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Introduction. Given that depression is the most prevalent
psychiatric disorder in our society, the current situation in phar-
macotherapy of depression in Spain has been studied from the
point of view of psychiatrists and general practitioners (GP).

Method. A total of 339 interviews were carried out
with two groups of physician (238 primary care physicians
and 101 psychiatrists) from different Spanish cities. Distri-
bution, application and questionnaires collection were made
throughout 2002.

Results. The diagnostic instruments most commonly
used by more than 90% of both medical groups to detect a
depressive disorder in a consultation are the evaluation of
symptoms and the interview with the patient. However the
main diagnostic problem was «masking» of depression with
other symptoms/disorders. Most GP (95%) and psychiatrists
(99 %) establish a pharmacological treatment in all their de-
pressive patients. Both groups coincide in most community use
of SSRI as drugs of first choice (93% from both samples). The
pharmacological agents most used by the psychiatrist are
the serotonine selective reputake inhibitors (SSRI) (98.3 %),
followed by venlafaxine (84.4 %), anxiolytics (68.4%), mirta-
zapine (58.9 %) and reboxetine (55.8 %). In the case of GP,
the most commonly used pharmacological groups are SSRI
(98.3 %) and anxiolytics (73.49%). In primary care, the SSRI
are considered the most effective antidepressant group. Ho-
wever, the tricyclic antidepressives (TCA) would be the most
effective for the psychiatrists.

Conclusions. For psychiatrists and GP, the quality of
care of depression in Spain is rated positively. However, there
is a group of deficiencies and some aspects that need to be
clearly improved, such as the time of consultations, coordi-
nation between GP and psychiatrists, waiting lists and avail-
able resources for mental health units.
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Aspectos diferenciales del manejo de la depresion
en Espafia entre la atencion psiquiatrica
especializada y la atencion primaria

Introduccion. Dado que la depresion constituye el
trastorno psiquiatrico mas prevalente en nuestra socie-
dad, se ha estudiado en qué situacidn se encuentra la
asistencia sanitaria a la depresién en Espafia merced a la
opinién de los facultativos encargados de la misma, mé-
dicos psiquiatras y médicos de atencion primaria (AP).

Método. Se realizaron 339 entrevistas estructuradas
a dos muestras diferenciadas de médicos (238 médicos de
AP y 101 psiquiatras) de diferentes ciudades de Espaiia.
La distribucion, aplicacion y recogida de los cuestiona-
rios se realizo a lo largo del afio 2002.

Resultados. Los instrumentos diagnodsticos mas utili-
zados por mas del 90 % de médicos de ambos colectivos
son la valoracion de la sintomatologia y la entrevista
con el paciente, siendo el principal problema diagnostico
el enmascaramiento de la depresion con otra sintomato-
logia. La mayoria de los médicos de AP (95 %) y de psi-
quiatras (99 %) instauran un tratamiento farmacoldgico
en todos sus pacientes depresivos. Ambos colectivos
coinciden en la utilizacién mayoritaria de los ISRS como
farmacos primera eleccion (93 % de ambas muestras). Los
agentes farmacologicos mas utilizados por el psiquiatra
son los ISRS (98,3 %), seguidos de la venlafaxina (84,4 %),
ansioliticos (68,4 %), mirtazapina (58,9 %) y reboxetina
(55,8 %). En AP los grupos farmacologicos mas emplea-
dos son los ISRS (98,3 %) y los ansioliticos (73,4 %). Los
ISRS son considerados el grupo antidepresivo mas eficaz
en AP y los ADT para los psiquiatras.

Conclusiones. La valoracion que hacen los médicos de
la asistencia sanitaria actual al paciente deprimido es bue-
na, aunque se ponen de manifiesto una serie de carencias y
aspectos que necesitan ser claramente mejorados, tales co-
mo el tiempo de consulta, la coordinaciéon entre AP y psi-
quiatria, las listas de espera y la dotacion de medios a los
centros de salud mental.

Palabras clave:
Depresion. Calidad asistencial. Psiquiatria. Atencion primaria. Espafa.
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INTRODUCTION

Depressive disorders represent a significant public health
problem that affects both the patients and the society as a
whole. The reason for this is that together with the function-
al incapacity that this involves for the patient (maintained
impact on health, social functioning and patient's quality of
life), it involves an enormous social cost, both in terms of
direct as well as indirect costs’.

Depression affects the patient's quality of life more in-
tensely than other chronic diseases? and use of primary
care (PC) health services that is three times greater than
the mean of the remaining patients3. Studies conducted
in our setting indicate that approximately 20% of the pa-
tients seen in the primary care consultations have depres-
sive disorder*®, while depressive patients make up about
80% of all the visits to psychiatrist's consultations®.

Most depressive patients initially request assistance from
primary care physicians’, and it is estimated that only one
third of the depressive patients initially go to a mental
health specialist’. A study that provides data on the percep-
tion that the Spanish population has on depression has
recently been published in out setting. The results showed
that depression could affect more than 259% of the popula-
tion and that its incidence would increase, according to
42 % of those interviewed. Furthermore, depression was
considered to be among the three general diseases with the
greatest incidence, exceeding coronary diseases. Regarding
drug treatment, most of those surveyed would not accept
treatment less than 1 year long®.

In relationship with psychiatric care, a reform process
was begun in our country in the 1980's. This has contribu-
ted to improvement in attention to the mental health pro-
blems experienced in recent years. During these last two
decades, there have been a series of changes that have
meant an increase in mental health care assistance outside
of the hospital, so that the number of psychiatric hospitals
and psychiatric hospital beds has decreased. Furthermore,
an attempt has been made to modify the assistance axis in
favor of mental health care units located in the area and
made up by specialized multidisciplinary teams who are ca-
pable of providing effective support to primary care and
attending to the mental health problems of a sector of the
population in close relationship with these teams and the
rest of the specialized level®'0. In turn, the number of
health care establishments in PC has increased greatly with
the implementation of health care sites. These facts con-
firm the increasing role of out-patient care and therefore
of the primary health assistance in the care of patients
with mental disorders in general and with affective disor-
ders in particular.

On the other hand, there have been many changes in the
pharmacological tools available to treat depression, above

all since the clinical introduction of selective serotonin re-
uptake inhibitors (SSRI) at the end of the 1980's. These
agents, and others introduced afterwards, thanks to their
easier management and improved safety profile, have con-
tributed to the improvement of the depressive patient's
quality of life and to making the treatment of depression
more satisfactory’-12,

This study aims to analyze in what situation health care
assistance for depression is found in Spain according to the
opinion of the physicians in charge of it, psychiatrists and
primary care physicians.

MATERIAL AND METHODS

In the present study, 339 opinion surveys were per-
formed in two differentiated samples of physicians (238 pri-
mary care physicians and 101 psychiatrists) (table 1) with
self-application of structured questionnaires that included
health care, clinical, therapeutical aspects and also those
related with care quality. At the end of the questionnaire,
there was also a section to obtain information on sociode-
mographical and work data, such as age, gender, years of
professional practice, work site, type of work and mean
number of patients attended in the consultation per day.
Distribution, assistance in the application and collection of
the questionnaires were done during 2002, among physi-
cians of different cites in order to assure the maximum
representativeness of the results. The questionnaires used
in our study were designed in accordance with those used in
previous studies conducted by our group®.

Statistical analysis

The data have been basically processed with the SPSS,
version 11.5 statistical program and sometimes with the
Statistix program, version 2.0.

Qualitative variables have been presented in form of per-
centages and quantitative ones are described with the mean
and standard deviation. In the case of the qualitative varia-
bles, the chi squared (x?) was measured. If the tables were
2 x2, Yates correction or Fisher's exact test were used. If the
proportions were paired, McNemar test or the Cochran's Q
non-parametric test for related samples, according to the
situation, was used. When the variables were quantitative,
the Student's t test or Friedman's non-parametric test was
used, according to the cases.

RESULTS
Care aspects

Of all the actual depressive disorders that exist in the po-
pulation, psychiatrists consider that 51.6% come to consult
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Table 1 | Sociodemographic data of
primary care and psychiatry
professionals

PC Psychiatry

Number of physicians 238 101

Gender (%)

Man 48.9 51.1

Woman 51.1 48.9
Years of practice (%)

<6 13.5 27.3

6-15 39.2 30.3

16-30 45.6 34.3

> 30 1.7 8.1

Work center (%)

Out-patient/health site 93.2 68.0
Hospital 1.3 16.0
Health center and hospital 2.1 9.0
Others 3.4 7.0

Type of work (%)

Public 86.5 81.0

Private 3.4 6.0

Both 9.7 13.0

Others 0.4 0.0
Age (mean + standard

deviation) 42.1+7.2 41.1+9.6
Patients/day (mean +

standard deviation) 42.5+15.1 125449

versus 409% according to the primary care physician's opi-
nion (PC) (p<0.001).

Depressive patients account for 75.6% of those who co-
me to the psychiatrist's office and 31.8% in the case of PC
consultations, according to the opinion of both medical
groups. Furthermore, in psychiatry, depression is the main
reason for consultation in most of the cases (81.2%) versus
only 27.5% in PC, since in this setting, most of the times it
is detected secondarily.

Patients generally arrive to the PC consultation directly,
basically by personal decision (53.6%) or brought by family
members (24.4%). In less frequency, they are referred from
the hospital emergency service (7.5%) or by other ways,
such as speciality consultation (14.59%). In the case of
psychiatry, most of the patients seen in the consultation
have been referred by the PC physician (58.0%), 14.2% co-
ming directly and 10.9% coming from hospital emergency
services, 10.6% from speciality consultation and 7.79% from
other ways.

The amount of time the psychiatrist dedicates to his/her
depressive patients in the consultation differs greatly from
that of the PC physician. In the first visit of the patients
the specialists spend a mean of three times the time of the
PC physician (45.6 + 12 minutes vs 14.5 + 9.8 minutes;
p <0.001). This is always greater than 15 minutes in the
case of the psychiatrists while 70% of the PC physicians
spend less than 15 minutes. In the case of check-up con-
sultations, twice the time is used in Psychiatry as in PC
(23.7 + 8.6 minutes vs 11 +7.7 minutes; p<0.001), although
the differences in time between both medical groups is de-
creased in regards to the first visit. On the other hand,
86.4% of the PC physicians consider they need more time
to diagnose a depressive patients than any other type of
patients.

The main causes for referral of depressive patients to
psychiatry by the PC physician, according to the opinion of
both groups, are risk of suicide, lack of response to treat-
ment and in case of severe depression. Furthermore, 40.29%
of the psychiatrists consider that the PC physician refers
the patient to his/her consultation in most of the cases
versus only 3.8% of the PC physicians who believe this. On
the other hand, the main reasons mentioned by PC physi-
cians for not referring depressive patients to the psychia-
trist are waiting lists and rejection of the patients to go to
the psychiatrist (table 2). However, as can be observed in ta-
ble 2, the patient's attitude may influence the PC physician
in regards to referring him/her to the psychiatry consulta-
tion, 85.8% of the PC physicians state that the patient gen-
erally adopts a positive attitude when referred to the
psychiatrist.

In the process of referral from primary health care to
specialized care, an important aspect to consider is the
computer support with which this referral is documented
and how the quality of this support is assessed. In spite of

Table 2 Reasons the PC physicians have
to not refer depressive
patients to psychiatry
AP (%)
Waiting lists 51.1
Patient's negative attitude toward psychiatrist 429
Lack of communication PC-specialist 28.7
Feeling that depressive patients are
responsibility of PC 24.1
Patient not satisfied with the treatment received
from psychiatrist 21.0

Avoiding that they are labeled as mental patients ~ 17.9
Consideration towards the psychiatrist
as they are very busy 6.5
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the fact that 85% of the PC physicians manifest that they
refer patients with an attached report, 45% with request
for consultation with specialist, the document information
accompanying the depressed patient referral by the PC
physician is considered to be fair by the psychiatrist.

In regards to the relationship and collaboration be-
tween primary care and specialized care, 60.7 % of the
psychiatrists and 58.19% of the PC physicians estimate that
the aspect that needs to be improved the most in these
relationships would be communication between both
groups. In the following, the aspects mentioned most by
the physiatrist are coordination between both groups
(22.6 %) and PC physician training (15.59%). For the PC
physicians, other aspects that should be improved would
be increasing the performance of joint activities, such as
clinical sessions (30.29%) and the patient's follow-up re-
ports (13.4 %). Comparing this relationship with that
which PC and Psychiatry maintain with other specialists,
positive results are obtained, both in the opinion of the PC
physicians as well as that of the psychiatrists (mean of
1.89 PC and 1.71 psychiatry on a scale of 1 [worse than
with other specialists] to 3 [better than with other specia-
lists]).

Table 3 describes the influence of different life events
and some categories or groups of individuals in the devel-
opment of depression, the group of women being the most
relevant according to the PC physicians (89%) and psychia-
trists (79 %), together, in the case of the latter group, with
that of being divorced/separated (74 %).

Table 3 Importance of different life events
and categories of individuals in the
development of depression,
according to the consideration

of both groups of physicians

Multiple response PC  Psychiatry

(%) (%)
Women 89.0 79.0 <0.05
Elderly 67.9 48.0 <0.001
Death of family member 64.3 61.2 NS
Divorces/separation 63.9 74.5 <0.05
Health problems 42.6 459 NS
Low socioeconomic condition ~ 30.8 29.6 NS
Alcoholics 29.8 40.8 <0.05
Immigrants/marginalized 16.8 23.5 NS
Drug addicts 15.5 17.3 NS
Adolescents 13.1 10.2 NS
Men 7.2 10.2 NS
Work conflicts 6.0 6.5 NS
Children 0.4 1.0 NS

Clinical aspects

Interview with the patient and assessment of the symp-
toms are the instruments that are always used to diagnose
depression according to more than 909% of the physicians
of both groups (fig. 1). The symptoms that mainly lead the
physician towards the diagnosis of depression, according to
the psychiatrist's and PC physician's opinion, are basically
depressed mood state (84.4% vs 75.6%; NS), anhedonia
(70.8% vs 36.1%; p<0.001), decrease of vitality (65.6% vs
48.7%; p<0.001) and sleep disorders (45.8% vs 39.1%); NS).
Somatic symptoms are more frequently collected in the PC
consultation (34.0% PC vs 15.0% psychiatry; p<0.001), and
anxiety syntoms are reported more in the psychiatry con-
sultation (38.0% psychiatry vs 26.9% PC; p<0.05).

On the other hand, according to the opinion of both
groups of physicians, the most common problem to detect a
depression syntoms in the consultation, is masking with
other symptoms or disease (76.3% Psychiatry vs 85.7% PC;
NS). Lack of time in the doctor's office would be another
important problem in the PC setting (67.4 %).

Therapeutic aspects

Once depression is diagnosed, almost all the physicians,
both PC and psychiatrists (94.8 % vs 99 %; NS), state they
initiate drug treatment in all their depressive patients. Fur-
thermore, more than 70% of the psychiatrists use other ther-
apeutic measures such as psychotherapy, counseling or re-
commendation of health life habits, while only about 50%
of the PC physicians apply them (table 4).

Although 939% of the physicians of both groups consider
SSRIs as the antidepressive group of first choice and coincide
in the majority use of these as the most frequent antide-
pressive group and on the use of anxiolytics, there are differ-
ences in the frequency of use of the remaining antidepres-
sive drugs (fig. 2). Furthermore, the perception of the
efficacy of the different groups of antidepressives is differ-
ent in PC and psychiatry (fig. 3).

The assessment that both physician groups give to treat-
ment compliance, considered globally (pharmacological
and non-pharmacological) is very satisfactory. More than
80% of the psychiatrists and PC physicians consider that
pharmacological treatment compliance is good or very
good. However, the grading on the compliance of the non-
pharmacological treatments is much more unfavorable,
since it is only considered good or very good by 29.3% of
the PC physicians and by 46.3 % of the psychiatrists
(p<0.05).

The reasons for which treatment non-compliance is at-
tributed vary ostensibly according to the type of physician,
the most frequent being adverse events in the case of the

92 Actas Esp Psiquiatr 2007;35(2):89-98 18
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Interview

Symptoms

Family

UI

Questionnaires

Psychometric scales 5*
I:I *

Laboratory tests —_I

Other tests (ECG, EEG, X-ray)

® Psychiatrists

o PC

1

2 3

<4

Amost never

Often Always

Figure 1

psychiatrist (79.8 %) and long treatment duration for PC
(66.8%) (table 5).

DISCUSSION

Specific weight of the depressive disorders in health care is
very high, above all in primary care, in spite of the possible
existence of some important values of hidden epidemiology.
In our setting, one out of every five patients attended in PC
consultation would have a depressive disorder*>'3. In the

Table 4 Most frequent therapeutic actions
in PC and psychiatry after
diagnosis of depression

2002
AP (%) Psychiatry (%) p

Drug treatment 94.8 99.0 =

Counseling 53.6 84.2 <0.001

Life and hygiene regimens ~ 52.8 71.9 <0.01

Referral to psychiatrist 50.1 — —

Psychotherapy 44.6 80.6 <0.001

Speak with family members 39.1 91.9 <0.001

Referral to specialist

consultation 3.4 - -
Sending patient to emergency
service 3.4 - —

Others 2.4 333 NS

Hospitalization — 14.5 —

Electroconvulsive treatment — 33 —

Use of different diagnostic tools in depression *p <0.01. *p <0.001.

DEPRES study (Depression Research in European Society)'* it
was stated that 439% of the depressed patients do not seek
help in the treatment of depression and 57 9% of those who
come to the consultation mostly do so in the primary health
care level. Furthermore, it was observed that the seriousness
of the depression was related with greater number of doctor's
visits.

Consultation time has been considered as the main as-
pect to be improved in health care assistance of depression
by the physicians surveyed. Furthermore, it is one of the
main problems of the diagnosis of depression for the PC
physicians, 80% of whom estimate that they need more ti-
me to diagnose a depressive patients than another type of
patient. The results found in our study on mean time used in
the consultations coincide with those provided by Pingitore
et al.’™, in the USA, in which the length of the first visit of
the depressive patient in the PC physician consultation was
32 minutes less than that of the psychiatrist.

Regarding the level of communication and collaboration
between primary care and specialized case, and although it
is currently considered positive, 60% of the psychiatrists and
PC physicians consider this as the principal aspect to im-
prove in the primary health care-psychiatry relationship. How-
ever, both groups consider this relationship equal or better
than that maintained with other specialists. In this frame-
work, an important aspect in the referral process from pri-
mary care to the specialized care is the computer support
with which this referral is documented and how the quality
of this support is assessed. This is considered «fair» by the
psychiatrist, in spite of the fact that 85% of the PC physi-
cians state they refer the patient with an attached report.

A more up-dated medical training would explain the fact
that the family doctors include data on the examination and

19 Actas Esp Psiquiatr 2007;35(2):89-98 93
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Figure 2 | Frequency of use of antidepressive drugs by psychiatrist and PC physician. *p <0.05. **p <0.001. SSRI: selective se-
rotonin reuptake inhibitors; NSRI: norepinephrine serotonin reuptake inhibitors (venlafaxine); NaSSA: noradrenergic and specific sero-

tonergic antidepressant (mirtazapine); NARI: noradrenaline reuptake inhibitor (reboxetine); MAOI: monoamine oxidase inhibitor.

make a specific according to the opinion of Herran et al.§,
request more frequently than the general practitioners.
These authors observed that on the medical request forms
for referral from PC to psychiatry, 34% included data on the
psychiatric examination and 97% a diagnostic opinion. On
the other hand, in the opinion of most of the referring phy-
sicians, data on the psychiatric examination and diagnostic
impression is usually specified on the referral medical report
form. Both in this study and in other referral studies made in
our setting'”'8, it is concluded that it is necessary to im-
prove the referral reports and this would entail an improve-
ment in the communication between PC and psychiatry.

Rejection by patients to go to the psychiatrist may in-
fluence the PC physician when they are going to send
him/her to the specialist, this being the second most fre-
quent reason the PC physician has for not referring the pa-
tient after that of waiting lists. However, the attitude that a
depressive patient generally adopts when referred to the
psychiatrist is generally positive, according to the opinion
of 85.89% of the PC physicians of our study. In a study con-
ducted by Willians in the USA™® to PC physicians, they sta-
ted that more than 25% of their patients rejected the diag-
nosis and more than half hesitated about going to the
psychiatrist when they were referred to the specialist. In our

9
SSRI hi_‘ .

ﬂ 43"
TCA 3.8

NSRI (venlafax.)

NaSSA (mirtaz.)

NARI (rebox.)

. . 2,6
AnXioh e #ﬁ_k_‘&z**
41
3,9
3,3
2,8 B Psychiatrist
g% o PC
MAOI ﬁ&z
I I |
1 2 3 4 5

»

Little efficacy

Great efficacy

Figure 3

Assessment of efficacy of antidepressive drugs by psychiatrists and PC physicians *p <0.01. **p <0.001. SSRI: selec-

tive serotonin reuptake inhibitors; NSRI: norepinephrine serotonin reuptake inhibitors (venlafaxine); NaSSA: noradrenergic and speci-
fic serotonergic antidepressant (mirtazapine); NARI: noradrenaline reuptake inhibitor (reboxetine); MAOI: monoamine oxidase inhibitor.
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Table 5 | Reasons for treatment
non-compliance

PC  Psychiatry

) ()
Long treatment duration 66.8 46.5 <0.001
They believe they do not need it  48.3 40.4 NS
Side effects 479 79.8 <0.001
Non-remission of symptoms 23.1 28.3 NS
Neglect, lack of interest 5.1 7.1 NS
Other reasons 4.2 8.2 NS

setting, Garcia-Testal et al.’8, in a study on referrals of PC to
mental health, they observed that 17 % of the patients re-
ferred from PC did not go to the first consultation with the
psychiatrist.

Several studies have declared that the most relevant life
category when suffering a depressive disorder is the female
gender*®, This fact is also observed in our study, although
according to the opinion of the psychiatrists surveyed, this
first place is currently shared with the condition «divorces-
separations» (749). In this sense, other authors?® have af-
firmed that being divorced is associated with greater use of
antidepressants. Being elderly is a life category to suffer de-
pression that is more significant for the PC physician than
for the psychiatrist. This difference in perception may be
justified by the fact that many more elderly subjects are
seen in the PC physician consultation than in specialized
consultation'®. From the socio-health care perspective, the
greater attention given to geriatric care must also be kept
in mind, this group having become the group that uses the
most care resources?!. Other factors that predispose to suf-
fering depressive disorders are very related with old age,
such as loss of health, death of family members, work retire-
ment and the consequent decrease in earnings and social
prestige, change in residence site and loss of social rela-
tionships, etc. All these factors are collected in the
Murphy?? and Emerson et al.?3 studies, that verify the con-
nection between serious life events and depression in the
elderly.

There is great coincidence between PC physician and
psychiatrists about the symptoms that depression diagnosis
is based on, depressed mood state, decrease in vitality, sleep
disorders and anhedonia being those most evaluated by
both groups, although in different order. However, regar-
ding the latter, there is a large discrepancy between the two
groups, since it is much more evaluated by psychiatrists
(70.8 %) than by the PC physician (36.1%). On the other
hand, there is greater collection of physical disorders in PC,
that perhaps explains why the PC physician needs to con-
duct more extensive questioning to rule out other diseases

while the psychiatrist focuses the consultation directly
towards affective disorders.

Evaluation of the symptoms and interview with the
patient are the diagnostic instruments used most by the
psychiatrist and PC physician. It is striking that the psychia-
trists consult the family members of the patient in twice the
number of cases as the PC physicians (33 % vs 14.3 %;
p<0.001), whom, however, are supposed to be closer to the
depressive patient's setting. The routine use of diagnostic
and evolution tools, including diagnostic questionnaires
and psychometric scales by both groups of physicians as
well as the conduction of other diagnostic tests is very limi-
ted. Our results follow the line of the study conducted by
Depont et al.>* in a sample of French psychiatrists, in which
79.3% affirmed they made the diagnosis according to «cli-
nical opinion» and very few admitted the use of diagnostic
scales or instruments.

In the foreword of the 1982 edition of the White Book
«Sociological Studies. Depression in Spainv, titled «La depre-
sion en Espafia» (Depression in Spain)?®, Lopez-lbor com-
mented that at the beginning of the 1980's, there were no
«sufficiently accurate clinical criteria for any physician to be
able to correctly diagnose the depressive patients, establish
an adequate therapeutic plan and evaluate the results, and
above all, to distinguish those cases that he/she can treat
from those others that are more serious or more resistant to
simple treatment that should be referred to the psychia-
tristr. In fact, in the 1982 study, the «lack of specialized train-
ing» was the main problem for the diagnosis of depression,
both in psychiatry and in PC, «masking with another
symptom» becoming the main problem of diagnosis at the
present time for both physician groups. For Lopez-lbor, the
depressive equivalents are those manifestations of the de-
pressive disorders in which the somatic symptoms are pre-
sent on a first level?6. These forms of showing depression
continue to be the most frequent in the clinical practice
and specifically in the PC consultations, where they account
for about 50% of the depressive disorders?’.

Along general lines, the diagnostic barriers reported by
the PC physicians in our study coincide with those men-
tioned by other studies conducted on this type of professional,
both in our setting®® and in other countries of our surround-
ings?®-31. In a review realised by Tylee3?, the character-
istics that would permit greater likelihood of detecting
psychiatric problems in primary care were analyzed. The
most relevant were greater knowledge of the symptoms
and therapeutic tools, more positive attitudes towards men-
tal disease and improvement of clinical interview skills.

Once the diagnosis of depression was established, 80 %
of the PC physicians chose «drug treatment» as the most
common action regimen. This fact may be explained by an
improvement in the training of the PC physician, with bet-
ter management of antidepressive drugs and with a larger
therapeutical tools from which to choose drugs that are
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better tolerated and are easier to use. On the contrary, as
occurs from the diagnostic point of view, it stands out that
psychiatrists speak more with the family members than the
PC physicians do. In the study realised in the USA by
Stafford et al.33, the psychiatrists used counseling in 88.4%
of their depressive patients versus 27.8 % of the PC physi-
cians.

Practically all the physicians, both PC and psychiatrists,
state they establish drug treatment in all their depressive
patients. Our results coincide with the data obtained in re-
cent studies, such as that conducted by Tarricone et al.34, in
Italy, in which 989% of the patients were prescribed an anti-
depressant. In the USA, 37.3% of the individuals were trea-
ted with antidepressants in 1987, this going to 74 9% in
199735 and to 89% in the year 200136, Thus, it can be ob-
served how the percentage of patients treated with drugs
has been increasing parallelly to the clinical introduction of
on the market of new drugs having easier management.

Although we have not found differences between both
groups of physicians in regards to percentage of use of an-
xiolytics (73.4% in PC and 68.4% in psychiatry), it is the se-
cond most used drug group in Primary Care. In the Ruiz Do-
blado et al. study®’, an excessive use of anxiolytics by the PC
physician was observed, use up to six times greater of ben-
zodiazepines than antidepressants being observed. On their
part, Tarricone et al.3* report the prescription of benzodia-
zepine to 84 % of the depressive patients. Over 90% of the
physicians of both groups state they choose SSRI as the an-
tidepressant of first choice. Several authors of our set-
ting383% propose SSRI as the family of drugs of first choice
in primary care.

Therapeutic compliance is a decisive factor in treatment
success. In our study, the level of drug treatment compli-
ance has been very favorably assessed by more than 80% of
both psychiatrists and PC physicians. This opinion in regards
to therapeutic compliance is more optimistic than that ob-
tained in other surveys conducted in our country with PC
physicians in 2001 and 20034°, in which it is estimated that
40% of the patients discontinued therapy in the initial pha-
ses and 609% dropped-out in the maintenance phase, the
main cause of dropping out being «the belief that they do
not need the medication» or «feeling they are cured». In the
international setting, a Belgium group, headed by Demyt-
tennaere, has published several articles about this*'-*3. They
indicate that between 30% and 60% of the patients do not
take the medication as prescribed by the physician and that
the first cause of lack of treatment adherence, with 55%, is
due to the improvement experienced by the patients, fol-
lowed by adverse events (23%). According to Khunti*4, from
209% to 59% of the patients dropped-out of the treatment
in the first three weeks and up to 689% in the first three
months, depending on the type of antidepressive treatment
established*>46. Peveler et al.*’ evaluated a large population
of patients treated with tricyclic antidepressants in PC and
observed that 40% dropped-out in the first 12 weeks.

Even though the quality of the health care assistance for
depression in Spain is considered good in general terms, it
can clearly improve. The assessment of the psychiatrists is
more critical than that of the PC physicians in regards to
the diagnostic and treatment resources available in PC, ap-
proximately 50% of the specialists considering them insuf-
ficient. On the contrary, there has been a very positive evo-
lution in the opinion of the physicians about Spanish public
psychiatric assistance since 1982, based on the capacity of
the Mental Health sites to attend depressive patients®?’.
The change in attitude of the PC physician regarding depres-
sion, together with the evolution of drug treatments, are the
two factors which, according to the PC physicians, most posi-
tively influence in the improvement of care quality for de-
pression, the latter being the aspect most evaluated by the
psychiatrist. Furthermore, the latter considers that the mak-
ing of a good diagnosis is the main way that the PC physi-
cian can contribute best to the treatment of the depressive
patient. In fact, until 1997, the most urgent for the psychia-
trists was to improve the training of the PC physicians®.

At present, it is an admitted fact that there are other as-
pects that greater concern and possibility of improvement
than training. Thus, in the opinion of the PC physician, con-
sultation time is the most important aspect, followed by
coordination between PC and Psychiatry, waiting lists and
social and psychological assistance to the family. From the
point of view of the psychiatrist, coordination between PC
and the psychiatrist, provision of health care resources in
the Mental Health Sites, and consultation time are considered
as the main aspects to be improved in health care assistance
regarding depression in Spain. On their part, Lopez-lbor et
al.2!, continuing education of primary care physicians,
together with better provision of resources, that make it
possible to increase the consultation times and promote
agile communication flow between both care levels are the
main aspects to improve care quality for depression in our
country.

CONCLUSIONS

The specific weight of depressive disorders in health care
assistance is very high and, above all in primary care, in spite
of the possible existence of important values of hidden epi-
demiology.

Collaboration between primary and specialized assis-
tance levels is considered only as mildly positive. This reveals
a lack of mutual satisfaction in the relationships. The
psychiatrists consider that quality in filling out the report
accompanying the referral of the depressive patient should
be improved.

The diagnostic tools used most in the detection of de-
pressive disorders are assessment of the symptoms and in-
terview with the patient, masking with other symptoms
being the most important diagnostic difficulty.
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Antidepressive treatments used by both groups are incre-

asingly similar so that the SSRI are considered as the drugs
of choice by both the psychiatrists and the PC physicians at
present. The SSRI are the most used drugs in our country by
the primary care physicians and SSRI and venlafaxine by the
psychiatrists.

The assessment made by the physicians of current health

care assistance to the depressed patient is good, although it
affirms a series of deficiencies and aspects that need to be
clearly improved, such as consultation time, coordination
between PC and Psychiatry, waiting lists and providing of
resources to the mental health sites.
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