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Nosological profile and prevalence of common mental 
disorders of patients seen at the Family Health  

Program (FHP) units in Petrópolis, Rio de Janeiro
Perfil nosológico e prevalência de transtornos mentais  

comuns em pacientes atendidos em unidades do Programa 
de Saúde da Família (PSF) em Petrópolis, Rio de Janeiro

Abstract
Objectives: This study aims to detect the prevalence of common mental disorders among patients seen by doctors at family health 
program units in Petrópolis-RJ, and to establish their nosological profile. Method: The population of the study included all 18 to 65-year-
old patient who attended any family health program units included in the study during a 30-day period, between August and December 
2002 (n = 714). The prevalence of common mental disorders was assessed using the General Health Questionnaire, 12 item version. 
In order to establish the nosological profile, the Composite International Diagnostic Interview was administered to all common mental 
disorders positive patients who accepted to return (n = 215). Results: At the cut-off point of 2/3 the common mental disorders prevalence 
was 56% and for 4/5, it was 33%. The most frequent nosological categories found among common mental disorders positive patients 
were depression and anxiety categories along with posttraumatic stress disorder, somatoform pain disorder and dissociative disorders. 
There was a high frequency of comorbidity, especially between anxiety, depression, somatoform and dissociative disorders. Conclusions: 
The common mental disorders prevalence and the nosological profile found in FHP were similar to those of other primary care studies 
in Brazil, but some disorders (posttraumatic stress disorder, somatoform pain disorder and dissociative disorders) that had not been 
previously studied in this context were also very frequent. The high common mental disorders prevalence found reinforces the urgent 
need for systematic inclusion of this level of care in mental health assistance planning.  

Descriptors: Mental disorders; Epidemiology; Prevalence; Primary health care; Family health

Resumo
Objetivos: Conhecer a prevalência de transtornos mentais comuns na clientela atendida no Programa de Saúde da Família (PSF) em 
Petrópolis-RJ e seu perfil nosológico. Método: Foram estudados todos os pacientes entre 18 e 65 anos atendidos no período de 30 dias, 
entre agosto e dezembro de 2002 (n = 714). A prevalência de transtornos mentais comuns foi avaliada por meio do General Health 
Questionnaire 12 itens. Aos pacientes considerados positivos para transtornos mentais comuns foi aplicado o Composite International 
Diagnostic Interview para caracterização nosológica (n = 215). Resultados: Detectou-se prevalência de 56% de transtornos mentais 
comuns para o ponto de corte 2/3 e de 33% para 4/5. As categorias nosológicas mais comumente encontradas entre os pacientes com 
transtornos mentais comuns positivos foram depressão e ansiedade, junto com transtorno de estresse pós-traumático, transtorno de dor 
somatoforme e transtornos dissociativos. Houve alta freqüência de comorbidade, especialmente entre transtornos ansiosos, depressivos, 
somatoformes e dissociativos. Conclusões: A prevalência de transtornos mentais comuns e o perfil nosológico encontrados foram equi-
valentes àqueles de outros estudos em Atenção Primária no Brasil, porém destacaram-se transtornos não pesquisados anteriormente 
neste campo (transtorno de estresse pós-traumático, transtorno de dor somatoforme e transtornos dissociativos). A alta prevalência 
de transtornos mentais comuns reforça a necessidade urgente de inclusão sistemática desse nível de cuidado no planejamento da  
assistência em saúde mental. 

Descritores: Transtornos mentais; Epidemiologia; Prevalência; Atenção primária à saúde; Saúde da família
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Introduction
Mental health problems presented by patients attending  

general health units have been object of different studies since the 
80’s. The findings of the Epidemiological Catchment Area Study 
(ECA) – a multicenter community study performed in the U.S.A. 
– demonstrated that 40-60% of the mental health demands were 
being seen by general practitioners in primary care units.1,2 The 
multicenter study sponsored by the WHO in the beginning of the 90’s 
– “Psychological Problems in General Health Care” (PPGHC/WHO) – 
ratified the high prevalence of mental health disorders at this level 
of care, with a mean of 23% in 15 countries, including Brazil.3-5 It 
was considered a specific demand, with different characteristics from 
those patients seen at specialized mental health clinics, emphasizing 
the fact that a large number of patients with emotional suffering tend 
to seek treatment with general practitioners.

Goldberg6-8 has pointed to the fact that these patients present 
acute anxiety and depression disorders, with less serious symptoms, 
associated with stressful life events, which often remit spontaneously, 
and a predominance of somatic symptoms on their presentation, in 
counterpoint to psychological symptoms. These disorders have been 
called common mental disorders (CMD), and have been studied in 
community settings and in primary care units in various countries. 
The worldwide research on CMD has ratified its prevalence of 18% 
and 27%9-11

 in different communities. In Brazilian community 
studies, these percentages range from 19% to 40%.12-16 The 
largest worldwide3 study carried out in general health units was the 
PPGHC/WHO, which has found prevalence ranging from 12.2% in 
Ankara (Turkey) to 51% in Chile. There have been other outstanding 
studies that have demonstrated prevalence of 23.4% to 58.8%.17-

20 In Brazil, there are very few studies on CMD prevalence among 
patients of general care units. One of them4 was carried out in a 
general outpatient service at a university hospital, and it was part 
of the PPGHC/WHO. This study included not only CMD but also 
the prevalence of some of the most important categories from the 
ICD-10, having found a prevalence of 38% of mental disorders with 
at least one ICD-10 diagnosis. Three other studies were conducted 
in Basic Health Units (UBS - Primary Care Units) back in the 
eighties.21-23 Only one21 of them has included the prevalence of 
specific nosological categories. The others have aimed at detecting 
the prevalence of CMD in primary care, which was around 50% of 
all patients attending these units. 

Some of the international studies on CMD held in primary care 
units have also aimed at establishing the nosological profile of its 
patients.3,4,24 There is a predominance of depression and anxiety 
disorders, followed by alcohol-related and somatoform disorders. 
The comorbidity of these disorders is also quite common.3,7,24 In the 
PPGHC/WHO study, between 2.3% and 33.3% of the patients have 
presented more than one diagnosis, with emphasis on those between 
the subtypes of depressive disorders and the different categories of 
disorders associated with somatization (somatoform and dissociative 
disorders). In the WHO multicenter study on somatoform disorders, 
around 24% of the patients studied fulfilled the criteria for more 
than one of these disorders.25,26 

Primary care assistance underwent several changes in Brazil 
during the last decade due to the organization of the new Family 
Health Program (FHP), which aims at being able to solve 80% of 
all health problems, including mental health ones. Unfortunately, 
most of the professionals working in the Family Health Teams are 
not adequately trained to deal with patients presenting this type of 
problems, which must be better understood on their prevalence, 
nosological profile, determinants and symptomatology in this level 
of the health system. This knowledge is essential to organize specific 
primary care therapeutic interventions and adequate mental health 

training of the teams, so that morbidity, costs, and the patients’ 
disability level can be reduced. No other study has been carried out 
before to determine the prevalence of CMD among patients seen by 
the teams from the FHP.

This study is part of the “Petropolis Study”, from the Research Line 
on “Mental Health and Primary Care” (CNPq). The objective of this 
study is to determine the prevalence of CMD among the patients seen 
at the Family Health Program (FHP) in the Municipality of Petrópolis, 
State of Rio de Janeiro, and establish, with no definition of any specific 
prevalence, the nosological profile of these patients according to the 
CID-10,27 also examining the occurrence of comorbidity.

Method
1. Research design and population
The study was conducted as a survey in five (5) urban units of the 

Family Health Program (FHP) in the Municipality of Petrópolis. These 
units were selected because they were receiving undergraduate 
nurse and medical students for training. Petrópolis is located in the 
mountainous region of the State of Rio de Janeiro, with a population 
of 300,000 inhabitants in rural and industrialized urban areas. At 
the time of the survey, there were 25 teams in the Family Health 
Program, which, according to the guidelines of the Ministry of Health, 
should serve between 600 and 1,000 families each, depending 
on the specific characteristics of each area. The five areas present 
patients with similar profiles as far as their urban socioeconomic 
characteristics are concerned. The reference population for the 
sample population consisted of those patients seen at these five units 
from August to December 2001, totaling 4,928 patients. Interviews 
were initially held with all patients from 18 to 65 years of age, seen 
by the family doctor, for a period of 30 days in each unit, between 
August and December 2002. Those patients younger than 18 years 
or older than 65 years of age, and those with abnormal cognitive 
functioning were excluded from the study.

2. Measures
All patients answered a questionnaire to determine their 

socioeconomic and demographic profile. 
The prevalence of common mental disorders was assessed using 

the General Health Questionnaire comprising 12 items (GHQ-12), 
which was administered to all patients. This questionnaire is a well 
established standardized screening tool28 and was validated in its 
Brazilian version29 having the Clinical Interview Schedule as the 
gold standard. The cut-off point used to characterize the patients 
as having CMD was 3 positive answers out of 12 (referred to as 
GHQ3 from now on). In order to determine the more intensive and 
severe disorders, a cut-off point of 4/5 (GHQ5) was considered, as 
recommended by the PPGHC/WHO study. The Brazilian version of 
GHQ-12, at the cut-off point of 2/3, showed sensitivity of 91% and 
specificity of 71%, and, at the cut-off point of 4/5, for a population 
with no more than four years of schooling, sensitivity of 76% and 
specificity of 82%.5,30 Even though it is a highly sensitive tool, 
some patients were not identified as specific cases, mainly those 
under psychiatric treatment because, during the period in which 
the questionnaires were answered (15 days prior to the interview), 
many of them may have been non-symptomatic. Following the 
orientation of the GHQ Manual,31 two extra questions were added 
in order to determine false negatives:

1) “Have you used any medication in the last two (2) weeks?” 
(Positive in cases of use of psychotropic). 

2) “Have you considered yourself as a nervous person/suffering 
from nervous disorders sometime in the last two (2) weeks?”

All questionnaires were read to the patients by the interviewers 
(who were students from the Medical and Psychology Colleges 
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The frequency of the main syndromes found in patients 
with common mental disorders (being either positive or false 
negatives at the GHQ) that responded the CIDI can be seen in 
Figure 1. Anxiety (n = 86, 40%) and depressive syndromes 
(n = 97, 45%) are outstanding. The high frequency of 
somatization (n = 47, 22% of somatoform disorders and  
n = 44, 20% of dissociative disorders) is also important, as 
are the disorders related to alcohol abuse (10.9%). 

Table 2 shows the percentages of the disorders elicited among 
patients with common mental disorders, not only current but 
also lifetime problems. The most frequent, in a decreasing order, 
were: posttraumatic stress disorder, somatoform pain disorder, 
dissociative motor disorders, moderate and severe depressive 
episodes, dysthymia, agoraphobia, generalized anxiety disorder, 
and dissociative anesthesia.

There was comorbidity among depressive and anxiety 
syndromes in 57 patients (26.5% of the total CIDI patients), 
and those syndromes were also related to chronic somatization. 
The majority of the patients with somatoform disorders (77%) 
presented anxiety or depressive disorders during their lifetime. 
One third of those with dissociative disorders presented more 
than one dissociative disorder and 70% had comorbidity with 
anxiety and/or depressive disorders. The association between 
somatoform and dissociative disorders is also high, reaching 
30% of those patients with dissociative disorders.

Discussion
The crude prevalence of CMD in the FHP Units in Petrópolis 

was 56%, which is similar to the ones found by previous 

locate in Petrópolis). This methodological adaptation has often been 
used in Brazilian public research projects4,5,27 due to the low level of 
literacy of the population.

All the GHQ positive (2/3 cut-off point) patients, as well as those 
GHQ patients who were suspected of being false negatives by the 
above mentioned criteria, were invited to a second interview in order to 
establish their nosological profile through a structured interview, using 
the Composite International Diagnostic Interview (CIDI). This structured 
interview was devised by Robbins et al. with the purpose of  defining 
the mental disorders present, according not only to the CID-10 but also 
to the DSM-IV.32 We used the Brazilian version of the CIDI 2:1, whose 
validation shows sensitivity ranging from 13.2% for substance related 
disorders to 67.3% for depressive disorders and specificity ranging from 
79.6% for depressive disorders to 100% for eating disorders.33 This 
sample was deliberately biased since one of the aims was to identify 
the highest possible number of false negative GHQ so that a detailed 
nosological profile of those patients with CMD could be established. 
Therefore, the study did not intend to estimate the lifetime prevalence 
of specific psychiatric diagnosis in the whole population of patients 
who visited the FHP.

The SPSS 8 was used for data analysis. 

3. Ethical considerations
This research was submitted to the consideration of the Ethics 

Committee of the Social Medicine Institute, UERJ (Comitê de Ética do 
Instituto de Medicina Social/UERJ) and was regarded as adequate to 
be applied to a human population. 

Results
Interviews were held with 714 patients (93% of the total seen by the 

doctors during the period), with the following socioeconomic profile: 
predominantly female (74.1%), the majority of them married (60.8%). 
As to race: 52.1% considered themselves as whites. The most common 
religious group was Catholic (57.6%). Educational level was very low, 
considering that 8.7% were illiterate, 45.3% had studied up to the 4th 
Grade of Elementary School and only 22.9% had finished it (8th Grade). 
The age distribution in three levels revealed a slight predominance of 
patients in the 50 to 65 age bracket (39.5% of the total number). It 
is a low income population, 88% of which had a per capita monthly 
income of up to one minimum wage (U$ 80). The sample consisted 
of 31.8% of patients who sought emergency care, 36.6% came for  
individual return visits, and 25.1% were group patients. The 
sociodemographic data of the sample is shown on Table 1.

The prevalence of CMD (at the GHQ-12 cut-off point of 2/3) was 
56% (95%CI, 52.36-59.04, n = 400). Among the 314 GHQ negative 
patients, 69 (9.6% of the total) were identified as false negatives. For 
the 4/5 cut-off point, the prevalence of positive patients was 33% (95% 
CI, 29.55-36.45, n = 251). If we adjust by the GHQ specificity and 
sensitivity for the 2/3 cut-off point, we’ll find an adjusted prevalence of 
64% of CMD, and for the cut-off point of 4/5, it will be of 37%. 

There was a return of 215 patients for the CIDI (around 45% of the 
total positives). They are similar to the total amount of patients that 
were positive for CMD for GHQ mean values and all socioeconomic 
variables (sex, income, educational level, and marital status), 
except for age, since they were significantly younger (p = 0.003). 
There was a loss of five (5) patients (2%) that could not complete 
the interview due to cognitive deficits. Of these 215 patients, 55 
(25.6%) were considered as negatives in the CIDI evaluation. 
Among the 155 patients with a CIDI diagnosis, 34 (16% of 215 
patients) presented only one diagnosis during lifetime. The others 
(56% of the total) presented more than one diagnosis, reaching a 
maximum of nine (9) diagnoses. The mean of the sample was 2.2 
diagnoses per patient.
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studies carried out in Brazil during the 80’s by Busnello,21 Mari,22 
Iacopponi,23 and by Villano5

 in 1998. When the 4/5 cut-off point is 
used, we find an adjusted prevalence of 37% of the patients with 
mental disorders of severe intensity (according to the criteria applied 
by the PPGHC/WHO), a percentage that is very similar to the 38% 
prevalence of psychiatric disorders found by Villano et al. in Rio de 
Janeiro in general outpatient units.5

There is a subgroup of the GHQ positive patients (25%) that 
are presumed to have CMD but who went undetected in the CIDI 
diagnosis. This difference, besides the psychometric characteristics 
of the screening instrument, may be explained by the inadequacy 
of the classifications presently used in psychiatry for patients seen 
in primary care units.7,34,35 The main reason for this inadequacy 
originates from the existing classification model, categorical by 
definition and organized according to the data from patients seen 
by specialized units. In primary care, the discontinuity among the 
different psychiatric disorders (anxiety and depression, for example), 
and between these and normality is even less well defined. The 
symptoms distribute themselves in a dimensional way and suffer 
modifications over time, including spontaneous remission,7,24,35,36 
which makes the categorical classifications inappropriate. 

Although the prevalence of specific psychiatric diagnosis in the 
general population that seeks primary care at the FHP units was 
not assessed, the profiles of the most frequent psychiatric disorders 
found in patients with CMD can show the  nosological hierarchy 
in that type of setting, giving important clues to health planning 
and directing further research. In the following paragraphs we will 
analyze these profiles, comparing them with the results found in 
prevalence studies of psychiatry disorders in primary care settings, 
both in Brazilian and international studies. When we are dealing 
with the nosological distribution, it must be kept in mind that the 
proportions found in this study do not mean prevalence rates, as 
only patients with CMD were interviewed, and for this reason the 
numbers are not shown.

Depression was the most frequent syndrome among patients 
with CMD. The different subtypes found are typical of this type of 
demand. It is surprising that among them a high frequency of severe 
cases (severe episodes and recurrent disorders) was found. Anxiety 
disorders were also very common. Alcohol abuse and dependence 
also appear as an important diagnosis among these patients, as 
well as in the PPGHC/WHO.4

The results are compatible with those found by Villano in 
the multicenter WHO4,5 study (Psychological Problems in  
General Health Care – PPGHC/1995) in the city of Rio de Janeiro. 
In that study, the high prevalence of anxiety disorders in Brazil was 
different from the predominance of depressive disorders found in 
most other centers.4 The importance of anxiety disorders among the 
pathologies presented by these patients is confirmed in the present 
study. The use of the CIDI 2:1 made it possible to find a high 
frequency of posttraumatic stress disorders (PTSD) not detected by 
previous studies due to limitations of the research instruments that 
were then available. It is possible that the high prevalence of anxiety 
disorders found by Villano may have included PTSD, which was not 
considered at the time. This was the main subtype of anxiety lifetime 
disorder, even if not present at the moment of evaluation, when the 
predominant disorders were generalized anxiety and phobias. As in 
Villano study,4 no cases of panic disorders were found here.

An interesting aspect of the nosological profile that was found is 
the greater accuracy of the data concerning those disorders related 
to somatization phenomena. The use of the CIDI 2:1, which applies 
more specific and restrictive criteria, demonstrated the inadequacy 
of “somatization disorder” as the main category to classify this 
phenomenon. While the somatization  phenomenon35-38 is, in itself, 
quite common, somatization disorder is less frequent (0.5% of 
the patients evaluated), as has been verified by other studies.24,39 
It seems that, as a category, this disorder is not related  to the 
alterations presented by these patients, with unspecific somatic 
complaints and, while being the main diagnosis category of this 
group, it is quite rare in comparison to the others. Somatoform pain 
disorder stands out as a more frequent category in this population. 
This category had already shown itself to be the most frequent 
(present in a mean of 15% of the patients) among subtypes of the 
somatoform disorders in the WHO Somatoform Disorders Multicenter 
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Study.25 It is necessary to emphasize the importance of pain as 
a reason to seek treatment. It has been recognized as the main 
complaint of patients in general health units by many research 
projects, including the PPGHC/WHO.3,25,40 Pain stands out as an 
important symptom related to somatization due to its subjective 
nature and to the fact that it is often associated with mental disorders 
in general. This inadequate categorizing of somatoform disorders 
has also been detected in other worldwide studies on somatization 
and has been questioned by specialists on the area.36-39 Another 
interesting finding among those diagnostic categories involved in the 
somatization phenomenon are the dissociative disorders (found in 
20% of the patients), motor and anesthetic, which showed them to 
be quite frequent in our population and which have been very seldom 
studied in other populations.3 Once again, it has been confirmed 
how frequently we find diagnosis comorbidities among distinct 
syndromes that present somatization phenomenon (somatoform 
and dissociative) and depressive and anxiety disorders. 

The high frequency of comorbidity confirms the need of reviewing 
the existing psychiatric classifications concerning the nosological 
profiles of patients of the basic health units. As far as this group of 
patients is concerned, mental disorders seem to place themselves 
more in a continuum of symptoms than in distinct categories – even if 
these categories represent the basis of the present classifications. The 
inadequacy of the categories presently used for primary care patients 
is consensual, and the WHO has devised a specific classification 
for the primary care units, the CID-10-AP.34

Our study has several limitations. The most important one is 
that we worked with common mental disorders, as defined by the 
GHQ, and that it was not possible to determine the real prevalence 
of each of the main categories diagnosed by the CIDI, as we did 
not consider their frequency in the GHQ negative patients. We had 
a return of 45% of the patients invited for the CIDI, a result similar 
to the Latin American centers in the PPGHC/WHO study.3

 We 
probably had a detection bias in the patients’ return for the CIDI, 
which is an instrument that requires a long time of application and 
great availability on the part of the patient demanding a special 
motivation from them, which may bring an overrepresentation of 
the most severe cases. On the other hand, since our secondary 
objective was to establish the nosological profile of these patients, 
we believe we attained our objective by revealing the importance of 
mental disorders such as the PTSD and somatoform pain disorder, 
which had not been previously studied. 

Our attention has been drawn to the high number of posttraumatic 
stress disorders found by this study. We do not find it possible to 
make general inferences based on this regarding other parts of the 
country, because it could reflect data that is specifically related 
to the Municipality of Petrópolis. Being located in a mountainous 
region, Petrópolis often suffers with heavy summer rains and 
consequent landslides – the very communities in which this research 
was conducted endured such events during Christmas 2001 and 
January 2003, facing dozens of deaths. It is necessary that other similar 
research projects be held in Family Health Units in other parts of 
the country so that there can be a more precise characterization of 
this demand.

Conclusions
Our study confirmed that there is a high prevalence of CMD 

in the population seen by the Family Health Units Staff in the 
Municipality of Petrópolis. Among these, we have to highlight anxiety 
and depressive ones, with a special mention to the high frequency 
of posttraumatic stress disorder, never mentioned by other studies 
previously held in Brazil. Comorbidity is high, having been found 
in 56% of the patients that came for the profiling. The clinical 
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syndromes associated with the somatization phenomenon are also 
important, especially somatoform pain disorder and dissociative 
disorders. These data bring forth the importance of somatization in 
the demand of mental health in primary care in Brazil.

The great demand for treatment that mental health patients 
have been placing in the FHP Units imposes the inclusion of the 
family health teams in the assistance network on mental health. 
They should receive specific qualification for this kind of work, 
including training on how to diagnose and treat patients with anxiety, 
depressive and somatoform disorders. 
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