
or osteoarthritis, and other diseases).

2. Screening Scale for Childhood Trauma. This scale
was developed by Marshall et al?? and adapted and
validated in Chile by Cuneo et al.?* It is administered

by the clinician and evaluates whether thepatient
remembers having suffered 1 of the following events
before the age of 15 years: traumatic separation
from father, mother, or caregiver for more than a
month; alcohol or drug abuse by a family member;
physical abuse; physical injury associated with

the physical abuse; domestic violence between
parents or caregivers; and sexual abuse by relative
or nonrelative. This particular instrument has been
used in Chile in previous work.?*2>

3. Survey of Life Experiences. Designed by Sarason et
al?® and translated into Spanish,?” the LES consists
of 47 items that investigate vital changes in the
previous 6 months with both positive and negative
connotations. For the purposes of this study, only the
negative life events were considered.

4. Intimate partner violence questionnaire. This
questionnaire?® consists of 12 questions based on the
World Health Organization definition for physical,
psychological, and sexual violence, with frequencies
of never, once or twice, and 3 or more times. This
questionnaire has been used in previous studies in
Chile.?®

5. MINL* This brief and highly structured interview
investigates major psychiatric disorders listed in the
ICD-10 and DSM-IV.

6. 17-item Hamilton Rating Scale for Depression.*’
The HRSD was used to determine the severity of
depression.

The statistical data analysis was conducted using the 14th
version of the Statistical Package for the Social Sciences
(SPSS) program (IBM, Armonk, New York). To analyze
the clinical and psychosocial characteristics of the sample,
a univariate descriptive statistical analysis was performed.
To determine the relationship between greater severities of
depression and continuous variables, a Pearson bivariate
correlation was completed. Finally, in order to quantify the
relevance of the variables over the severity of depression,
a multiple linear regression model (stepwise method) was
performed. The significance level was .05.

RESULTS

Sociodemographic and Clinical Characteristics

The sample group comprised 87.3% women (n=344), and
the mean age was 47.5 (SD=15.1) (Table 1). Less than half of
the sample was in a relationship. A quarter of the sample had
not completed high school, and only 13.2% had paid jobs.

The mean age of the first major depressive episode
was 30.7 years (SD=17.2); 72.2% of patients experienced
recurrent depression with approximately 4 episodes
(mean=3.6, SD=4.2).

Comorbidities
With regard to biomedical chronic diseases, 55% of
patients had at least 1 medical condition (21.4% had only
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Table 1. Demographic, Clinical, and Psychosocial
Characteristics of Study Participants (N=394)

Table 2. Correlation Factors With Hamilton Rating Scale for
Depression Score

Demographic Characteristics

Age, mean (SD), y 47.5(15.1)
Sex, n (%)
Women 344 (87.3)
Education, n (%)
None 5(1.5)
Elementary not completed 98 (24.8
Elementary completed 53(13.4

(

(

(

Middle school not completed (

Middle school completed (
High school not completed 30(7.8)

(

(

(

(

High school completed 44(11.1)
Lives with partner 179 (45.4)
Lives alone 48 (12.0)
Employed 52(13.2)
Depression history

Age at first episode, mean (SD), y 30.7(17.2)

No. of depressive episodes, mean (SD) 3.6(4.2)

Duration of longest episode, mean (SD), y 3.6(7.2)

Depressive symptoms at baseline, n (%) 20 (4.6)
Comorbidities, n (%)

Biomedical

0 177 (45.0)
1 84 (21.4)
2 74 (18.9)
>3 59 (150)
Psychiatric
0 43(10.9)
1 81(20.6)
2 80(20.3)
3 77 (19.5)
>4 113 (28.6)
Biographical events, n (%)
Stressful life event 6 mo prior
0 30(7.6)
1 83(21.1)
2 87 (22.1)
3 64 (16.2)
>4 130(32.9)

Intimate partner violence events (entire life)

0 165 (41.9)
1 25(6.4)

2 18 (4.7)

>3 186 (47.2)

Childhood trauma

0 71(18.0)
1 67 (17.0)
2 66 (16.7)
3 67 (17.0)
>4 123 (31.2)

1, 18.9% had 2, and 15% had =3). Regarding psychiatric
comorbidities, 89.1% of the sample had a psychiatric
comorbid disorder (20.6% had only 1, 20.3% had 2, and
19.5% had 3). The most prevalent were panic disorder
(29%), generalized anxiety disorder (25%), agoraphobia
(23%), social anxiety disorder (16%), and posttraumatic
stress disorder (14%).

Adverse Biographical Events

In the sample, 82% of the patients were found to have
experienced at least 1 traumatic childhood event. One event
was experienced by 17.0% of the sample, 16.7% reported
2 events, 17.0 reported 3 events, and 31.2% reported >4
events. The most common traumatic events were witnessing
domestic violence at home (49.5%) and alcohol or drug abuse

Factor r P

Age at time of consultation 0.09 NS
Age at first depressive episode -0.16 <.01
No. of previous episodes 0.20 <.01
Duration of the longest depressive episode 0.05 NS
No. of biomedical diseases -0.01 NS
No. of childhood traumatic events 0.19 <.01
No. of intimate partner violence events 0.15 <.01
No. of psychiatric comorbidities 0.36 <.01
No. of stressful life events 6 mo prior 0.13 <.05

Abbreviation: NS =not significant.

Table 3. Model Predictors of More Severe Depression

Model R R? R? Correct Tip Error Estimation
A 0.35%% 0.12 0.12 5.75
B 0.36" 0.13 0.13 5.72

@Predictor variable: more psychiatric comorbidity.

bPredictor variable: more psychiatric comorbidity and childhood trauma
events.

*P<.01.

by a family member (48.0%). Sexual abuse by a nonrelative
had a lower incidence (19.1%).

Regarding negative life experiences indicated in the LES,
21.1% of the sample reported having experienced 1 stressful
life event during the 6 months prior to the assessment, 22.1%
reported 2 events, 16.2% experienced 3 events, and 34.6%
indicated more than 3 events.

Finally, 58.1% of the sample reported having experienced
some form of intimate partner violence during their lifetime
(psychological: 58.1%, physical: 38.1%, and sexual: 19.8%);
6.4% experienced 1 event, 4.7% reported 2 events, and 47.2%
reported 3 or more events.

Severity of Depressive Symptoms
The mean intensity of depressive symptoms as rated by
the HRSD was 20.67 points (SD=6.14).

Correlations Between Continuous Variables
and Severity of Depression

The data analysis revealed positive correlations
between greater severity of depression and number of
depressive episodes (r=0.2, P<.01), number of psychiatric
comorbidities (r=0.36, P<.01), number of childhood
traumatic events (r=0.19, P<.01), number of intimate
partner violence events (r=0.15, P<.01), and stressful
life events (r=0.13, P<.05). Furthermore, an inverse
correlation between greater severity of depression and age
at first depressive episode (r=—0.16, P<.01) was determined
(Table 2).

In the linear regression model considering the continuous
significant variables, only psychiatric comorbidities explain
most of the variability of depressive symptoms (11.7%). If
the variable childhood trauma is included, 12.7% of total
variability of depressive symptoms is explained (Table 3).
It is important to note that in this population psychiatric
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comorbidities were also positively correlated with childhood
traumatic events (r=0.23, P<.01).

DISCUSSION

This study carried out in PHCs in Chile shows a high
frequency of different psychiatric comorbidities, mainly
anxiety disorders, among depressive patients. This result
is consistent with the literature.!>!73° Nevertheless, an
important distinction from reports'>%1° of other countries
is the higher prevalence of agoraphobia in this sample.
This result may be explained by the high frequency of this
disorder among the Chilean population.?

Also, in this study a high prevalence of adverse biographic
events was found. The most important of these records is
the childhood trauma history, particularly sexual abuse.
This result supports data from previous studies conducted in
Chile’!; however, the prevalence is higher than that reported
in other clinical samples.>? This finding is relevant when
considering the evidence that childhood trauma is associated
with early age at onset of depression, presence of psychiatric
comorbidity,*** chronicity of depression,®* stressful life
events as an adult,® and intimate partner violence.*

Teicher and Samson®” support the idea that the complex
clinical picture presented by patients with depression
maltreated as children represents the expression of a distinct
ecophenotype, a clinical subtype of depression that needs
to be recognized and boarded in clinical practice through a
specific approach. In this sense, this study provides evidence
that can guide the approach to this subtype of depression in
PHCs.

Two statistical analyses were derived from our data.
The first analysis shows that the factors associated with
an increased severity of depressive symptoms at baseline
are psychiatric comorbidity, recurrence, early age at onset
of depression, and the presence of adverse events, mainly
childhood trauma. This conclusion is indeed correct when
each of these variables is independently regressed on the
severity of the depression. However, if we take the variables
together in the linear regression, the second analysis shows
that psychiatric comorbidity is the most relevant covariate
for explaining greater severity of depression.

This result is consistent with findings reported by other
studies. In the Netherlands Mental Health Survey and
Incidence study,®® it was found that child abuse and anxiety
comorbidities, among others, clearly constitute potential
factors associated with suicide (considered as an indicator
of severity of depression). However, in the multivariate
analysis, the association of child abuse was lost.*® Another
recent study®® conducted in a Japanese depressive population
determined that child abuse and personality traits were
associated with the severity of depression. However, the
study®® showed that personality traits had the most direct
association to increased symptom severity.

Considering previous research,** the Chilean experience
as reflected in our data is consistent with and might be
explained by the early trauma hypothesis. According to

investigations during the Tast 20 years,?”*" theré i3 enotigh
evidence from clinical and preclinical studies***! that shows
a preeminent role of childhood trauma in vulnerability to
developing major psychiatric disorders such as depression.
This vulnerability is an expression of increased stress
responsiveness, a consequence of neurobiological alterations
in circuitry involved in the regulation of stress and emotion.*!
These alterations predispose to the development of complex
clinical pictures characterized mainly by the presence of
anxious-depressive comorbidities.?” Taking into account the
results of our study, these comorbidities should be prioritized
in the approach to the clinical complexity exhibited by
patients with depression and early trauma who present to
PHCs. At this point, according to a recent study,*? there
seems to be a link between specific anxious comorbidities
and adverse childhood events that could guide the treatment
of patients with depression in PHCs.

In this study, unexpectedly, biomedical comorbidity was
not associated with higher depressive severity at the time
of consultation. These results warrant further investigation
since the prevalence of medical conditions in depressive
patients is 2 to 3 times higher than that reported in patients
without depression,*® and medical comorbidity has also been
associated with increased chronicity of depression and lower
response to treatment.!>4

The main strengths of this study are the sample size of
depressive patients seeking help at PHCs in a Latin country
and the quality of data. During the investigation, mental
health experts were able to access highly confidential patient
records and ensure that their assessments were conducted
using standardized instruments.

A limitation of this research is the inherent disadvantage
of retrospectively inquiring about past biographical adverse
events. Regarding the psychiatric comorbidities, the MINI
does not explore other important mental disorders often
present in depressive patients such as borderline personality
disorder and somatization disorder.?>4>

It is important to note that the effects of comorbidities
and adverse biographical events on the intensity of depressive
symptoms, although they are significant, do not have
an important effect size. This finding implies that other
genetic, clinical, and environmental factors may influence
the intensity of depressive symptoms.

This study provides evidence in the Chilean population
regarding the clinical complexity presented by patients
seeking help for depression in PHCs. Within this complexity,
the presence of psychiatric comorbidity associated with the
biographical history of trauma becomes important for its
influence on the depressive symptom severity at baseline.

Although current clinical guidelines for treatment of
depression in Chile deliver recommendations based on
the ICD-10, psychiatric comorbidities and adverse events
are often underdiagnosed and inadequately treated in
PHCs.!># In this sense, the evidence found in this study
merits incorporating new strategies aimed at the recognition
of psychiatric comorbidity and its relation to biographical
adverse events in depressive patients presenting to PHCs.
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