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Diagnosing depression: Symptoms and vocabulary
used by a sample of general practitioners.

Diagnosticando depresion: sintomas y vocabulario usado por una muestra de médicos generales.
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RESUMEN

Objetivos: Identificar la sintomatologia considerada como Util para diagnosticar depresion por médicos generales
(MGs), el vocabulario local utilizado y comparar los sintomas listados con criterios diagndsticos estandarizados.
Material y Métodos: Setentay tres MGs participaron en una encuesta en Lima-Per(. Sesentay cinco MGs respondieron
auna pregunta abierta sobre listar sintomas Utiles para realizar el diagnostico de depresién. Los sintomas se clasificaron
de acuerdo a los criterios requeridos para un diagnéstico de episodio depresivo mayor (criterio A, Unicamente) del
DSM-IV-TR (DSM) y para el episodio depresivo leve (F32.0) de la Clasificacion Internacional de enfermedades-
10m revision (CIE). Resultados: Diverso vocabulario médico y coloquial fue utilizado para describir sintomas
depresivos. Criterios suficientes para realizar un diagnostico de depresion de acuerdo al CIE y el DSM fueron
listados, respectivamente, por 32,3% y 16,9% de MGs. Conclusiones: Estos hallazgos pueden ayudar al desarrollo
de intervenciones para mejorar el entrenamiento de los MGs y la calidad de atencién en relacion a la deteccion de
depresién y evaluacion de riesgo suicida. Sin embargo, casi un tercio de MGs fueron capaces de recordar suficientes
sintomas depresivos para cumplir criterios para un diagnéstico segun la CIE, referencia usada extensamente en
servicios no-psiquiatricos. (Rev Neuropsiquiatr 2010;73:77-83).
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SUMMARY

Obijective: To identify the symptomatology deemed by General Practitioners (GPs) as useful to diagnose depression,
the local vocabulary used to describe it, and to compare the reported symptoms with standardized criteria. Material
and Methods: Seventy-three GPs participated in a survey in Lima, Peru. Sixty-five GPs responded to an open-
ended question to list symptoms useful to diagnose depression. Symptoms were classified according to criteria
required for a Major Depressive Episode (Criterion-A only) of the DSM-IV-TR (DSM) and for a Mild Depressive
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Episode (F32.0) of the International Classification of Diseases-10" Revision (ICD). Results: Diverse medical and
colloquial wording were used to describe depressive symptomatology. Sufficient criteria to make a diagnosis of
depression according to the ICD and the DSM were listed, respectively, by 32.3% and 16.9% of GPs. Conclusions:
These findings could aid in the development of training and quality improvement interventions to facilitate the
detection of depression and suicide risk assessment. Still, almost one-third of GPs were able to directly recall
sufficient depressive symptoms to meet criteria for an ICD diagnosis, a classification widely used in non-psychiatric

settings. (Rev Neuropsiquiatr 2010;73:77-83).
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INTRODUCTION

Depression was estimated to be the fourth leading
cause of disease burden for year 2000; accounting for
almost 12% of all total years lived in disability worldwide
(1). During the past several decades, studies in
developed and developing countries have shown that
patients with depression are most commonly seen in
primary care setting by no-mental health specialists and
usually are not properly diagnosed (2-4). Barriers for
effective diagnosis are diverse and encompass a number
of factors related to the patients themselves and the
clinicians evaluating them (5). For example, the
presence of somatic, atypical features and medical co-
morbidities that could mask the diagnosis (6,7), the
physicians attitude related to the treatment of mentally-
ill patients, need for adequate training (8-11), and time
constraints during medical visits, among others.
Additionally, there is a growing interest in the translation
of diagnostic criteria in a manner that is relevant to the
patients and clinicians’ cultural context (12).

The aims of this study was to learn about
symptomatology deemed by general practitioners (GPs)
in Lima, Peru as useful to diagnose depression and the
most common vocabulary used to describe the
symptoms. Additionally, we aimed at comparing the
listed depressive symptoms with standardized
diagnostic criteria of the DSM-IV-TR (13) and the
International Classification of Diseases-10"" revision
(ICD-10) (14).

MATERIAL AND METHODS

Our team reviewed and reanalyzed a data base
generated in a previous study that was conducted after
approval from the Universidad Peruana Cayetano
Heredia (UPCH) (15). The methodology and data
collection were described in more detail in two reports
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published elsewhere (16,17). In brief, a survey was
administered to Attending and Resident physicians
participating in three Internal Medicine programs
affiliated to the UPCH, located in the Hospital Arzobispo
Loayza, Hospital Nacional Cayetano Heredia and
Hospital General Maria Auxiliadora in Lima city and
who provided outpatient general medical care between
April and May of 1998.

Items about demographics, care of mentally-ill
patients in general medical settings, and depression and
its treatment were included. Frequency of responses
to an item asking to “list the symptoms considered as
useful for a diagnosis of depression” were previously
only partially reported (17) and specific details of these
answers are subject of this report. The particular
vocabulary used by GPs to describe each symptom
was tabulated and their frequency was rated.

The symptoms listed by the GPs were compared
with the DSM-IV-TR’s Criterion-A for Major
Depressive Episode (13) and with the ICD-10’s Mild
Depressive Episode (F32.0) (14), the later was used as
reference because it requires the minimum number of
symptoms to establish a diagnosis of depression. Table
1 shows comparatively the diagnostic criteria of the
DSM-1V-TR and ICD-10 used as reference. Of note,
ICD separates “decreased self-esteem” from “ideas of
unworthiness”, although both are feelings of self-
depreciation or loss of self-regard. Specific wording
to denote any “feelings of worthlessness” and “low
self-esteem” were separated accordingly to tabulate
ICD criteria but joint together for DSM criteria.

RESULTS
Out of the 73 physicians who agreed to participate,

65 (89%) responded to the item on symptoms useful to
diagnose depression of interest for this report. This
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Table 1. Diagnostic criteria for the diagnosis of depression in DSM-IV-TR and ICD-10.

Symptomatology™

Episode, Criterion-A

DSM-IV-TR

(Major Depressive ICD-10

(Mild Depressive
Episode, F32.0)***

only)**

Depressed mood X X
Anhedonia (loss of interest/pleasure/enjoyment) X X
Weight loss/gain or Decreased/increased appetite X

Diminished appetite X
Sleep disturbances X X
Psychomotor agitation or retardation X

Fatigue or loss of energy X X
Feelings of worthlessness or excessive guilt X X
Diminished concentration, indecisiveness X X
Reduced self-esteem/self-confidence X
Suicidal thoughts or acts of self-harm or suicide X X
Bleak and pessimistic views of the future X

* Symptoms are to be present for at least 2 weeks.

**For DSM-IV-TR: Five or more of the symptoms are required for a Major Depressive Episode (Criterion-A
only); at least one of them is either depressed mood or loss of interest or pleasure (anhedonia).

*** For ICD-10: At least two of these three: Depressed mood, loss of interest and enjoyment, and increased
fatigability, plus at least two of the other symptoms should usually be present for a definite diagnosis of Mild

Depressive Episode.

group was composed of 38 Attending (58.5%) and 25
Resident physicians (41.5%), the majority were male
(76.9%). The mean age was 36.32 (Standard deviation
(SD)=7.8) and the mean years of graduation from
medical school was 9.28 years (SD=7.7).

Diverse medical and colloquial wording were used
to describe depressive symptoms. Table 2 shows the
breakdown of symptoms listed as useful to diagnose
depression and the specific vocabulary used to describe
them in Spanish and English. Among the most frequently
listed symptoms were sleep disturbances, depressed
mood, appetite or weight disturbances, anhedonia, and
somatic symptoms. All subjects who listed weight
changes (included as DSM criteria) also listed appetite
changes. Suicidal ideation was mentioned only by one-
fifth of GPs.

Table 3 shows the rate of listed symptoms that
matched the DSM-1V-TR (Criterion-A only) and ICD-
10 (F32.0) criteria. Sufficient criteria to potentially
establish a definite diagnosis of Mild Depressive Episode
by the ICD-10 definition were listed by 32.3% of the
GPs; whereas, 16.9% of GPs listed sufficient symptoms
for the Criterion A of the Major Depressive Episode
according to the DSM-1V-TR. GPs who listed
sufficient ICD criteria for depression did not differ from
those who listed insufficient criteria in terms of mean
age (38.09 vs. 35.96 years, t(63)=-0.0723, p=0.483),
gender (chi?=0.009, df=1, p>0.999), and mean years
from graduation (9.91 vs. 9.15 years, t(63)=-0.297,
p=0.767). Similarly, those who listed sufficient DSM
criteria, did not differ from others in terms of mean
age (37.48 vs. 35.77 years, t(63)=-0.821, p=0.415),
gender (chi?=0.179, df=1, p>0.999), and mean years
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Table 2. List of symptoms “useful for the diagnosis of depression’ recorded by general practitioners (GPs), Spanish wording and

English translations (n = 65 GPs).

Criteria N (%) Description of the symptom (Spanish) English translation
Alteracion del suefio o del patrén / ritmo del suefio, Sleep disturbance or changes in sleep pattern,
Sleep disorder 49 (75.4) insomnio y/o hipersomnia, st)[nnolen0|a, insomnio del irsomniaand/or hypersomnia, somnolence, early
amanecer, polo matutino, suefio no reparador, insomniocon  morning awakening, non restful sleep, sleep with
pesadillas. nightmares
Animo deprimido, dnimo decaido, trastorno del animo, Dﬁgess_is?o‘tzsélr_zooéﬂorﬁy rb;r; z‘;idgiﬁs&,,
tristeza, infelicidad, abatimiento, desaliento, melancolia, :lnelaﬁgr;olia’eas”;/g in a’nd leex Iagilned o !
Depressed mood 43(66.2) Ilanto fécil/inexplicado/espontaneo. S » eastly crying, P
O -~ ; . pontaneous crying.
Labilidad/inestabilidad emocional, cambios de humor, X - .
— Emotional lability/instability, mood changes,
irritabilidad. S
irritability.

. . Hiporexia, falta de apetito, cambios o trastornos del apetito . . .
A_ppetlte andor weight 34(52.3) 0 de habitos alimentarios, anorexia, pérdida o cambios de Lac_:k of ap_pet|te, cha_nge or disturbance of appetite or
disturbance peso eating habits, anorexia, weight loss/changes.

Anhedonia; pérdida o falta de interés; desinterés por el . . .
] entorno, por la vida, o por las labores habituales; falta de Anhedonia, loss or lack of interest, I?df ofinerest
Anhedonia 31(47.7) satisfaccion: falta de deseo. qanas Vo placer: anatia about surroundings, life or usual duties; lack of
1on; 9 yop > apatia, pleasure; lack of “desire”; apathy; unwillingness.
desgano.
Dolor; dolores inespecificos, inexplicables o de dificil Pain; unspecific, inexplicable or difficult to localize
localizacion; polisintomatologia inespecifica, cefalea, pain; unspecific poli-symptomatology, headache,
Any somatic complaint 28 (43.1) mialgias, lumbalgia, sintomas gastrointestinales / digestives, ~ myalgias, lumbar pain, gastro-intestinal/digestive
malestares inespecificos, somatizacion, alteraciones symptoms, unspecific comp laints, somatization,
psicosomaticas. psychosomatic disturbances.
dCans_an_cm, fag_ga, astenia, dibl'"dgg' desa!lens(_), inucion d Fatigue, weakness, weariness, diminished “vital
Lack of energy 25(38.5) ecaimiento, disminucion o falta ce energia, disminucion de energy”, lack of strength for usual duties, feeling like
' la energia vital, falta de vigor para labores habituales, sentir . 4 o '
; L ‘just getting up to fulfill duties
que se levanta solo por cumplir sus obligaciones.
Suicidal ideas 14 (215) _Ideas/pensamie_ntt_)s/te_ryencias suicidas o ideas de muerte, _Suicidal ideas/tmygh_ts/tendencies, ideas of death,
ideas de autoeliminacion. ideas of self-termination.
Dificultad para realizar labores habituales, alteracion en las Difficulty to perform usual tasks, changes in daily
actividades diarias, bajo rendimiento, desajuste familiar o life activities, poor performance, disruption of family
Functional impairment 15 (231) laboral, aislamiento social, falta de comunicacion con or work duties, social isolation, lack of
familiares, descuido de la apariencia personal, cambio en communication with family, neglect of personal
relaciones interpersonales appearance, changed interpersonal relations.
Lack of trati 12 (200 (Iilff_lcﬂtzd/falt:ilperdld:?(/jmgzpac!('icadlde cdc_)ncem_rac_lorr]:, Diminished/lack/loss of concentration, difficulties
C concentration (200) O:Vlich:Ba con la capaciaad de calculo y discemimiento, with calculations or discem, forgetfulness.
Diminished libido or any Disminucion o pérdida de la libido, trastomos sexuales, Diminished or loss of libido, sexual disturbances,
- 11 (16.9) . : . P
sexual dysfunction alteraciones de la esfera sexual, impotencia. changes on sexual life, impotence.
Feelings of worthlessness TP . -
or excessive or 9 (138) ;ﬁlr:z;:g:g n:ecr:f.:ﬁm? S:ﬁ;iﬂigz\:,cz?n:acnn de Diminished/lack/loss of self-esteem, feelings of
inappropriate guilt ’ y ' pa, worthlessness, feelings of guilt, self-lcathing.
autoreproche.
(DSM)
Ideas of guilt and Sensacion de minusvalia, sentirse inttil, sentimientos de Feelings of worthlessness, feelings of guilt, self-
: 5 (7.7) !
unworthiness (ICD) culpa, autoreproche. loathing.
Reduced self-esteem and s S . oL . .
self-confidence (1CD) 8(12.3) Falta/disminucién/pérdida de la autoestima, inseguridad Diminished/lack/loss of self-esteem, insecurity.
Anxiety 8 (12.3) Ansiedad, nerviosismo. Anxiety, nervousness.
Bleak and pessimistic 6(9.2) Pesimismo, desesperanza, desamparo, pérdida del sentido Pessimism, hopelessness, helplessness, loss of life
views of the future ’ de la vida. sense.
Other psychologlcal 3 (45) Pérdida del bienestar, cuestionamientos personales, stress. Loss of well being, stress.
complaints
Psychomotor . . — .
disturbance 2(3.1) Hipoactividad, adinamia. Hypoactivity.
Others 46.2) Mutismo, sindrome conversivo, consumo de alcohol, Mutism, conversion disorder, alcohol use, negative

cogniciones negativas

cognitions.
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Table 3. Rate of general practitioners who listed useful symptoms to diagnose depression that matched
DSM-1V-TR (Criterion A) and ICD-10 diagnostic criteria (N = 65)

Symptoms listed

General Practitioners who
listed the symptoms

N (%)

P—f Depressed mood and/or anhedonia (at least 1) 55 (84.6)
>
(% 5 or more criteria (including depressed mood and/or 1
A . (16.9)

anhedonia)

Depressed mood and/or anhedonia and/or loss of energy (at 36 (55.4)
S least 2 out of 3) '
a)
Q 4 or more criteria (including at least 2 of the following: 21 (32.3)

depressed mood and/or anhedonia and/or loss of energy)

from graduation (10.14 vs. 8.86 years, t(63)=-0.624,
p=0.535).

DISCUSSION

This analysis allows us to gain insight into two key
aspects involved in diagnosing depression in this sample
of GPs. First, learning what symptoms were
considered by GPs as “useful” for a diagnosis of
depression and the diverse local vocabulary to describe
them. Second, learning how these “useful”” symptoms
compare with standardized diagnostic criteria. Almost
one-third of GPs straightforwardly listed sufficient
symptoms to meet criteria for a Mild Depressive
Episode by the ICD-10 definition; still, a smaller number
(about 17%) of GPs listed sufficient criteria for the
Criterion A of the Major Depressive Episode according
to the DSM-IV-TR. The ICD is the classification
reference most frequently used in non-psychiatric
settings worldwide and requires fewer symptoms to
be present for a Mild Depressive Episode than for DSM
diagnoses.

The most frequently listed symptom was sleep
disturbances; however, only two-thirds of GPs
mentioned depressed mood and less than half listed
anhedonia, which are essential criteria for both ICD
and DSM diagnoses. Depressed mood refers to any
negative affective arousal (18) described in various
ways such as depressed, mournful, and irritable, among
others. Irritability is known to be a more usual

manifestation of depression in children and adolescents.
It was assumed here that terms suggesting mood
instability were used by some GPs when describing
manifestations of depressed mood such as crying spells
or tearfulness. It is important to clarify that this should
not be confused with pathological and extreme variations
of mood that may be present in other conditions.

Suicidal ideas were mentioned only by a minority
of GPs, despite of the importance of inquiring about
safety risks (19) in non-mental health settings. Failure
to detect suicidal risk can be life-threatening as
evidenced by literature documenting that nearly one-
half of the people who die by suicide have seen a
primary care physician within a month of death (20).

Other symptoms that are per se not part of the
diagnostic criteria for depression were listed. Somatic
complaints, frequently mentioned, evidence the
importance of somatization in depressed patients seen
in general medical settings. Similarly, decreased libido
and sexual dysfunction can be found associated to
depression or its pharmacological treatment. Anxiety,
commonly coexisting with depression, is a criterion
for the ICD “Mixed Anxiety and Depressive Disorder”
(F41.2), which should be used when symptoms of both
anxiety and depression are present, but neither set of
symptoms, considered separately, is sufficiently severe
to justify a diagnosis (14); likewise, “Mixed Anxiety
Depression” is currently listed in Appendix B “Criteria
Sets and Axes for Further Study” of the DSM-V draft
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(21). Misinterpretation of symptoms not only leads to
missing the proper diagnosis but also can increase the
rate of false positive cases (22).

Aside from the small sample size, the strongest
limitation is that this analysis corresponds to data
generated a decade ago. Most studies focus on
contrasting the diagnosis made by a clinician against a
screening/diagnostic instrument. Nevertheless,
literature on the value given to particular symptoms of
depression in general medical settings and how
symptoms are interpreted (e.g. the usual local
vocabulary) and routinely and properly used to yield a
confident diagnosis is lacking.

In general, these results are consistent with
worldwide literature regarding limitations in diagnosing
depression accurately in primary care settings. These
findings could aid in the development of training and
quality improvement interventions to facilitate the
detection of depression and in raising awareness of
the need for routine depression screening and safety
risk assessment (e.g. suicidality).

Correspondence:

Maria I. Zapata-Vega, MD
Elmhurst Hospital Center

79-01 Broadway Ave. H-3-111
Elmhurst, NY 11373, USA
E-mail: maria.zapata@mssm.edu

REFERENCES

1. Ustlin TB, Ayuso-Mateos JL, Chatterji S, Mathers C,
Murria JL. Global burden of depressive disorders in
the year 2000. Br J Psychiatry 2004; 184: 386-92.

2. Harding TW, De Arango MV, Baltasar J, Climent CE,
Ibrahim HH, Ladrido-Ignacio L, et al. Mental disorders
in primary health care: a study of their frequency and
diagnosis in four developing countries. Psychol Med
1980; 10(2): 231-41.

3. OrmelJ, Van den Brink W, Koeter MW, Giel R, Van der
Meer K, Van De Willige G, et al. Recognition,
management and outcome of psychological disorders
in primary care: a naturalistic follow-up study. Psychol
Med 1990; 20(4): 909-23.

4. Henriques SG, Fraguas R, losifescu DV, Menezes PR,
Lucia MC, Gattaz WF, et al. Recognition of depressive
symptoms by physicians. Clinics 2009; 64(7):629-35.

5. Goldberg D. Are general practitioners unable to
diagnose depression? Lancet 2009; 374(9704): 1818-9.

6. Henkel V, Mergl R, Coyne JC, Kohnen R, Allgaier AK,

82 Rev Neuropsiquiatr 73 (3), 2010

10.

11.

12.

13.

14.

15.

16.

17.

18.

RUhI E, et al. Depression with atypical features in a
sample of primary care outpatients: prevalence, specific
characteristics and consequences. J Affect Disord
2004; 83(2-3): 237-42.

Yates W, Mitchell J, Rush AJ, Trivedi M, Wisniewski
SR, Warden D, et al. Clinical features of depression in
outpatients with and without co-occurring general
medical conditions in STAR*D: Confirmatory analysis.
Prim Care Companion J Clin Psychiatry 2007; 9(1): 7—-
15.

Joukamaa M, Lehtinen V, Karlsson H. The ability of
general practitioners to detect mental disorders in
primary health care. Acta Psychiatr Scand 1995; 91(1):
52-6.

Levav I, Kohn R, Montoya I, Palacio C, Rozic P, Solano
I, etal. Training Latin American primary care physicians
in the WPA module on depression: results of a
multicenter trial. Psychol Med 2005; 35(1): 35-45.
Vicente B, Kohn R, Levav I, Espejo F, Saldivia S,
Sartorius N. Training primary care physicians in Chile
in the diagnosis and treatment of depression. J Affect
Disord 2007; 98(1-2):121-27.

Egede LE. Failure to recognize depression in primary
care: issues and challenges. J Gen Intern Med 2007;
22(5):701-3.

Halbreich U, Alarcon RD, Calil H, Douki S, Gaszner P,
Jadresic E, et al. Culturally-sensitive complaints of
depressions and anxieties in women, J Affect Disord
2007; 102(1-3):159-76.

American Psychiatric Association: Desk Reference to
the Diagnostic Criteria from DSM-IV-TR. Washington
DC: American Psychiatric Association; 2005.

WHO. The ICD-10 Classification of Mental and
Behavioral Disorders. Clinical Descriptions and
Diagnostic Guidelines. Available from: http://
www.who.int/classifications/icd/en/bluebook.pdf.
(Accessed on April 16 2007).

De la Grecca R. Caracteristicas de la atencion médica
de los trastornos mentales en la Consulta Ambulatoria
de Medicina Interna con énfasis en depresion en tres
hospitales de Lima. Tesis para optar el Titulo de Médico-
Cirujano, Lima, Peru. Universidad Peruana Cayetano
Heredia, 1998.

De la Grecca R, Zapata-Vega M1, Vega-Dienstmaier J,
Mazzotti G. Manejo de pacientes con trastornos
mentales en servicios ambulatorios de medicina general
en tres hospitales de Lima. Rev Med Hered 2005; 16(4):
246-52.

De la Grecca R, Zapata-Vega M1, Vega-Dienstmaier J,
Mazzotti G. Patrones de tratamiento de depresion en la
consulta ambulatoria de medicina general. Rev
Neuropsiquiatr 2005; 68:182-90.

Akiskal H. Mood disorders: Clinical features. In: Sadock
BJ, Sadock VA, Ruiz P. Kaplan & Sadock’s
Comprehensive Textbook of Psychiatry. 9th ed.



Diagnosing depression: Symptoms and vocabulary used by a sample of general practitioners.

Philadelphia: Lippincott Williams & Wilkins; 2009. 909-16.
p.1693-1733. http://www.who.int/classifications/icd/en/bluebook.pdf
19. Vannoy SD, Fancher T, Meltvedt C, Unitzer J, 21. American Psychiatric Association: Proposed Draft
Duberstein P, Kravitz RL. Suicide inquiry in primary Revisions to DSM Diagnoses and Criteria. Available
care: Creating context, inquiring, and following up. Ann from: http://www.dsmb.org .(Accessed on November
Fam Med 2010; 8: 33-9. 13,2010)
20. Luoma JB, Martin CE, Pearson JL. Contact with mental 22. Mitchell AJ, Vaze A, Rao S. Clinical diagnosis of
health and primary care providers before suicide: a depression in primary care: a meta-analysis. Lancet
review of the evidence. Am J Psychiatry 2002; 159(6): 2009; 374(9690): 609-19.

Rev Neuropsiquiatr 73 (3), 2010 83



