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The somatic presentations o f  anxiety, mixed anxiety and 
depression, and depressive disorders are commonly seen 
by primary care physicians, and several studies have indi­
cated that patients who present with such psychiatric 
disorders in the primary care setting often do not have 
their disorders appropriately diagnosed. Underlying psy­
chosocial problem s often hide behind somatic screens. 
When physicians fail to  relate the somatic symptoms to 
the feelings that m otivated the visit, the subsequent 
negative workup or poor response to therapy can com­
promise the patien t’s recovery and level o f satisfaction. 
Although no t equivalent to  an extensive clinical inter­
view, the G oldberg depression screening scale and the

the author’s SWIKIR anxiety screening scale can be 
used to substantially reduce the num ber o f undiag­
nosed, readily treatable psychiatric disorders in the pri­
mary care population. Once an accurate diagnosis has 
been obtained, psychotropic medications can be used to 
safely and effectively manage anxious and depressed pa­
tients. Selective serotonin reuptake inhibitors have 
proved extremely effective in the treatm ent o f major de­
pression, and buspirone has excellent efficacy for the 
management o f  generalized anxiety disorder.

Key words. Anxiety; depression; somatoform disorders; 
antidepressive agents. ( /  Ram Pract 1994; 39:373-378)

The primary care office is a clearinghouse for ill-defined, 
vague patient complaints o f  uncertain origin. This situa­
tion contrasts sharply with a subspecialty practice, in 
which patients’ illnesses are generally related to one par­
ticular organ system. Self-selection by the patient and 
physician referral strongly influence this stratification o f 
symptom presentations.

Scientific advances o f  the past century have rein­
forced the reductionist belief that medical problems can 
be fully explained by abnormalities in biologic phenom ­
ena. This view largely ignores social and psychological 
variables.1 W hen this reductionist approach is applied to 
the care o f  a patient whose physical symptoms stem pri­
marily from an underlying psychological disorder, the re­
sult is usually a dissatisfied and unimproved patient. The 
lack o f im provem ent despite a scientific workup and 
seemingly appropriate treatm ent o f the somatic corn-
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plaints often frustrates physicians, causing them  to view 
such a patient as a chronic complainer or hypochondriac.2

In this dynamic, the patient and physician work at 
cross-purposes. Patients do not (and probably cannot) 
clearly differentiate the “purely physical” from the psy­
chological, the patient interview being a product o f  bo th .3 
The physician is preoccupied with the objective disease 
while the patient is focused on the subjective illness.4 
From the patient’s perspective, feeling well (ie, tree of 
illness) is as im portant as being well (ie, free o f  disease). 
When somatic symptoms that have psychosocial (illness- 
oriented) origins are investigated and treated according 
to the disease-oriented model, the physician is likely to 
experience frustration and failure,5 and because the phy­
sician is unable to  relate an organic dysfunction to the 
feelings that motivated the patient’s visit, the patient is no 
better. The soma is tested, while the source o f the p rob ­
lem, the psyche, is ignored.

Prevalence o f Psychiatric Disease 
Among Family Practice Patients
Studies have shown that the prevalence o f psychiatric dis­
ease in family practice ranges from 5% to 34%,6 8 and
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primary care physicians have been described as “ the hid­
den mental health network.” Schurman et al9 reported 
that 77% of all mental health visits are to primary care 
physicians, almost half of whom are family physicians. 
Nearly 28% of all nonpsychiatrist visits had a psychiatric 
diagnosis, with anxiety (11%) and depression (6.3%) be­
ing the predominant disorders. Psychiatric disease is usu­
ally discovered while physical symptoms are being treated. 
Of all patient visits resulting in a psychiatric diagnosis, 
over one half present with somatic complaints while only 
one fifth present with psychological symptoms.10

Ormel and associates11 recently evaluated the ability 
o f primary care physicians to recognize and correctly clas­
sify psychiatric disease. Patients in this study were 
screened with the General Health Questionnaire and the 
Present State Examination (PSE), and by primary care 
physicians. The physicians failed to diagnose one half of 
the patients with psychiatric disease as identified by the 
PSE, typically assigning them nonspecific diagnoses. Phy­
sicians were more effective in recognizing depression than 
anxiety, and their detection rates for severe disorders were 
higher than for less severe psychiatric disease. Recogni­
tion was strongly associated with management and out­
come: recognized cases were more likely to receive mental 
health interventions and had better outcomes with re­
spect to both psychopathology and social functioning.

The difficulty of diagnosing psychiatric disease in a 
primary care setting is underscored by Goldberg and 
Blackwell’s study,12 in which a primary care physician who 
had been a psychiatrist failed to detect one third of the 
psychiatrically ill patients. Again, the primary reason for 
this failure was probably that the patients perceived their 
problems in somatic terms and thus presented with so­
matic rather than psychological complaints. The patients 
did not perceive themselves as emotionally disturbed.

Even though primary care offices provide treatment 
for nearly one half of the mental health visits in the United 
States, these visits represent only 2.4% of the primary care 
case load.'' In relation to the much larger estimated prev­
alence of mental disorders in primary care settings, this 
underrecognition o f mental illness remains a significant 
problem. The tendency of the physician to attend only to 
somatic symptoms, with limited awareness of the poten­
tial underlying psychosocial influences on the patient’s 
illness, is a key factor in this problem.

Manifestations of Mood Disorders
The suffering associated with mood disorders is one of the 
most common reasons patients seek help, ostensibly for 
treatment of physical symptoms.13-14 If they are to prop­
erly address these problems, primary care physicians need

to know how to screen their patients for psychiatric on 
gins of illness.

It is appropriate to define various psychiatric elisor- 
ders according to criteria in the Diagnostic and Statistical 
Manual for Mental Disorders, revised, 4th edition (DSM- 
IV)15 before describing screening tools that may help the 
generalist physician to identify patients with psychiatric 
disease.

Major depressive episode is defined as a change from 

previous functioning that includes at least five of the fol­
lowing symptoms occurring during a 2-week period: de­
pressed mood, diminished interest or pleasure in most or 
all activities, significant weight loss or gain, insomnia or 
hypersomnia, psychomotor agitation or retardation, fa­
tigue or loss of energy, feelings of worthlessness or inap­
propriate guilt, diminished ability to think or concentrate, 
and recurrent thoughts of death. The symptoms must 
include either depressed mood or diminished interest in 
activities and cannot be substance induced.

Panic attack is a period o f intense fear or discomfort 
associated with at least four o f the following symptoms: 
shortness of breath, dizziness, tachycardia, trembling, 
sweating, choking, nausea, depersonalization or dereal­
ization, paresthesias, flushes or chills, chest pain, and fear 
of dying or loss of self-control. Panic disorder is defined as 
either four panic attacks within a 4-week period, or one or 
more attacks followed by at least a month of persistent 
fear of another attack.

Generalized anxiety disorder (GAD) is characterized 
by excessive anxiety and worry for at least 6 months. In 
this disorder, the intensity and duration o f the worry are 
disproportionate to the likelihood or impact of the feared 
event. The worry is also pervasive, makes it difficult to 
focus on tasks at hand, and is associated with symptoms of 
autonomic hyperactivity, motor tension, or hyperarousal.

In considering these classic psychiatric definitions, 
the primary care physician, even when assisted by the 
screening devices described in the following section, is 
likely to provide relatively nonspecific diagnoses with re­
spect to DSM criteria.16 It is not clear whether this is 
because primary care patients present with mixed symp­
toms of depression and anxiety that are difficult to classify 
in DSM terms or because DSM criteria are not well suited 
for these patients.

When anxious feelings are present, a person must 
either adapt to or change the situation to avoid experienc­
ing suffering. If prolonged, the mood disorder may be 
accompanied by symptoms and signs, often autonomic, 
including rapid pulse, elevated blood pressure, increased 
sweating, change in bowel function, trouble sleeping, or 
difficulty breathing. Endocrine and immunological imbal­
ances can occur. In extreme situations, the mechanisms
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and related symptoms o f anxiety can even aifect mortali­
ty.13’14

Somatization is the tendency to  experience, concep­
tualize, and communicate mental states and personal dis­
tress as bodily complaints and medical symptoms. It is a 
general physiologic predisposition: a symptom rather than a 
disorder.17 Multisystemic somatic complaints involving 
the gastrointestinal, genitourinary, cardiovascular, pul­
monary, central nervous, or a combination o f these sys­
tems drive psychosocially stressed patients to the physi­
cian’s office.18 In the primary care setting, somatization is 
commonly related to  both anxiety and depression. These 
disorders seem to be inextricably woven together19’20 and 
rarely present with an absolutely clear profile.18’21

Somatization, anxiety, and depression are very com­
mon. Somatizing depression, usually in the form of 
chronic pain, has been estimated to  be present in 5% o f all 
patients seeking a physician’s care.20 As noted, diagnostic 
criteria for panic disorder and GAD require the presence 
of multiple somatic symptoms.15 These disorders are most 
easily differentiated in that the somatic symptoms of panic 
disorder occur during isolated paroxysmal episodes of 
intense anxiety, whereas GAD and its related somatic 
complaints are characterized by chronic and persistent 
anxiety of at least 6 m onths’ duration. These anxiety dis­
orders and depression are recognized as the more com­
mon and easily treatable disorders in the differential diag­
nosis of somatoform illnesses.22’23

Somatization may be a common means o f entry into 
the medical system for patients with anxiety and related 
mood disorders, who commonly attend to their somatic 
symptoms instead o f the accompanying psychological 
ones.22 Patients quickly learn to express their feelings in 
physical terms, instead o f as anger, fear, or depression. 
Many patients find these psychologically induced, stress- 
related somatic complaints, which Glasser24 calls “ symp­
tom companions,”  more concrete and easier to express to 
a physician than the underlying emotions.

The somatization process thus might be character­
ized as one in which the “ somatic ticket” gains entry to 
the office where the “ symptom companions” are intro­
duced. The key to  diagnostic expertise starts with aware­
ness that the cure for primary care somatizing patients 
centers on understanding the psychosocial causes o f the 
patient’s illness.

Diagnostic Issues
Family physicians generally are well suited to deal with the 
psychosomatic symptoms with which the primary care 
population so often present.12 To treat appropriately, the 
differential diagnosis must identify the primary disorder.18

Table 1. Short Screening Scales for Anxiety and Depression

Anxiety Scale
(Score one point for each “Yes” )

1. Have you felt keyed up, on edge?
2. Have you been worrying a lot?
3. Have you been irritable?
4. Have you had difficulty relaxing?

(If “Yes” to two o f the above, go on to ask:)
5. Have you been sleeping poorly?
6. Have you had headaches or neck aches?
7. Have you had any o f the following:

trembling, tingling, dizzy spells, sweating, urinary frequency, 
diarrhea?

8. Have you been worried about your health?
9. Have you had difficulty falling asleep?

Depression Scale
(Score one point for each “Yes” )

1. Have you had low energy?
2. Have you had loss o f  interests?
3. Have you lost confidence in yourself?
4. Have you felt hopeless?

(If “Yes” with ANY question, go on to ask:)
5. Have you had difficulty concentrating?
6. Have you lost weight (due to poor appetite)?
7. Have you been waking early?
8. Have you felt slowed up?
9. Have you tended to feel worse in the mornings?

Interpretation: Add the anxiety score. Add the depression score. 
Patients with anxiety scores o f 5 or depression scores of 2 have a 
50% chance o f  having a clinically important disturbance; above 
these scores the probability rises sharply.

From Goldberg D, Bridges IC, Duncan-Jones P, Grayson D. Detecting anxiety and 
depression in general medical settings. BMJ 1988; 297:897-9. Reproduced with per­
mission of BMJ Publishing Group.

Unfortunately, the standard, lengthy interview com­
monly used by psychiatrists to develop a diagnosis consis­
tent with DSM criteria is impractical for the average pri­
mary care physician. A busy office practice demands 
systematic, efficient techniques for detection and diagno­
sis of the commonly somatizing anxiety and depressive 
disorders. Goldberg and associates25 have developed 
short bedside screening scales for this purpose (Table 1). 
Although not capable of providing diagnoses that meet 
DSM standards, such questionnaires can substantially re­
duce the incidence of psychiatric cases typically missed by 
generalist physicians.26

In Goldberg’s study, well over 80% of patients with 
anxiety or depressive disorders had high scores on the 
appropriate scale,25 and relatively few cases of psychiatric 
illness were overlooked. Compared with research inter­
views by psychiatrists, the sensitivity and positive predic­
tive value were 82% and 0.56 on the anxiety scale, and 
85% and 0.85 on the depression scale, respectively. Over­
all specificity (ie, the percentage of patients without psy­
chiatric disorders who scored low on both scales) was 
91%. A patient with a score at the cutoff for either scale (5
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Table 2. SWIKIR Anxiety Scale____________________

Somatic complaints 
Worries 
Irritability 
Keyed up, on edge 
Initial insomnia 
Relaxation difficulties

Interpretation: 1 point is scored for each item in the scale that 
applies to the patients. Patients with SWIKIR anxiety scale 
scores o f  at least 3 are assumed to have a significant probability 
o f  a clinically important anxiety disorder.

for anxiety, 2 for depression) has a 50% chance of having 
a clinically important disturbance. At higher scores, the 
probability rises sharply.25

It is important to emphasize, however, that this 
screening device has not been evaluated in prospective 
studies. These scales will not necessarily replace standard­
ized rating instruments, such as the Zung or Hamilton 
anxiety and depression rating scales.27"30 The Goldberg 
scales are designed to avoid lengthy interviews with pa­
tients who have a low probability of anxiety or depression. 
Patients who score above the cutolf on the Goldberg 
scales can complete one of the common self-rating instru­
ments, such as the Zung scale, or have the Hamilton scale 
administered by a trained professional.

To further streamline the office interview process in 
applying the scales to the somatizing primary care patient, 
the SWIKIR anxiety scale (somatic complaints, worries, 
irritability, keyed up, initial insomnia, relaxation difficul­
ties), which was developed by the author, involves asking 
the patient several overlapping questions to determine if 
he or she is experiencing any of the symptoms of anxiety 
included in the scale (Table 2). A patient who scores 3 or 
more on this scale should fill out an anxiety rating scale 
while the physician sees the next patient. In a busy prac­
tice office, these scales can rapidly identify patients who 
may benefit from treatment centered on the underlying 
psychiatric disorders rather than the somatic complaints 
with which they so often present. These scales, however, 
may be most important as screening tools to identify pa­
tients who warrant more refined diagnostic evaluation.

Treatment Issues
Primary care physicians provide a different “ product” in 
psychiatric treatment from that of most psychiatrists,9 
treating less acute disorders that are frequently hidden 
behind physical symptoms.31 The overlapping of anxious 
and depressive symptoms also confuses the diagnostic pic­
ture.21 Nevertheless, when a case of hidden somatizing

mental illness is detected and treated, the physical symp. 
toms often improve greatly.12 Drug treatment is clearly 
the therapy of choice for the majority of primary care 
physicians, who prescribe medications for patients with 
psychiatric diagnoses 50% more often than do psychia­
trists.9-32 This prescription frequency raises issues of med­
ication choice and treatment duration.

A nxie ty  an d  Depression

Severe anxiety and depressive disorders require powerful 
interventions because of their highly significant associated 
morbidity and mortality. The appropriate use of antide­
pressants, benzodiazepines, and buspirone is the com­
mon strategy for the primary care physician.9 The primary 
care physician is usually the only psychotherapist for pa­
tients with mild to moderate anxiety or depressive disor­
ders.21-31

D e p r e s s io n

Several classes of psychotropic drugs are effective in the 
management of depressed patients. These include tricy­
clic and heterocyclic compounds, monoamine oxidase in­
hibitors (MAOIs), selective serotonin reuptake inhibitors 
(SSRIs), and bupropion.33"36 The development ofSSRIs, 
such as fluoxetine, sertraline, paroxetine, and the investi­
gational agent nefazodone, has substantially enhanced 
the choices available for the treatment of major depres­
sion. These drugs generally are as effective as tricyclic 
antidepressants but are free from their potential toxici-

34—36

A n x ie t y

The key somatizing anxiety disorders are GAD and panic 
disorders.15 The distinction between the two is based on 
Klein’s observation that these conditions respond differ­
ently to pharmacologic treatment.37 Generalized anxiety 
disorder has been judged to be fairly unresponsive to 
antidepressants that have proven efficacy in the treatment 
o f panic disorder. Generally, this has remained true. Ben­
zodiazepines, which are prescribed extensively to treat 
patients with anxiety disorders, are useful in a broad range 
of indications. In addition to their anxiolytic efficacy, ben­
zodiazepines have sedative/hypnotic, anticonvulsant, 
muscle relaxant, and antistress effects.38 These drugs also 
have a rapid onset of action. Because benzodiazepines 
have a relatively high potential for abuse, primary' care 
prescriptions for this medication have declined in the past 
several years.39

Several studies have demonstrated that azapirones 
are effective in anxiety disorders. Buspirone, the first
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member of this class to become available for this indica­
tion, acts at serotonin 5-H T1A receptors on both presyn- 
aptic terminals and postsynaptic cells, where it has primar­
ily agonist activity.40

Several clinical trials have demonstrated that buspi- 
rone may be particularly valuable in the management of 
patients with GAD. In an early study by Feighner and 
associates,41 buspirone was significantly more effective 
than diazepam in outpatient therapy for GAD. Side effects 
such as sedation and drowsiness were also significandy less 
frequent and less severe with buspirone than with diaze­
pam. In a recent comparison of buspirone and oxazepam 
in 230 patients with GAD, Strand et al42 reported equiv­
alent efficacy of the two agents. The average Hamilton 
Rating Scale for Anxiety (HAM-A) score was reduced 
from 23.9 to 10.6 with buspirone and from 23.9 to 11.5 
with oxazepam.

Using meta-analysis, Gammans and coworkers43 
retrospectively evaluated pooled efficacy data for eight 
placebo-controlled studies of buspirone. This analysis 
demonstrated that, according to attending physician as­
sessment, buspirone produced significantly greater im­
provements in HAM-A scores as well as significant global 
improvements as compared with placebo. Patients with 
GAD and coexisting depressive symptoms of at least mod­
erate intensity also exhibited significandy greater im­
provement with buspirone than with placebo. This aspect 
of the drug’s efficacy is important because 50% of patients 
with GAD have concomitant depressive symptoms.44

Rickels and Schweizer45 have suggested that, be­
cause of its relatively slow onset of action, buspirone may 
be most helpful in anxious patients who do not demand 
rapid symptom relief that can be accomplished with ben­
zodiazepines. The slower and more gradual onset of anx­
iety relief associated with buspirone, however, is balanced 
by increased safety and no potential for dependency.

A wide variety of medications are available for the 
treatment of panic disorder.46 Heterocyclic depressants 
have been shown to reduce the frequency of panic attacks. 
Both MAOIs and alprazolam are also useful for this indi­
cation. Serotonergic agents, such as clomipramine and 
fluoxetine, may be beneficial in panic attacks but have not 
been studied extensively in panic disorder.

As these studies indicate, there now are useful alter­
natives to benzodiazepines for the management of 
patients with anxiety disorders. The choice of nonhabit­
forming agents such as buspirone and selected antidepres­
sants can substantially reduce the danger of chemical de­
pendency and increase the potential for greatly improved 
quality of life in patients with mild to moderate somatiz- 
ing anxiety depressive disorders.47

Conclusions
Primary care physicians should play a central role in the 
initial screening for psychiatric disorders, but better tools 
are needed to assist in this process. Although currently 
available screening devices, including the one proposed in 
this paper, cannot replace the clinical interview by an 
experienced diagnostician, they have reduced the inci­
dence of undiagnosed psychiatric disorders in the primary 
care setting. Effective alternatives are available for the 
treatment of depressive and anxiety' disorders. SSRls have 
markedly changed the management of major depression, 
and psychotropic agents such as buspirone may be an 
attractive alternative treatment for anxiety disorders, es­
pecially GAD.
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