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Abstract There has been a paucity of evidence-based information regarding mental illness in general med-
ical settings among the Chinese population. Aims of the present study are to investigate the pat-
terns and distribution of mental disorders among family medicine clinic attenders, illness behavior
of attenders with such disorders, and the recognition and management given by family physicians
for them. A random sample (n = 200) of patients attending a family medicine clinic in a medical
center in Taiwan, received a standardized psychiatric assessment using the semistructured Clinical
Interview Schedule (CIS) after they had seen the family physician. A total of 12 family physicians,
who were blind to the psychiatric status of their patients, were then asked to assess the physical and
psychological condition of the subjects. Of all study subjects, 51% had at least one psychiatric diag-
nosis based on the CIS assessment, and the corresponding figure was 21.5% from family physicians.
While the specificity of psychiatric case identification among family physician was high (91%), the
sensitivity was very low (30%), especially for depressive disorders and alcohol-related disorders.
Because the same magnitude of psychiatric morbidity and similarly low detection rates by general
medical physicians were found in other developing countries, the improvement in psychiatric edu-
cation for medical students and family physicians is highly implicated there.
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INTRODUCTION

Previous studies have demonstrated that mental illness
constitutes a major health problem in primary care.1,2

In the past three decades, studies of mental disorders in
primary care have included the estimation of preva-
lence,3–6 the development of case finding instruments,4,7

the investigation over the psychiatric case finding prac-
tice of primary care physicians,4,6 pathways to psychi-
atric care,8,9 classification of mental illness,10 the
outcome of mental illness in primary care,11,12 economic
issues of such morbidity,13,14 and so forth.

These surveys have shown: that mental disorders are
frequent in primary care; that a substantial proportion
of these disorders are neither recognized nor ade-

quately treated, leading to a poor outcome;15 and that a
considerable burden from such morbidity has been
imposed on individuals and the community.12,16

The majority of the studies in primary care psychia-
try have been conducted in western countries, where a
well-established primary care system has long existed.
There has been a paucity of evidence-based informa-
tion in this area from developing countries, where rel-
atively different health care delivery systems can be
found.8 Aims of the present study are to investigate the
frequency and distribution of psychiatric morbidity,
characteristics of attenders with such morbidity, and
the ability of family physician in detecting mental ill-
ness in a family medicine clinic in Taiwan.

SUBJECTS AND METHODS

Study site

This study was conducted in a family medicine clinic of
a medical center in Taipei. The clinic has been run by
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the Department of Family Medicine, National Taiwan
University Hospital since 1984. Although situated in
Taipei City, a large proportion of the clinic’s attenders
have come from all parts of Taiwan.

Only those who have never visited any specialist
clinic of other departments in the Hospital are permit-
ted to consult this clinic. Those found to have major
diseases are then referred to various special clinics for
further management.

Study subjects and research strategy

Every one in two consecutive first-visit attenders of the
clinic aged 15 and above, were randomly selected to
make up a total of 200 sample subjects. The study sub-
jects, while waiting to see the family physicians, were
first interviewed by a research assistant on their gen-
eral health condition, previous help-seeking pattern,
and sociodemographic characteristics. After the family
physician had finished the assessment, all study sub-
jects were brought to visit a consultant psychiatrist of
the Department for a psychiatric interview. Any psy-
chiatric service indicated was finally provided. In total,
12 consultant family physicians participated in this
study.

The family physicians, who were blind to the selec-
tion of their patients for a psychiatric assessment, were
later asked to assess the physical and psychological
conditions of every study subject and the relationship
between them. Information concerning psychiatric
diagnosis and management given by the family physi-
cians for any study subject was collected.

Case definition and case identification

A Chinese version of the semistructured version of the
Clinical Interview Schedule (CIS), developed by Gold-
berg and his colleagues,17 was applied for case identifi-
cation. The CIS was primarily designed to specifically
focus on psychological symptoms commonly seen in
general practice settings and the community. The
severity rating for individual CIS symptoms includes: 0
(none); 1 (subclinical); 2 (clinical, mild); 3 (clinical,
moderate); and 4 (clinical, marked). It is one of the
interviews most commonly used in general practice
research. The Chinese version of the CIS has been
developed and used in community and general medical
settings in Taiwan.18–20 The interrater reliability of CIS
at item level between British CIS workers and our con-
sultant psychiatrist, as well as between psychiatrists in
Taiwan was found to be acceptable.21,22 Psychiatric
diagnoses based on CIS assessment were made by our
consultant psychiatrist according to the ICD-10 Diag-
nostic Criteria for Research (ICD-10-DCR).23

Statistical analyses

Simple descriptive statistics were used to show the
characteristics of responders and the distribution of
psychiatric diagnoses in both sexes. To assess the valid-
ity of psychiatric diagnosis by family physicians against
the psychiatrist’s diagnosis, the sensitivity, specificity,
and overall misclassification rate were calculated.

RESULTS

Characteristics of respondents

All of the sample subjects, including 90 men (45%) and
110 women (55%), were successfully investigated.
Their ages ranged from 15 to 86, with a mean of 37.3
years (SD 16.9). Among them, 85 (42.5%) were single,
98 (49.0%) married, and 17 (8.5%) divorced or wid-
owed. A total of 19 (9.5%) were illiterate, 51 (25.5%)
received primary education (6 years), 68 (34%) had 9–
12 years middle school education, and 62 (31%) were
college graduates or higher. A total of 70% of the
respondents were at work and 30% were unemployed
or retired. The percentages of upper, middle and lower
classes among them were 15%, 58.5% and 26.5%,
respectively. There was no significant difference over
the distribution of age, marital, and socioeconomic sta-
tus between the sexes. Only 38.5% of them resided in
Taipei City, and the rest included 47.5% from northern
and 14% from other parts of Taiwan (including 1.5%
from islands).

Another 20 % of the respondents were either found
or suspected to have a major physical disease based on
the assessment by a senior family physician who
reviewed their medical records approximately 1 month
later (results of all laboratory tests were available on
records). The rest were judged to have been suffering
from minor physical illness or somatic symptoms.

Psychiatric diagnosis based on Clinical Interview 
Schedule assessment

Table 1 shows the distribution of psychiatric diagnosis
based on the CIS assessment carried out by our con-
sultant psychiatrist. A total of 102 subjects (51% of the
total respondents) were found to have at least one
ICD-10-DCR psychiatric diagnosis. The most common
diagnostic group was the neurotic, stress-related and
somatoform disorders (F40-F48), followed by depres-
sive disorders (F30-F39) and non-organic insomnia
(F51.0). Men had a significantly higher rate of alcohol
use disorders than women, whilst rates of neurotic,
stress-related and somatoform disorders and overall
morbidity were significantly higher in women than in
men.
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Psychiatric diagnosis by family physicians

The distribution of psychiatric diagnosis given by the
family physicians is shown in Table 2. Formal psychiat-
ric diagnoses were made in 18.9% of men and 23.6% of
women without any significant difference between
them. The most common diagnoses included: anxiety
disorder, non-specific neurosis, sleep disorder, and psy-
chosomatic disorder. The former two categories occu-
pied 72% of all the diagnoses.

Psychiatric diagnosis: family physician versus 
psychiatrist

The overall rate of mental disorders diagnosed by fam-
ily physicians was much lower than that assessed by
the psychiatrist using the CIS (21.5% vs. 51%). Family
physicians only recognized 69% of all psychiatric cases
among the study subjects. While the specificity for any
diagnosis of mental disorder by family physicians was
very high (91%), the sensitivity was quite low (30%)

Table 1. Psychiatric diagnoses among family medicine clinic attenders in a medical center in Taipei

ICD-10-DCR diagnoses Male (n = 89) Female (n = 111) Total (n = 200)

Organic anxiety disorder (F06.4) 1 (1.1) 1 (0.9) 2 (1.0)
Alcohol use disorders (F10) 7 (7.9) 1 (0.9) 8 (4.0)2
Bipolar affective disorder (F31) 0 1 (0.9) 1 (0.5)
Depressive disorders 8 (9.0) 17 (15.3) 25 (12.5)
Depressive episode (F32) 2 (2.2) 7 (6.3) 9 (4.5)
Persistent mood disorders (F34, F38) 6 (6.7) 11 (9.9) 17 (8.5)
Neurotic, stress-related & somatoform disorders 24 (27.0) 47 (42.3) 71 (35.5)**
Panic disorder (F41.0) 0 4 (3.6) 4 (2.0)
Generalized anxiety disorder (F41.1) 8 (9.0) 8 (7.2) 16 (8.0)
Mixed anxiety and depressive disorder (F41.2) 5 (5.6) 6 (5.4) 11 (5.5)
Anxiety disorder, unspecified (F41.9) 0 8 (7.2) 8 (4.0)
Adjustment reaction (F43.2) 4 (4.5) 9 (8.1) 13 (6.5)
Dissociative motor disorder (F44.4) 0 1 (0.9) 1 (0.5)
Somatoform disorders (F45) 7 (7.9) 12 (10.8) 19 (9.5)
Nonorganic insomnia (F51.0) 4 (4.5) 8 (7.2) 12 (6.0)
Pathological stealing (F63.2) 1 (1.1) 0 1 (0.5)
Personality disorder (F60) 1 (1.1) 2 (1.8) 3 (1.5)
Mild mental retardation (F70.0) 1 (1.1) 0 1 (0.5)
Total psychiatric morbidity† 37 (44.5) 65 (55.5) 102 (51.0)*

†Each patient may have more than one diagnosis.
Sex difference: *P < 0.05; **P < 0.02.

Table 2. Mental disorders diagnosed by family physicians: prevalence rates (%) by sex

Diagnoses Male Female Total

Affective psychoses 0 1 (0.9) 1 (0.5)
Anxiety disorder 4 (4.4) 12 (10.9) 16 (8.0)
Hysteria 0 1 (0.9) 1 (0.5)
Neuroses 8 (8.8) 7 (6.4) 15 (7.5)
Alcohol dependence 1 (1.1) 0 1 (0.5)
Sleep disorders 2 (2.2) 2 (1.8) 4 (2.0)
Kleptomania 1 (1.1) 0 1 (0.5)
Psychosomatic disorders 1 (1.1) 3 (2.7) 4 (2.0)

Total morbidity* 17 (18.9) 26 (23.6) 43 (21.5)

*c2 test between two sexes: non-significant.
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with an overall classification rate of 53%. In particular,
the sensitivity and specificity for alcohol use disorders
were 14% and 100%, respectively.

None of the 25 respondents with diagnoses of
depressive disorders given by our consultant psychia-
trist received this diagnosis from family physicians.
Among them, 14 (56%) did not receive any psychiatric
diagnosis and the rest were diagnosed as having anxi-
ety disorder (n = 7), hysteria (n = 1), insomnia (n = 1),
tension headache (n = 1), and kleptomania (n = 1) by
family physicians. Family physicians also under-diag-
nosed alcohol use disorder (only 1 in 8) and sleep dis-
order (only 4 in 12).

Of the six normal respondents who were misclassi-
fied by family physicians as having psychiatric morbid-
ity, all had subclinical somatic symptoms. Four of them
were diagnosed as having psychosomatic disorders
(functional gastrointestinal disorder and tension head-
ache), and the rest with ‘globus hystericus’ and ‘neu-
rotic disorder’. These diagnoses were given only by two
out of the 12 family physicians, suggesting a personal
preference.

Respondents’ chief complaints

The spontaneous chief complaints of respondents
before further enquiry by CIS interview, are shown in
Table 3. It was found that 89.5% of respondents gave
entirely physical complaints, 3% gave entirely psycho-
logical complaints, and 0.5% gave both physical and
psychological complaints. The rest (7%) visited the
clinic for various reasons including health screening
and premarital counseling. Around half (52.5%) of the
respondents with entirely physical complaints had psy-
chiatric diagnoses from our consultant psychiatrist.

Previous consultation among respondents

A high proportion of all respondents (76%) made one
or more consultations for the same chief complaint(s)
before visiting the family medicine clinic (Table 4).
They sought help from various medical professionals
(often multiple) including general practitioners, gen-
eral hospital doctors, Chinese doctors, pharmacists
(they were legally allowed to sell a wide range of drugs
without physician’s prescription except antibiotics and
psychotropics), and laboratory technicians (they were
allowed to perform various simple laboratory tests
without a physician’s order). Only two of them, one
with bipolar affective disorder and the other with alco-
hol dependence, had visited psychiatrists before.

Rates of having any consultation were similar
between cases and normal. However, cases signifi-
cantly outnumbered normal in consulting general hos-
pital doctors and Chinese doctors. The mean number of
consultation in the last 1 month before visiting the fam-
ily medicine clinic was also significantly higher in cases
than in normal (Table 4). About a quarter of cases had

Table 3. Chief complaints (%) spontaneously reported by
family medicine clinic attenders

Male
(n = 90)

Female
(n = 110)

Total
(n = 200)

Entirely physical 85.3 92.8 89.5
Entirely psychological 5.6 0.9 3.0
Physical and psychological 1.1 0.0 0.5
Miscellaneous reasons† 7.9 6.3 7.0

†Including health screening and premarital counseling.

Table 4. Mental illness and previous consultations among family medicine clinic attenders

Normal
n (%)

Cases
n (%)

Total 
n (%)

Previous consultation†

General practitioner (GP) 34 (34.7) 44 (43.1) 78 (39.0)
General Hospital 21 (21.4) 37 (36.3) 58 (29.0)*
Pharmacist 17 (17.3) 13 (12.7) 30 (15.0)
Laboratory technician 7 (7.1) 5 (4.9) 12 (6.0)
Chinese doctor/herbs 11 (11.2) 22 (21.6) 33 (16.5)*
None 25 (25.5) 23 (22.5) 48 (24.0)

Frequency of consultation (mean, s.d)‡ 1.8 (1.2) 2.3 (1.9) 2.0 (1.6)
Ever use hypnotics 4 (4.1) 25 (24.5) 29 (14.5)**

Previously 2 (2.0) 9 (8.8) 11 (5.5)
Currently 2 (2.0) 16 (15.7) 18 (9.0)

Total no. 98 102 200

†Each respondent may have more than one consultation; *P < 0.05;  **P < 0.0001; ‡t = 2.37, P < 0.02 (in the past 1 month).
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used hypnotics before and 15.7% were current users.
The prevalence rates of psychiatric cases among sub-
jects with and without previous consultation(s) were
close to each other, being 52.0% (79/152) and 47.9%
(23/48), respectively.

Management from family physicians

Among the 43 respondents diagnosed as having mental
illness by the family physicians, only two (4.7%,
approximately one out of every 20 cases) were referred
to see the psychiatrist. One of them had a psychiatric
diagnosis of anxiety disorder, and the other had klep-
tomania comorbid with a depressive episode. Psycho-
tropic prescription was given for 67.4% of these 43
respondents, including all the six false positives.

Interestingly, 13 respondents not having any psychi-
atric diagnosis from family physicians (seven psy-
chiatric cases and six normal) received psychotropic
prescription from them. Among the seven cases, three
were given hypnotics, including two suffering from
major physical conditions comorbid with anxiety and
one with long-term school pressure. The family physi-
cian did not regard their insomnia as a psychiatric
problem. The remaining four were given benzodiaz-
epines to temporarily relieve their pain from somatic
symptoms that were suspected to have come from
physical diseases.

Although physical examination did not find anything
abnormal, a series of laboratory tests were arranged
for them. Among the six normal, five were given hyp-
notics for their transient or occasional sleep problem
caused by acute physical conditions or excessive work.
The last one had a mild chest discomfort and was wor-
ried about having a heart condition, which was found
in several members of his family. Anxiolytics were pre-
scribed for him.

DISCUSSION

Methodological consideration

This study applied a standardized psychiatric interview
among a representative sample from consecutive new
visitors of a family medicine clinic in a medical center
in Taipei. Although it was only conducted in one family
medicine clinic, the study subjects came from various
parts of Taiwan and most of them suffered from minor
physical illness or somatic symptoms. In fact, nearly all
the general hospitals (private and public) and medical
centers in Taiwan now have family medicine clinics.
More than half of our study subjects had consulted
them previously, and only about one-third ever con-
sulted general practitioners for the same discomforts.

The wide variety of medical professionals and tradi-
tional healers they had consulted before does reflect
the general help-seeking behavior of people in Taiwan.
Furthermore, rates of common mental disorders were
very similar between study subjects with and without
previous consultation. Therefore, we believe that find-
ings in this study can reflect the general picture of psy-
chiatric morbidity in general medical care in Taiwan.

Prevalence of mental disorders in general health 
care across east and west

The overall prevalence rates of mental illness in gen-
eral health care previously reported have varied
widely.2,24 Such differences might have come from dif-
ferences in case definition and case identification, in
sociodemographic characteristics of study subjects, in
general health care settings, and in help-seeking pat-
terns of psychiatric cases in different societies.

It is, therefore, more sensible to compare rates of
common mental disorders among studies using the
same case finding instrument. When such an exercise
was made among studies using the semistructured CIS,
it was found that rates were largely similar, around
20% to 35% in western societies.4,25 Moreover, the cor-
responding rates in non-western countries, including
Taiwan, were generally considerably higher, around
45% to 55%,26,27 with one exception in the United Arab
Emirates (27.6%).28

The evidence seems to suggest that the rates of com-
mon mental disorders are generally higher in non-
western general health care. This might be attributable
to either higher prevalence rates of mental disorders in
the community there, or differences in pathways to
psychiatric care between east and west.9 The evidence
gathered hitherto does not seem to support the former
speculation, since comparable rates of specific mental
disorders among general population studies using the
same case definition and case identification instru-
ments have been observed over the years.29

The difference in prevalence of such morbidity
among general health care attenders between devel-
oped and developing countries is more likely attribut-
able to differential pathways to psychiatric care among
psychiatric cases in the community. First, it may be due
to differences in illness behavior, that is, psychiatric
cases in developing countries tend to visit general med-
ical physicians rather than psychiatrists. Second, there
is much less sufficient psychiatric services in develop-
ing countries, leading to a higher proportion of psychi-
atric patients being treated in general health care.
Third, the ability to detect psychiatric cases by general
medical physicians is poorer in developing countries,
leading to an accumulation of such cases in general
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health care. Fourth, there might be a lower rate of
referral of psychiatric patients by general medical phy-
sicians contributing to the accumulation of patients.

Differences in pathways to psychiatric care

In western societies with a well-established health care
delivery system, the pathway to psychiatric care essen-
tially follows the model proposed by Goldberg and
Huxley (1992) with five levels and four filters.9 By and
large, a psychiatric case in western communities has to
pass the second filter (i.e. the general practitioner’s rec-
ognition) and the third filter (i.e. the general practitio-
ner’s decision to refer) to reach the mental health
professional. Hence, a higher permeability for the two
filters will bring about a lower prevalence of common
mental disorders in general health care. In developing
countries lacking such a delivery system, psychiatric
cases in the community may be referred by traditional
healers, general practitioners or general hospital doc-
tors whom they visit first to receive psychiatric care, or
they may indeed directly go to see psychiatric special-
ists.8 All these patterns can be found in Taiwan. In any
case, the proportion of psychiatric cases treated by psy-
chiatric professionals would be lower than that in
developed nations, and the permeability of the second
and the third filter in all the non-psychiatric medical
settings is presumably equally low.

In this study, family medicine physicians failed to
recognize 69% of the psychiatric cases, a figure com-
patible to those in previous studies conducted in devel-
oping countries.30 It might be postulated that the higher
prevalence of common mental disorders found in gen-
eral health care in developing countries has largely
come from a much lower permeability of the second
filter, resulting in a higher accumulation of ‘hidden
psychiatric morbidity’ in general health care there.

The lower rate of psychiatric case identification in
general health care in developing countries might have
come from the characteristic illness behavior of the
psychiatric cases and the limited psychiatric education
for general medical physicians there. It has been
reported that a higher proportion of psychiatric cases
in developing countries tend to solely report their
somatic symptoms (somatization).31 In this study, only
3.5% of the respondents spontaneously reported psy-
chological discomforts as their chief complaints, com-
pared to the much higher rates among their Western
counterparts.9 If properly enquired, however, emo-
tional symptoms can be detected among these cases.18

The much less psychiatric training for medical students
and general medical physicians is attributable to the
severely limited manpower in mental health and the
relative neglect of health administrators and educators

on psychiatric training and education. In Taiwan, resi-
dents in the department of family medicine have on
average only received 2 months of training in clinical
psychiatry.

Mental disorders in general health care

In this study, common mental disorders were found to
have comprised the majority of the psychiatric cases
identified in general heath care. This was in accordance
with findings in previous works.2,5,6 Our finding of a
high specificity and a low sensitivity of family physi-
cian’s diagnosis of common mental disorder are similar
to other studies.32 The low rate of case detection by
family physicians has particularly been observed for
depressive disorders and alcoholism. In a large-scale
study among 1580 family practice patients, American
family physicians detect 27.9% of depressive disor-
ders.16 In another study in Seattle, US and Groningen,
the Netherlands, the kappa agreement for depression
between primary care physician and CIDI diagnosis
was only 0.29.33 The condition is even worse in devel-
oping countries, where general medical physicians had
extremely under-recognized depressive disorders and
had rarely prescribed antidepressants.8 In this study,
none of the patients with depressive disorders were
detected by family physicians. The very low rate of
detecting alcohol-related disorders by family physi-
cians might be partly due to their lack of alertness on
alcohol-related problems. It is evident that the lack of
training in detecting emotional symptoms through
interview is a serious problem among general medical
doctors in Taiwan. Furthermore, psychotropics were
found to have been either under-used or misused in
their practice and nearly no psychosocial intervention
was given.

Implications for further studies and prevention

Previous work has revealed that higher depressive
symptom scores in primary care patients were associ-
ated with poorer health, functional status and quality
of life, and an increased health care use.34 Though
effective case finding may not directly predict a good
outcome of patients with depression,7 it is the first step
and prerequisite for improving the process of care.

Since it is possible that the rates of common mental
disorders in general medical care in developing coun-
tries are higher than those in developed countries, the
improvement in the detection and management of
cases with such morbidity by general medical physi-
cians are highly indicated in the former. To achieve this,
a well-integrated education and training program in
psychiatry for both undergraduate and postgraduate
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medical personnel, with emphasis on the characteristic
illness behavior of psychiatric cases in developing
countries, is urgently needed.
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