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Regular Review

Identifying psychiatric illness among general medical patients

DAVID GOLDBERG

The recognition of psychiatric illness by physicians and
surgeons comes about either by the doctor noticing some cue
that suggests psychological disorder or because the patient’s
complaints cannot be accounted for by known organic
disease. In either case the doctor must be able to follow up
with appropriate questions which will enable him to make a
confident diagnosis of a psychiatric disorder.

That sounds straightforward, but it is not. Over half of all
medical patients with psychiatric illnesses diagnosable
according to research criteria will not have their illnesses
detected by the medical staff looking after them'*—for five
main reasons. Firstly, many such patients do not provide any
cues, either non-verbal or verbal, that suggest a psychological
disorder, though they will readily describe their symptoms if
they are asked directly. Secondly, patients often mention
depression or anxiety at the beginning of the interview
together with their presenting somatic symptoms, yet only
the latter are picked up and discussed further. Thirdly,
medical histories are often taken in conditions of little
privacy: patients may admit problems in a side room that
were denied on the open ward.! Fourthly, a known organic
cause for a patient’s symptoms does not exclude a psychiatric
disorder; indeed, such disorders will often be found to be
responsible for exacerbating the patient’s complaint. Finally,
and rather sadly, even when they suspect a psychiatric
disorder many clinicians are not confident of their ability to
make psychiatric assessments.

One approach to the problem is for the clinician to make
use of the bewildering variety of pencil and paper tests that
may be given to patients in order to detect those who are
likely to have a psychiatric disorder. Most such illnesses turn
out to be anxiety states and depressive illnesses, and the
screening tests are mainly concerned with the symptoms of
these. None of them make diagnoses, but several will provide
a profile of scores in addition to a general score indicating the
probability that a disorder is present. The account which
follows is mainly concerned with those scales which have
been well validated in general hospital settings. Since
symptoms related to anxiety are correlated with symptoms
related to depression many clinicians prefer a single scale that
gives an indication of anxiety-depression.

General screening tests

The most widely used screening test is the general health
questionnaire (GHQ), which is available in versions as short
as 12 items and as long as 60.° Over 50 well conducted validity
studies have been published, of which seven were in medical
outpatients or inpatients. The GHQ 12 takes only two

minutes to complete, while the GHQ 60 takes between 10
and 12 minutes. The best discrimination between cases and
non-cases requires adjustment of the threshold score: for
example, in general practice settings the best threshold for
the GHQ 28 is 5/6, whereas for neurological inpatients it is
11/12, probably because the latter patients are more likely to
have many somatic symptoms and social dysfunction from
their neurological disease. If the questionnaire is to be used in
routine clinical work then the threshold is that point where
the probability of “caseness” is 50%; scores above threshold
represent an increasing probability of the patient being a
“case.” A small validation study should be carried out if the
questionnaire is to be used for research, and the validity
coefficients used to compute the predicted prevalence of
illness in the entire population screened’—the percentage of
patients with high scores must not be supposed to be the
same as the probable prevalence of illness.

The symptom rating questionnaire (SRQ) as a 24 item
screening questionnaire developed by the World Health
Organisation for use in developing countries in general
medical settings.® A recent comparison between the GHQ 12
and the symptom rating questionnaire in Brazil showed them
to be about equally effective.’

Scaled screening tests

Several scaled screening tests—detecting specific
symptoms—are available, and most can also be used as
general case detectors by adding the scaled scores together.
The symptom check list (SCL) is available in a variety of
lengths, the SCL 90 having nine subscales, and the SCL 25
only two, depression and anxiety. A popular version has
three additional scales—somatisation, obsessive-compulsive,
and interpersonal sensitivity. These scales have been vali-
dated in general medical settings in the United States: the
main problem proved to be a lower positive predictive value
due to more false positive results (see table).?’

The scaled general health questionnaire or GHQ 28
consists of four subscales for somatic symptoms, anxiety and
insomnia, social dysfunction, and severe depression. It is at
least as good as the GHQ 30 as a case detector, despite the fact
that the latter questionnaire has had items excluded that are
likely to be positive in physical illness. The Rotterdam
scales' were designed for use with patients with cancer, but
there are only preliminary data on their validity."! The
hospital anxiety depression scale (HAD), unlike the others,
has scales derived from clinical experience rather than factor
analysis: it consists of two sets of seven questions with four
point response scales.'? (The validity coefficients quoted in
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the table were calculated by counting “doubtful cases” as
normal.) Each scale has been shown to correlate well with
independent ratings of depression and anxiety. The Middle-
sex Hospital questionnaire is a self administered inventory
consisting of six scales: anxiety, phobic anxiety, obsessional,
somatic, depressive, and hysterical. It has not been validated
in the same way as the other inventories, however, and
cannot therefore be directly compared with them for use in
general medical settings.'*

Validity coefficients for psychiatric screening tests

Positive
predictive
value
References Specificityt Sensitivity} (30% prev)§
General screening tests:

HQ 60 2,5,21,23 73-93 67-88 57-75
GHQ 30 5,22,23 74-86 72-100 55-75
GHQ 12* 7 79 83 64
SRQ* 6,7 72-85 73-83 64

Scaled inventories:
SCL 8,9 71-72 73-84 52-56
GHQ 28 1,2,3,25 74-92 72-92 54-82
HAD (depn) 12 94 67 70
HAD (anx) 12 76 87 61
Rotterdam 10, 11 76 80 59
Depression screening tests:
BDI* (short) 15 82 86 67
CES-D* 20,26 83-94 60-64 60-72
Leeds* 18 85 97 73
SADD* 19 9 86 79

*Study not done in a general medical setting.

tSpecificity = true negatives as percentage of non-cases.

FSensitivity = true positives as percentage of cases.

§Positive predictive value=probability of high scorer turning out to be a case, at 30% prevalence.
Abbreviations are spelt out in text of article.

Screening tests for depression

The short form of the Beck depression inventory (BDI)
consists of 13 questions with four point responses. It
correlates very well with the long form of the Beck depression
inventory,”" and validity coefficients in the +0°'75 range
have been reported with the Hamilton rating scale for
depression among medical inpatients.’ This latter scale has
been extensively used and has high internal consistency and
reliability. The only study which allows validity coefficients
shown in the table to be calculated was in general practice.”
The Center for Epidemiologic Studies depression scale
(CES-D) consists of 20 items rated on four point scales.' The
questions were drawn from impeccable sources, and the scale
has been validated against research diagnostic criteria in
several large community studies, but it has not been validated
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on medical inpatients, and both its sensitivity and its positive
predictive value have been disappointing in community
settings. (The positive predictive value is the probability that
someone with a high score will turn out to have the disease at
subsequent clinical examination. For any screening test the
positive predictive value rises with prevalence, so that the
low values reported for this scale in community settings
merely reflect the low prevalence of depression in random
samples of the population: the values shown in the table look
much better because they have been calculated for 30%
prevalence.) The Leeds depression scale consists of only six
questions, which are scored with four point scales.”” " The
validity coefficients shown in the table are not really com-
parable with the other studies, since the investigators knew
whether respondents were “patients” or “normals,” rather
than carrying out blind assessments on a sample of medical
patients. The screening test for the World Health Organisa-
tion’s standardised assessment of depressive disorders (SADD)
is not really a screening test in the conventional sense at all
but merely a check list of exclusion criteria followed by eight
symptoms, of which the patient must have at least two." This
screening test was designed for use by psychiatrists, and
would probably not be of much use to physicians.

Positive predictive value

For the practising clinician the most important thing is the
likelihood that someone with a high score will turn out to be a
“case.” One screening test may be compared with another if
all are standardised to the same prevalence. In the table we
have used a prevalence of 30%—an average in most general
medical settings. The figures apply to the generality of
patients with scores above the threshold: for an individual
patient the higher the score above the threshold the higher
the positive predictive value. Finally, the various validity
studies cannot be compared with one another in a precise
way, since they were carried out using different criteria for
case identification and in very different cultural settings.
Nevertheless, the broadly similar validity coefficients in very
different places suggest an impressive consistency in the way
people become psychologically unwell: the same psychologi-
cal and psychophysiological symptoms define minor illness
across the world.
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