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The DSM-IV-PC: Toward
Improving Management
of Mental Disorders

in Primary Care

David S. Brody, MD

Mental disorders are common in primary care,
occurring in 20 percent to 39 percent of patients
seen.! In fact, more patents with mental disor-
ders are seen by primary care physicians than by
mental health care providers.’ Mental disorders
result in substantial patient suffering, disability,
and health care costs.5? Despite their wide occur-
rence and importance, mental disorders are fre-
quently not recognized by primary care physi-
cians.1-21011 Even when they are aware of the
symptoms of a mental disorder, primary care
physicians rarely make an accurate diagnosis.1?
There are many reasons why mental disorders
are not accurately diagnosed by primary care
physicians. These reasons include inadequate
knowledge of the diagnostic criteria, lack of time
during the medical visit, and primary care physi-
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cians’ doubts about the clinical utility of psychi-
atric diagnoses and their own ability to manage
these types of problems effectively once they have
been diagnosed.!3:14

The Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, Primary Care Version
(DSM-IV-PC) was developed to address some of
the obstacles to the accurate diagnosis of mental
disorders by primary care physicians. It is one
eighth the size of the DSM-IV and is therefore
much more concise and easier to read than the
DSM-IV. This reduction in size has been accom-
plished largely by focusing on disorders that are
most relevant to primary care. The DSM-IV-PC
is also easier to use than the DSM-IV because it is
organized around nine algorithms and supportive
text that enable the primary care physician to go
efficiently from symptoms to diagnoses.

A paper in this issue of the Journal, written by 2
of the principal architects of the DSM-IV-PC,
describes its development and organization.!’
The authors recognize that the DSM-IV-PC is a
work in progress and that the manual will need to
be revised as more data are obtained about mental
disorders in the primary care setting. The devel-
opment of the DSM-IV-PC, nonetheless, repre-
sents an important step toward improving pri-
mary care physicians’ ability to recognize and
treat mental disorders effectively. It is likely to be
of most benefit as a tool for training students and
residents. Whether or not primary care physi-
cians will take the time to review it and follow its
algorithms when a mental disorder is suspected
remains to be seen.

The development of the DSM-IV-PC should be
viewed in the context of other efforts to improve
the diagnosis and treatment of mental disorders in
the primary care setting. Two diagnostic systems
have recently been developed to help primary care
physicians make diagnoses of common mental dis-
orders consistent with DSM-IV.41617 Both
PRIME-MD and the Symptom-Driven Diagnos-
tic System for Primary Care (SDDS-PC) are two-
stage processes for detecting and diagnosing men-
tal disorders. The stages consist of a screening
questionnaire followed by a structured physician
interview with those patients who meet the criteria
for a possible mental disorder. Both systems have
been well validated in the primary care setting.
These systems take the work done on the DSM-
IV-PC to the next level by providing tools both to
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train future primary care physicians and to facili-
tate the detection and diagnosis of mental disor-
ders by practicing primary care physicians.

Further work must be done to validate the -

DSM-IV-PC diagnostic criteria in the primary
care setting and to develop new criteria that are
simpler but more descriptive and inclusive of the
types of mental health problems seen in primary
care. Comorbidity is common among primary
care patients.>* For example, patients with mood
disorders frequently have symptoms of substance
abuse, anxiety, or somatoform disorders. Diag-
nostic classification systems, therefore, need to be
developed that capture the broad array of mental
health symptoms experienced by primary care pa-
tients. The level of mental health symptomatol-
ogy required to diagnose a disorder is also cur-
rently receiving a great deal of attention. Recent
research has documented that patients with sub-
threshold levels of mental health symptoms expe-
rience considerable impairment in quality of life
and functional status, sometimes equal to patients
with a DSM-based diagnosable disorder. This
finding suggests that thresholds for diagnosing
certain mental health disorders need to be reex-
amined and validated in the primary care setting.

Primary care physicians might be more willing
to invest themselves in screening and accurately
diagnosing mental disorders if they have a better
understanding of the utility of that diagnosis.
Mental diagnoses will become more meaningful
if they are shown to be associated with specific
management recommendations that have been
proven to be effective in the primary care setting.
Further work is therefore needed to build and
evaluate the connections between mental disor-
der diagnoses and specific types of treatment.

As our knowledge about the epidemiology and
treatment of mental disorders in primary care in-
creases, the clinical importance of arriving at an
accurate diagnosis of the mental health problem
will also increase. The same is clearly true for
other medical disorders such as hyperthyroidism
or pneumococcal pneumonia. In each case, treat-
ing the specific disorder is much more effective
than simply treating the symptoms of fatigue or
cough. The development of the DSM-IV-PC has
made the diagnostic classificaon system for men-
tal disorders much more accessible to primary
care physicians. This important advance, coupled
with the ongoing efforts to (1) further refine and

validate this diagnostic system in the primary care
setting, (2) develop tools (ie, diagnostic tests) to
facilitate the efficient and accurate collection of
information required to make a diagnosis, and (3)
link specific mental disorders to management
strategies that have proven efficacy in the primary
care setting, should dramatically improve primary
care physicians’ ability to detect, diagnose, and ef-
fectively manage mental disorders.
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