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Depression and functional bowel disorders in
gastrointestinal outpatients
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SUMMARY Although depression has been linked with both the irritable bowel syndrome and
non-organic abdominal pain, which are common in gastrointestinal outpatients, the prevalence of
depression in most surveys of outpatient practice has been low. Use of the Beck Depression
Inventory to screen new referrals to a general medical and gastrointestinal clinic and to a minor
surgical clinic showed that 50 of 100 medical patients were rated as having some degree of
depression, compared with 14 of 75 (19%) of the surgical patients in whom abdominal pain and
bowel dysfunction were rare (X2=9*6, p<O0O1). In the medical clinic no organic disorder was
detected in 64% of the depressed patients, the majority of whom presented with abdominal pain
or irritable bowel syndrome. Depression was significantly commoner in this group of patients
than in those with other conditions, (X2=6*63, p=OO1). That depression is common in
gastrointestinal outpatients is not always appreciated and its symptoms should be sought in all
patients with bowel dysfunction and chronic abdominal pain.

It has often been noted that patients with the
irritable bowel syndrome may suffer from depres-
sion, the prevalence varying widely from 9%1 to
45%.2 Some authors consider irritable bowel syn-
drome to be an integral part of depression,-5 and it
may also be found in up to a third of patients with
non-organic abdominal pain.67
Most gastrointestinal outpatients do not have

identifiable organic illness and suffer from functional
disorders such as irritable bowel syndrome and
chronic non-organic abdominal pain8'0 but in two
large published series the proportion of patients
diagnosed as being depressed was 2-5% and 0%.9 10
If there is a connection between depression and
these disorders, depression should be commoner in
gastrointestinal outpatients. Specially constructed
research interviews with patients in a gastrointes-
tinal clinic have revealed a psychiatric diagnosis in
almost half the patients," but without such psychiat-
ric screening, physicians miss the diagnosis of
depression in half their affected outpatients. 12
Several questionnaires of psychiatric symptoms are
available, of which the Beck Depression Inventory'3
has been recommended for screening in general
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practice14 and has been modified to a short self-
assessment form, easily completed in a few minutes
without supervision.'5
The aims of this study were to use the inventory to

establish the number of patients suffering from
depression among new referrals to a general medical
and gastrointestinal clinic and to a general surgical
clinic, to determine with what symptoms and condi-
tions depressed patients presented, and to see
whether the inventory scores affected the readiness
of the clinician to prescribe antidepressants.

Methods

PATIENTS
Consecutive new referrals to a general surgical and
to a general medical and gastrointestinal outpatient
clinic, with similar waiting lists and held in the same
Health Authority area, were asked to fill in the Beck
Depression Inventory on arrival. Alternate com-
pleted forms were handed to the clinician; the others
were retained unseen as controls.

Depression was diagnosed from the inventory
score using the criteria of Beck and Beck.15 An
independent diagnosis of depression by the clinician
was considered to have been made if an antidepress-
ant was prescribed. To avoid artificially increasing
the clinical diagnosis, no separate formal assessment

1025

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://gut.bm

j.com
/

G
ut: first published as 10.1136/gut.27.9.1025 on 1 S

eptem
ber 1986. D

ow
nloaded from

 

http://gut.bmj.com/


Rose, Troughton, Harvey, and Smith

of depression was requested. Investigation and
management of the patients' medical problems were
not stipulated and diagnoses were made according
to usual clinical practice.

Results

MEDICAL CLINIC
One hundred and ten consecutive new referrals
were asked to fill in the Beck Depression Inventory.
Two patients refused, one non-English speaker was
unable to understand the questions and seven forms
were incomplete, leaving 100 acceptable inventories
(91%). There were 41 men and 59 women (one
M: 1-4F) with a mean age of 46-7 years (range
16-87). Fifty patients scored less than 5 and were
rated as normal. Fifty patients scored in the de-
pressive range, however, 21 from 5-7 (mild), 20 from
8-15 (moderate) and nine more than 15 (severe).
The highest score was 30, the maximum possible
being 39. Four patients felt they would be better off
dead and two others were suicidal. One patient, who
complained of abdominal bloating but denied suicidal
intentions, died of an overdose of paracetamol and
dextropropoxyphene a few days after being
prescribed anti-depressants. No gastrointestinal
pathology was found at necropsy examination.
The mean ages of patients without depression

(45-7 years) and those with mild, moderate or severe
depression (49.4, 44 and 50.8 years respectively)
were similar. The male:female ratio, however, was
1:1 in those who were not depressed but 1:2-3 in the
depressed patients.

Thirty two of the depressed patients (64%) were
diagnosed as suffering from functional disorder on
the basis of the history and appropriate investiga-
tions. The commonest symptoms were altered bowel
habit with abdominal pain - irritable bowel
syndrome - and chronic abdominal pain without
alteration of bowel function. Together, these two
complaints were significantly commoner in the
depressed group (X2=6.63, p=0.01), while organic
disorders were commoner in the non-depressed
group (X2=4-0, p<0 05, Table 1). In several of the
patients with depression and organic disease, this
was a chronic stable condition, such as mitral valve
disease, which was unrelated to the presenting
functional symptom.
The proportion of patients diagnosed clinically as

being depressed increased with the severity of the
depression as rated by the inventory (Table 2). No
patient who scored less than 5 was prescribed
antidepressants. Although for all grades of depress-
ion the proportion of patients prescribed antide-
pressants was greater if the inventory score was
available, no statistical significance was achieved.

Table 1 Clinical diagnoses of 100 consecutive outpatients
and their Beck depression inventory rating

Beck depression inventory rating
<S 5 or more

Irritable bowel syndrome 6 13
Non-organic abdominal pain 0 5
Other functional

gastrointestintal disorders 13* 6t
Non-gastrointestinal functional

disorders 3 8
Organic disease 28 18
Total 50 50

*Constipation 3, aerophagy 3, dyspepsia
oesophageal pain 1, transient weight loss 1.
tVomiting 3, aerophagy 2, dyspepsia 1.

3, vomiting 2,

Table 2 Depression rating of 100 consecutive referrals
using the Beck depression inventory and the proportion
diagnosed clinically

Depression rating Nil Mild Moderate Severe

Patients (n) 50 21 20 9
Diagnosed clinically (n) 0 6 11 6
Diagnosed clinically (%) 0 29 55 66

Like the result of any other test, the inventory
score when abnormal was not always acted upon.
Thirteen patients, rated as depressed, did not have
antidepressants prescribed. In nine of these the
depression was mild; the only patient with severe
depression whose inventory score was not acted
upon was admitted immediately because of alcohol-
ism.

SURGICAL CLINIC
Of 77 new referrals to a general, predominantly
minor, surgical outpatient clinic, 75 (97%) com-
pleted the Beck Depression Inventory; the others
refused. There were 42 men and 33 women
(1M:0-8F) with a mean age of 44-9 years (range
19-83). Sixty one patients (81%) scored less than 5,
nine (12%) were rated as mildly, four (5.4%)
moderately and one (1.3%) as severely depressed.
In two of the depressed patients no organic lesion
was found to explain their symptoms but the other
had minor lesions susceptible to surgical correction.
Only three patients were referred because of abdo-
minal pain or bowel dysfunction. One of these had
non-organic pain and was not depressed. The
clinical diagnosis of depression was made in another
for whom the inventory score was available.
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Discussion

This study using a self-assessment questionnaire
showed that half the patients attending a general
medical and gastrointestinal clinic exhibited some
degree of depression, which was severe in approx-
imately 10%. In a similar study using both interview
and questionnaire the proportion of patients with a
psychiatric diagnosis was of the same order."1 We
conclude that the reason why depression has a low
prevalence in studies of clinical practice is that it is
underdiagnosed. Even in this study undertaken by
interested clinicians, only two-thirds of severely
depressed patients were diagnosed and treated.

Symptoms of chronic non-organic abdominal pain
and irritable bowel syndrome were significantly
more common in the depressed group and this
supports the findings of Macdonald and Bouchier
that a diagnosis of non-organic illness predicted a
psychiatric diagnosis on interview by a
psychiatrist.1' Our data do not support the often
proferred explanation that the symptoms of an as
yet undiagnosed organic disease are the cause of a
secondary depression in these patients. Organic
disease was significantly more likely to be associated
with a normal inventory score. Depression was also
uncommon in the minor surgical clinic, in which
gastrointestinal symptoms and functional disorders
were rare but organic problems common.
The results of the study confirm a relationship

between irritable bowel syndrome and non-organic
abdominal pain, and depression. They are also
compatible with both the hypothesis that such
symptoms are an integral part of depression,4 5 and
the suggestion that psychosocial circumstances drive
patients to consult doctors about complaints, which
are known to be common in the uncomplaining
majority.'6 17 In this connection it is of interest that
in many of the depressed patients with organic
disease it appeared that the onset of depression in an
otherwise stable condition had led to the referral. A
similar mechanism may well operate in functional
disorders. Life circumstances can be important in
determining the course of these disorders.'8
Knowledge of the inventory score appeared to

exert an influence on the prescription of antide-
pressants but not to an extent which satisfied
statistical criteria of significance. There was, never-
theless, an educational value as the inventory scores
often showed psychopathology in patients in which
it was unsuspected by the clinician. It makes sense,
as Drossman et al point out, to pay attention to all
the relevant facts when treating patients.16
The real value of Beck Depression Inventory

screening, which was rapid, simple and well
accepted by 98% of patients, may lie in areas of

medicine where psychiatric causes of somatic symp-
toms are not often appreciated. Early diagnosis of
psychiatric disorder, either by screening or by
awareness of the prevalence of the disorder, may
lead to a shorter period of illness.19 A wider
appreciation that depression is associated with
abdominal pain and bowel dysfunction may also
save the patient from a number of unnecessary
investigations and surgery, so commonly encoun-
tered in patients with chronic abdominal pain.20
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