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The Relationship Between Social Dysfunctioning and
Psychopathology among Primary Care Attenders
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The extent of socialdysfunctioningand its relationshipto psychologicaldisordersamong
Dutch primary care patients was examined. Social dysfunctioningin these patients was
rather limited, but was more pronouncedin patients with a psychologicaldisorderthan
in those without. Disabilitieswere largely restrictedto the occupationaland social roles,
with family role functioning and self-care relatively intact. Social dysfunctioning was
moderatelyrelatedto psychopathology,with higherlevelsof dysfunctioningin moresevere
anddepressedcases.The extent of socialdysfunctioningamongpatientswith both anxiety
and depressionwas similar to that of patients with a single diagnosisof depression.
Depressed patients had a similar level of dysfunctioningto non-psychoticpsychiatric
out-patients.Analysesregardingthe effectsof diagnosisandseverityon socialdysfunctioning
revealedconsiderableoverlapbetween these two aspectsof psychopathology.This study
supportsthe need for a simultaneousbut separate assessmentof psychopathologyand
social dysfunctioning.However, future researchshould incorporateadditionalpredictors
of socialdysfunctioning(e.g.personality,lifeevents,long-termdifficulties,physicaldisorders),
and prospective studies should be conducted to clarify the temporal sequences of
symptomseverity,diagnosis,and comorbidityon the one hand, and socialdysfunctioning
on the other.

Since World War II, there has been increasing
interest in the relationship between psychopathology
and social (dys)functioning. In the 1960s, prevention
and treatment of mental disorders in the community
became more important, and hence the need for
evaluation of programmes with the patient's adjust
ment to normal, everyday life as the central topic
(DeJong eta!, 1986). Since then, various instruments
have been developed for the assessment of social
(dys)functioning (Weissman, 1975; Kane et a!, 1984;
Platt, 1985; Sturt & Wykes, 1987; Wing, 1989),
and a great number of scientific reports have been
published (e.g. Cooper et a!, 1970; Paykel et al,
1973; Kedward & Syiph, 1974; Weissman eta!, 1978;
Dohrenwend et a!, 1981; Hurry & Sturt, 1981;
Van Valkenburg, 1984; Angst & Dobler-Mikola,
1985; Bronisch et al, 1985; Casey et a!, 1985;
Arrindell et a!, 1986; DeJong et a!, 1986; Murphy
et a!, 1986; Coryell et a!, 1988; Hecht & Wittchen,
1988; Bronisch & Hecht, 1989, 1990; Hecht et a!,
1989, 1990). Recognition of the importance of
social (dys)functioning led to a special axis for
its assessment in DSM-III (American Psychiatric
Association, 1980).

Initially, the level of social dysfunctiomng was
believed to be merely an epiphenomenon of psycho
pathology (Winokur et a!, 1969), conveying no
additional information to that derived from

measurement of psychopathology alone. However,
empirical research has shown that psychopathology
and social dysfunctioning are relatively independent
manifestations of a mental disorder, both cross
sectionally and longitudinally. Cross-sectional
correlations range from weak (Blumenthal & Dielman,
1975; Dohrenwend et a!, 1983; DeJong et a!, 1986;
Staal eta!, 1989)to moderate (Weissman eta!, 1978;
Serban & Gidynski, 1979; Hurry & Sturt, 1981; Pal
& Kapur, 1982; Casey et a!, 1985), and differ
according to diagnostic category (Hurry & Sturt,
1981; Hecht & Wittchen, 1988). In a longitudinal
perspective, social dysfunctioning tends to have
a less favourable and more protracted course
than psychopathology (Paykel & Weissman, 1973;
Bothwell & Weissman, 1977; Platt et a!, 1981;
Waryszak, 1982; DeJong et a!, 1986). Social
dysfunction has also been identified as a predictor
of relapse in depression (Tanner et a!, 1975)
and chronic schizophrenia (Curson et a!, 1985).
Furthermore, social dysfunctioning seems to increase
the risk of developing a secondary depression among
patients with anxiety (Hecht eta!, 1989)and patients
with schizophrenia (Serban, 1979; Serban &
Gidynski, 1979). Social dysfunctioning appears to
play a role in help-seeking behaviour (Hurry &
Sturt, 1981)and referral (Casey eta!, 1985). Finally,
social dysfunctioning seems to react to different
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types of interventions than those designed for
the treatment of psychopathological symptoms
(Bothwell & Weissman, 1977; Platt et a!, 1981).
In summary, recent fmdings advocate a simultaneous
but separate assessment of psychopathology and
social (dys)functioning for treatment selection,
prognosis and treatment evaluation.

We examined social dysfunctioning associated
with psychopathology among primary care patients.
With the exception of the studies by Cooper
eta! (1970), Kedward & Syiph (1974), and Casey eta!
(1985), no such studies are available. However,
these studies are restricted to relatively small samples
of chronic, conspicuous cases. The present study
does not suffer from these restrictions, because data
were collected from a representative sample of both
conspicuous and hidden cases. It is not self-evident
that fmdings from the community or from psychiatric
patients can be extrapolated to primary care patients
(Dohrenwend et a!, 1983). Firstly, impaired function
ing may influence help-seeking and selection into
treatment (Dohrenwend et a!, 1983). Secondly, the
nature and range of mental disorders that prevail
among primary care patients may differ from those
seen in community samples or among psychiatric
patients. Finally, stigmatisation attached to patient
status might cause social dysfunctioning (Link,
1982) â€”¿�a factor that is absent among primary care
patients suffering from a mental disorder.

Interest in the relationship between psycho
pathology and social dysfunctioning among primary
care patients stems from several sources. Mental
disorders presenting in primary care are relatively
common and therefore of considerable public health
interest (Von Korff et a!, 1987, Barrett et a!, 1988;
Blacker & Clare, 1988; Ormel et a!, 1990). To the
extent that social dysfunctioning is related to these
disorders, an important social problem is defined
(Wells et a!, 1989). The second source is more
theoretical. A substantial proportion of mental
disorders among primary care patients do not fit
into the existing psychiatric classification systems.
These are often referred to as â€œ¿�ill-definedmental
disordersâ€• (Barrett et a!, 1988; Blacker & Clare,
1988; Ormel eta!, 1990). Knowledge about the social
dysfunctioning associated with these disorders may
add to the efforts to delineate their nature.

The aim of this study is twofold: firstly, to estimate
the level of social dysfunctioning associated with
mental disorders among primary care patients and,
secondly, to examine the relationship between
psychopathology and social dysfunctioning in this
population. With regard to the second aim, two
issues receive special attention. Firstly, some
studies have shown that functioning in different

roles is uncorrelated (Dohrenwend et a!, 1981);
psychopathology may be associated with functioning
in some roles more than others (Blumenthal &
Dielman, 1975;Brown & Davidson, 1978).Therefore,
we decided to examine functioning in specific roles,
as well as a unidimensional variable. Secondly,
some studies use correlations as indicators of
the relationship between social dysfunctioning
and psychopathology. This implies that the most
important element in the relationship is severity. Yet
other dimensions of the disorder may be important,
so we examined two additional aspects of psycho
pathology: chronicity and nature of the disorder.

Method

The study took place between September 1985 and
May 1987 in the northern part of the Netherlands. A
full account of the design can be found in Wilmink
(1989),Ormel et a! (1990),and Brink et a! (1991).

To selectpatients, a three-stagesamplingprocedurewas
used, which,includingresponserates, isoutlinedin Fig. 1.

At Stage1,a stratifiedsampleof 25generalpractitioners
(GPs) was drawn from all OPs in the city of Oroningen
and some surrounding towns (total population 275 000)â€”
representativeof the Dutch OP population with regardto
their basic attitude towards family medicine (Wilmink et
a!, 1989).

Each OP then recruitedall patientsagedbetween16and
65 years who came for a consultation (index consultation)
during a 10-dayperiod. Patients who had been in the
practice for less than one year were excluded. A total of
2237 patients were sampled. During the index consultation,
OPs filled out a standard form regardingthe patient and
gavethe patient the 30-itemOeneralHealth Questionnaire
(OHQ; Ooldberg, 1972) to fill out at home and post back
to the research department (response rate 89Â¾).Using a
cut-off point of fiveon the OHQ, patients wereclassified
as a OHQ case (OHQ +) or non-case (OHQ â€”¿�).On the
standard form, OPs indicated whether they diagnosed a
mental health problem (MHP) in the patient during the
12 months before the index consultation. A positive
response rendered the patient as an â€˜¿�old'(n =544) and
a negative one as a â€˜¿�new'patient (n= 1450). OPs also
indicated on the standard form whether the index
consultation was becauseof a mental health problem. A
positiveresponserendered the patient a OP case (OP +),
a negativeone, a OP non-case (OP â€”¿�).

Both â€˜¿�new'and â€˜¿�old'patients were cross-classified accord
ingto theirOP (OP+ lOP -)and OHQ(OHQ + /OHQ-)
caseness status, and different sampling proportions applied
to the eight resulting groups (see Fig. 1). This resulted in
a sample of 256 â€˜¿�new'patients and 36 â€˜¿�old'patients.

Within one week of the index consultation, interviews
were administered by trained clinical psychologists or
physicians.Theseincludedthe Present State Examination
(PSE; Wingeta!, 1974),the OroningenSocialDisabilities
Schedule (OSDS; Wiersma eta!, 1988, 1990), and a short
semistructured interview.
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Fig. 1 The selection of GPs and patients.

The PSE data wereused to constructvarious measures:
PSE total score (PSETOT), PSE Index of Definition
(PSEID; Wing&Sturt, 1978),and a BedfordCollege(BC)
diagnosis. The latter is a psychiatric classification system
developed by Finlay-Jones et a! (1980). It includes eight
diagnostic categories: depression, borderline depression,
anxiety, borderlineanxiety, and four comorbiditygroups
of (borderline) depressionwith (borderline)anxiety. An
additional diagnosticcategorywas created for ill-defined
mental disorders (IMD) that do not meet the minimum
criteria for a BC diagnosis, but represent significant

psychopathology. PSETOT is a simple sumscore that takes
into account the total number and severity of PSE
symptoms. PSEID is a weighted sumscore ranging from
1 to 8 that also takes into account the specificityof the
symptoms and indicates the probability of the presenceof
a specificpsychologicaldisorder.PSETOTand PSEIDwere
used as indicators for the severity of psychopathology.

The OSDS is a standardised semistructured interview
that measuressocialdysfunctioningin eight roles during
the four weeksbeforethe interview.Withinthe framework
of the OSDS,socialdisabilityrefers to a deficiencyin the
ability to perform activities and behave as expected in
the contextof a welldefinedsocialrole. Thedeficiencycan
be inferred from violations of, or deviations from, norms
and expectations as these prevail within the relevant
reference group. The deficiency should not result from
personal or social circumstances that are beyond the control
of the individual (restrictionsin freedom of action). We
used a revised version of the OSDS in which scores on
each role range from 0 (no disability), through 1 (some
disability), to 2 (marked or severe disability). In this paper
welimitour analysesto four roles(self-care,family,social,
and occupational), and their sum index (range 0-8).
Self-care primarilyrefers to the attention paid to the way
one presents oneself in daily contacts with others. In the
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GSDSTotal
score0.43 (0.10)0.67 (0.22)0.79 (0.13)1.49 (0.13)0.65 (0.07)1.53(0.26)Self-care0.04

(0.03)0.10 (0.07)0.04 (0.02)0.08 (0.03)0.05 (0.02)0.08(0.05)Family0.04
(0.03)0.00 (0.00)0.06 (0.03)0.15 (0.04)0.06 (0.02)0.17(0.07)Social0.25
(0.06)0.33 (0.11)0.42 (0.06)0.54 (0.07)0.33 (0.04)0.58(0.12)Occupation0.10
(0.04)0.24 (0.12)0.27 (0.06)0.73 (0.08)0.22 (0.03)0.69 (0.13)
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Table 1
Social dysfunctioning amongGP attenders: mean (s.e.) scores in sampling groups and weighted meansfor all â€˜¿�new'

and â€˜¿�old'patients

GP -IGHQ â€”¿� GP+IGHQâ€”¿� GPâ€”¿�/GHQ+ GP+/GHQ + All â€˜¿�new'patients, â€˜¿�Old'GP+/GHQ+
(n=49, wt=O.58) (n=21, wt=O.03) (n=80, wt=O.27) (n=1O6, wt=O.11) weighted mean (n=36)

framework of the OSDS, family is defined as a unit of
cohabitation that comprises at least two people, including
the respondent. Family role functioning is evaluated in
terms of participation and contribution to the economic
independence of the family. The social role refers to the
quality and frequency of contacts between the respondent
and people outside the family and professional situations.
Finally, the occupational role refers to daily activities at
work (gainfulemployment,volunteerwork, housekeeping),
activitiesdirected at securinga job in the future (school,
studies, job applications), and structured leisure-time
activities. Analyses revealed that the four roles constitute
a Mokken scale, in that they are cumulative and uni
dimensional(LoevingersH>0.50; Mokken&Lewis,1982;
Deiong & Molenaar, 1987).'

Duringthe semistructuredinterview,patientswereasked
about their health complaints. These could be classified into
three categories: psychological symptoms, physical
symptoms which are probably an expressionof stress or
psychological disorder (somatising), and pure physical
symptoms. History of health problems was assessed for
psychological symptoms (the first category) or, if these were
not present, for the second category. Four categoriesof
history were thus established: (a) recent onset (within 12
monthsof indexconsultation);(b)chroniconset(morethan
12 months before the index consultation) with recent
exacerbation;(c)chroniconsetwithno recentexacerbation,
and (d) no psychologicaldisorder.

In analysing the data, the structure of the sample
needs to be taken into account, that is, the fact that
itisa stratifiedsampleand not a simplerandom sample.
This presents some restrictions in the kind of statistics
that can be used. Thus, insteadof calculatingcorrelations
between functioning and psychopathology we had to
calculate weighted means for various subgroups and
then compare these means. In regression analyses, the
stratification was taken into account by introducing an
extra predictor dummy variable that represents the
stratification variable â€”¿�the OHQIOP groups.

Results

Table 1 shows the extent of social dysfunctioning among
OP attenders. The first four columns display the simple

means and standard errors in the four sampling groups of
â€˜¿�new'patients. The fifth column presents the weighted
means and standard errors of all â€˜¿�new'patients based on
the sampling weights. The results for the one subgroup of
â€˜¿�old'patients are presented in the sixth column. As Fig.
1 indicated, sampling from the â€˜¿�old'patients was done from
onlyone subgroup(i.e. the OP + /OHQ + subgroup).This
limits our ability to estimate the extent of social disability
among this group.

Most mean scores in Table 1 are between 0 (no
disability) and 1 (some disability). The higher scores
are observed in the social and occupational roles (rows 4
and 5) with hardly any disabilities in the self-care and
family roles (rows 2 and 3). Thus the total score (row 1)
consists mainly of the former two roles. The columns in
Table 1reveala trend among the samplinggroups. Scores
increaseas onemovesfromthe groupleastlikelyto be cases
(the OHQ â€”¿�/OP â€”¿�group) to the group most likely to be
cases (the OHQ + /OP + group). This trend is observed
for the total OSDS score as well as for the social
and occupational roles and is significant at P= 0.01.
Disabilities of patients in the â€˜¿�old'OP + /OHQ + group are
verysimilarto those in the group of â€˜¿�new'OP + /OHQ +
patients.

In examiningthe relationshipbetweensocialfunctioning
and psychopathology we limited our analyses to â€˜¿�new'
patients. We examined the relationship between social
functioning and various aspects of psychopathology,
namely its chronicity, its severity, and its diagnostic
category. No relationship with chromcity was found.
Tables 2 and 3 present the relationship between social
functioning and both the severity of the disorder and
diagnosis. Means and standard errors were adjusted using
the sampling weights.

Table 2 indicates that severity of dysfunction in the
social and occupational roles and of OSDS total score
increaseswith severityof the disorderas measured by
PSEID. F tests for linearity revealed that these trends are
significant for the total score (F=72.52, P<O.01), for
the social role (F= 27.68, P<0.Ol), for the occupational
role (F=60.39, P<0.0l), and for the family role (F= 15.41,
P<0.01). The F tests were performed on the simple
means and are thus stricter tests sincethe standard errors
of the simplemeans are larger than those of the weighted
means.

Table 3 examines the relationship of social dysfunctioning
with diagnosis. Observing the first row, an interesting

l.AMokkenscalecanbedescribedasanon-parametricversionofa
RaschscaleorasastochasticvariationofacumulativeGuttmanscale.
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1D1=1 lD=2 ID=3 ID=4 lD=5 ID=6lD=7(n=53)
(n=63) (n=39) (n=33) (n=50) (n=13)(n=5)Total

score 0.34(0.12) 0.53 (0.13) 0.67 (0.18) 0.87 (0.23) 1.62 (0.15) 2.00 (0.65) 3.00(0.63)Self-care
0.01 (0.01) 0.04 (0.04) 0.01 (0.01) 0.05 (0.04) 0.24 (0.05) 0.10 (0.07) 0.00(0.00)Family
0.08 (0.05) 0.01 (0.01) 0.01 (0.01) 0.07 (0.04) 0.13 (0.05) 0.32 (0.18) 0.40(0.24)Social
0.18 (0.07) 0.27 (0.08) 0.40 (0.11) 0.51 (0.17) 0.66 (0.08) 0.68 (0.35) 1.20(0.20)Occupation
0.07 (0.04) 0.20 (0.07) 0.26 (0.10) 0.25 (0.09) 0.59 (0.08) 0.90 (0.31) 1.40(0.40)1.

IDâ€”¿�Index of Definition.Table

3Weighted
mean(s.e.)GSDSscoresamongvariousresearchdiagnosticgroupsâ€”newpatientsonlyNone

IMD1 BA2 A3 BD4 BD+A BD+BA 0 +BA D5 D+A(n=117)
(n=24) (n=47) (n=4) (n=10) (n=4) (n=13) (n=14) (n=16)(n=7)Total

score0.46(0.09)0.62(0.21)0.80(0.20)1.00(0.28)1.04(0.44)1.11(0.16)1.47(0.26)2.14(0.48)2.29(0.35)2.74(0.68)Self-care
0.03(0.02) 0.00(0.00) 0.09(0.08) 0.00(0.00) 0.19(0.19) 0.00(0.00) 0.06(0.06) 0.14(0.10) 0.31 (0.18) 0.00(0.00)Family
0.05(0.03) 0.03(0.02) 0.02(0.02) 0.00 (0.00) 0.06(0.06) 0.16(0.16) 0.17(0.08) 0.21 (0.11) 0.31 (0.18) 0.46(0.30)Social
0.25 (0.05) 0.44(0.20) 0.42(0.10) 0.84(0.32) 0.43 (0.21) 0.48(0.28) 0.48(0.20) 0.93 (0.20) 0.71 (0.09) 1.00(0.58)Occupation
0.14(0.04) 0.15(0.05) 0.27 (0.07) 0.16(0.16) 0.36 (0.14) 0.48(0.28) 0.76 (0.24) 0.86(0.21) 0.97(0.12) 1.28 (0.34)
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Table2
Weightedmean(s.e.)GSDSscoresaccordingto severityof the disorderasmeasuredbyPSE-IDfor new patientsonly

1. IMDâ€”¿�Ill-definedmentaldisorder.
2. BA = Borderlineanxiety.
3. A â€”¿�Anxiety.
4. BD = Borderlinedepression.
5. D â€”¿�Depression.

pattern appears. The diagnostic groups have been arranged
empirically in order of increasing disability to depict this
pattern. Thus, it appears that those with depression suffer
from significantly more social disability than any other
group, regardless of whether depression is accompanied by
anxiety or borderline anxiety. Within the total group with

depression, no significant differences exist between the
groups with and without coexisting (borderline) anxiety.
In other words, depression seems to override borderline
depression and (borderline) anxiety with regard to social
disability. This effect seems to result mainly from the
relationship between diagnosis and dysfunctioning in
the occupational role.

In all, the findings show that social dysfunctioning is
related to both diagnosis and severity. This pattern raises
the question of whether these relationships are independent
or whether one results from the other. In order to answer
this question we performed two regression analyses in which
severity (indicated by either PSEID or PSE total score) and
diagnosis (indicated by the Bedford College diagnosis),
compete in explaining the variance in social dysfunctioning
(GSDStotal score).Wewantedto testwhetherseveritycan
add to the explained variance in social dysfunctioning after
diagnosisis enteredand whetherdiagnosiscan add to the
explained variance in social dysfunctioning after severity
is entered. In order to control for the stratification variable
we entered it first into the regression equation. When
PSEID was entered before diagnosis, diagnosis did not
add significantly to the explained variance by PSEID
alone (23Â°lov. 28Â¾).A similar result was obtained when

the sequence was reversed: PSEID did not add significantly
to the variance explained by diagnosis (27Â°lov. 28Â°lo).When
PSE total score was entered before diagnosis, diagnosis
did not add significantly to the variance explained by PSE
total score (28Â¾v. 32Â¾).When the sequence was reversed,
PSE total score added significantly to the variance
explained by diagnosis (27Â¾v. 32Â¾).These fmdings reflect
the inter-relatedness of the concepts and measures
of severity and diagnosis in explaining the variance of
social dysfunctiomng.

Discussion
Our first aim was to estimate the extent of social
dysfunctioning among OP patients. Because of our
sampling procedure we were able to make such
estimation only with regard to â€˜¿�new'patients,
that is, patients who, according to their OP, had
no mentalhealthproblemsduringthepastyear.
The extent of social dysfunctioning in this group
as a whole is rather limited. However, social dys
functioning increased with the probability of the
presence of a psychological disorder. Furthermore,
our data indicate that dysfunctioning in various
roles is relatively uncorrelated with increasing
dysfunctioning in the role of self-care, through
the family role, to the social and the occupational
roles. Similar hierarchies have been observed by
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DeJong et al(1985), DeJong & Molenaar (1987) and
Wiersma et al (1988). These findings corroborate
the notion of increments in disabilities, beginning
in peripheral social circles around the patient
(occupational role, social role) and, while increasing
in severity, progressing more and more towards the
immediate surroundings (family role) and the person
involved (role of self-care).

Our second aim was to clarify the relationship
between various aspects of psychological disorders
and social dysfunctioning. The level of social
dysfunctioning was not related to chronicity of the
psychological disorder (also Hurry & Sturt, 1981).
There was, however, a clear relationship between
severity of the psychological disorder in terms of
the PSEID and the extent of social dysfunctiomng.
A similar finding has been reported by Casey
et a! (1985) in their study of OP attenders with
conspicuous psychiatric morbidity. Furthermore,
the level of social dysfunctioning was related to
diagnosis, with better functioning of anxiety cases
than depressive cases. This finding is consistent with
previous observations in community cases (Sturt,
1981; Hurry & Sturt, 1981; Hecht & Wittchen,
1988; Hecht et a!, 1990), OP attenders with con
spicuous psychiatric morbidity (Casey et a!, 1985),
and psychiatric out-patients (Hurry & Sturt,
1981). Among patients with (borderline) depression,
disability was not significantly related to the
simultaneous presence of (borderline) anxiety. A
similar conclusion can be drawn from the studies of
Murphy et a! (1986) and Hecht et a! (1990) among
community cases and from the study of Bromsch
& Hecht (1990) among psychiatric in-patients.
However, Hecht et a! (1990) and Bronisch & Hecht
(1990) refine their conclusions, stating that cases
suffering simultaneously from severe depression and
severe anxiety were significantly more impaired
in their social functioning than severely depressed
patients with only mild anxiety symptoms.

To date, there are five other studies that have used
the OSDS for the assessment of social dysfunctioning
(Asselbergs, 1989; Staal et a!, 1989; Schreurs, 1990;
Kraaijkamp, 1991; Tholen, 1991). A comparison
of our results with the findings of these studies
shows that the extent of social dysfunctioning of
OP attenders with a depression (with or without
(borderline) anxiety) is very similar to that of non
psychotic psychiatric out-patients, but less severe
than that of psychotic out-patients, psychiatric
in-patients, and psychiatric patients living in sheltered
homes. Social dysfunctioning of patients with
borderline depression, (borderline) anxiety or ill
defined mental disorder is less severe. The relatively
low level of social dysfunction in patients with

an ill-defined mental disorder neither corroborates
nor falsifies the validity of this new diagnostic
category.

Finally, our analyses regarding separate and
combined effects of diagnosis (BC) and severity
(PSEID, PSETOT) on social dysfunctioning revealed
considerable redundancy between these two aspects
of psychopathology in explaining the level of social
dysfunctioning. This finding reflects the inter
relatedness of the concepts and measures of diagnosis
and severity. Furthermore, this finding may serve
as an explanation for the high levels of social
dysfunctioning in depressed patients compared with
patients with an anxiety disorder. According to
Hurry & Sturt (1981), depressive key symptoms,
not themselves common, might be accompanied by
many other symptoms, and consequently â€œ¿�clinical
severityâ€•,measured in terms of type and number of
symptoms, is likely to be accompanied by social
disablement. A similar explanation is provided
by Orayson et a! (1987). In their study of the
relationship between symptoms and diagnosis of
minor psychiatric disorders among primary care
patients, they found that symptoms chosen to
indicate depression â€˜¿�caseness'do so at a severe level
of trait depression, while symptoms chosen to
indicate anxiety do so at a moderate level of trait
anxiety. Oiven the high correlation of these traits,
the following would occur: subjects with moderate
or high depression symptom counts would usually
have high anxiety symptom counts, and subjects
with moderate or low anxiety symptom counts
will generally have low or even zero depression
symptom counts. In such a situation, depression is
likely to be associated with higher levels of social
dysfunctioning than anxiety disorders. A third ex
planation for the high levels of social dysfunctioning
in depressed patients is provided by Hecht et a!
(1989, 1990). They suggest that social dysfunctioning
is a risk factor for the development of depressive
symptoms, and hence depressed patients are very
likely to have high levels of social dysfunctioning.

In summary, our data indicate that social
dysfunctioning in primary care patients is only
moderately related to psychopathology, in terms
of both symptom severity and diagnosis. This is
because variation in social functioning is probably
affected as much or more by factors unrelated to
psychopathological symptoms as by the symptoms
themselves (Dohrenwend et a!, 1983). Therefore,
future research should incorporate additional pre
dictors of social dysfunctioning (e.g. personality, life
events, long-term difficulties, physical disorders).
To investigate the effect of symptom severity,
diagnosis, and comorbidity on social dysfunctioning,
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200â€”205.
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Depression and anxiety in the community: replicating the
diagnosis of care. Psychological Medicine, 10. 445â€”454.

GOLDBERG, D. (1972) The Detection of Psychiatric Illness by
Questionnaire. London: Oxford University Press.

GRAYSON,D., Bauxns, K., DuNc@-JoNEs, P., et al (1987) The
relationship between symistoins and diagnosis of minor psychiatric
disorder in general practice. PsychologicalMedicine, 17,
933â€”942.

HEcwr,H. & WirrcImN,H-U. (1988)The frequencyof social
dysfunctionin a generalpopulationsampleand in patientswith
mmmidisorders.SocialPs@*iatryand PsychiatricEpidenMogy,
23, 17â€”29.

â€”¿�, ZERSSEN, D. VON, Kiuao, C., ci al (1989) Anxiety and

depression: comorbidity, psychopathology, and social funcuonmg.
ComprehensivePsychiatry,30, 420-433.

â€”¿�, â€”¿� & Wirrcunri, H-U. (1990) Anxiety and depression

in a community sample: the influence of comorbidity on social
functioning.Journal of AffectiveDisorders,18, 137-144.

Huaay, 3. & STIJRT,E. (1981) Social performance in a population
sample:Relationsto psychiatricsymptoms.In Whatisa Case?
ProblemsofDefinitionsinPsychiatricCommunitySurveys(eds
3. K. Wing, P. Bebbington& L. N. Robins), pp. 202-213.
London: Grant Mcintyre.

K@E, R. A., K@, R. L. & AEN0W, 5. (1984) Measuring Social
Functioningin MentalHealth Studies:Conceptsand Instniments.
Washington, DC: National Institute of Mental Health.

KEDwARD, H. B. & SYLPH, 3. (1974) The social correlates of
chronicneuroticdisorder.SocialPsychiatry,9, 91-98.

KRAA.UICAMP,H. 3. M. (1991) De Groningse Sociale Beperkingen
Schaal.(TheGroningenSocialDisabilitiesSchedule).Dissertation,
Rijksuniversiteit Groningen.

LINK, B. (1982) Mental patient status, work and income: an
examination of the effect of a psychiatric label. American
Sociological Review, 47, 202-215.

Moiasu, R. 3. & LEwis, C. (1982) A nonparametric approach
to the analysis of dichotomous item responses. Applied
PsychologicalMeasurement,6, 417â€”430.

it will be necessary to undertake prospective studies
that will clarify the temporal sequences of these
variables (e.g. von Korff eta!, 1992).These strategies
may advance our understanding of the complex
process whereby interaction between a person's
psychopathology and the social environment affects
his/her behaviour.

Acknowledgements

The researchreportedhere was supportedby Grant 900-556-002
from the Foundation for Medical and Health Research (MEDIGON)
and by Grant 28-1209 from the Prevention Fund.

References

AMERICAN PSYQ4IAThIC ASSOCIATION (1980)Diagnosticand Statistical

Manual of Mental DIsorders(3rd edn, revised)(DSMâ€”IIIâ€”R).
Washington. DC: APA.

A?losT,J.& Dosi.an-Mixoi@,A. (1985)The Zurichstudy:VI.
A continuumfrom depressionto anxietydisorders?European
Archives of Psychiatry and Neurological Science, 233,
179â€”186.

ARRINDELL, W. A., EMMELKAMP, P. M. G. & SANDaRM@, R.

(1986) Marital quality and general life adjustment in relation to
treatment outcome in agoraphobia. Advances in Behavior
Research and Therapy, 8, 139-185.

Assaiseaos,L.J.(1989)Sociaalbeperkt:en empiricchonderzoek
naar het socialefunctioneren van schizofrenie-patientenIn het
PsychosePreventieProject Rotterdam. (Socially disabled: an
empirical study on social dysfunctioning among schizophrenic
patients in the Psychosis Prevention Project Rotterdam.)
Dissertation. Utrecht: NcGV.

B@@iutErr,J. E., B@nxpxr, J. A., OxMAN, 1. E., et al (1988) The
prevalenceof psychiatricdisorders in primary care practice.
Archives of GeneralPractice, 43, 1100-1119.

Bu@cImR. C. V. R. & CI@aE, A. W. (1988) The prevalence and

treatmentofdepressioningeneralpractice.Psychopharmacology,
93,514â€”517.

BLUMENTHAL,M. D. & DIEu.w@i,T. E. (1975) Depressive sympto
matology and role function in a general population. Archives
of GeneralPsychiatry,32, 985-991.

B0THwELL. S. & WEISsMAN,M. M. (1977) Social impairment four
yearsafter an acute depressiveepisode.American Journal of
Orthopsychlatry, 47, 231-237.

BRINK, W. @ANDEN, LEENSTRA, A.. OaMEL, J., et al (1991)
Mental health intervention programs in primary care:
their scientific basis. Journal of Affective Disorders, 21,
273â€”284.

BRONISCH, T., WrrrcHEN, H-U., Kiuso, C., etal(1985) Depressive

neurosis:a long-termperspectiveand retrospectivefollow-up
study of former inpatients.ActaPsychiatricaScandinavica. 71.
237â€”248.

& Hacur,H. (1989)Validityof adjustmentdisorders,
comparison with major depression. Journal of Affective
Disorders, 17, 229â€”236.

â€”¿� & â€”¿� (1990) Major depression with and without

a coexistinganxiety disorder: social dysfunctioning,social
integration, and personality features. Journal of Affective
Disorders, 20, 151â€”157.

Baowri,G. W. & DAvmsoN,5. (1978)Socialclass,psychiatricdis
order of mother, and accidents to children. Lancet, I, 378-380.

CASEy, P. R., Tyasa, P. J. & Pu@rr, S. (1985) The relationship
between social functioning and psychiatric symptomatology in
primary care. Social Psychiatry, 20, 5-9.

tooprta,B.,EAsTwooD,M. R. & SYLPH,J.(1970)Psychiatric

https://doi.org/10.1192/bjp.163.1.37 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.163.1.37


44 WOHLFARTH ET AL

MuRpHy, J. M., OLINER,D. C., SOBOL,A. M., et al (1986)
Diagnosis and outcome: depression and anxiety in a general
population. Psychological Medicine, 16, 117â€”126.

ORMEL, J., Biu@ VANDEN, W., K0EmJ, M. W. J., et al (1990)
Recognition, management, and outcome of psychological
disorders in primary care: a naturalistic follow-up study.
Psychological Medicine, 20, 909-923.

PAl, S. & KAPUR, R. L. (1982) Impact of treatment intervention
on the relationship between dimensions of clinical psycho
pathology, social dysfunctioning and burden on the family
of psychiatric inpatients. Psychological Medicine, 12,
651â€”658.

PAYKEL, E. S. & WEI55MAN, M. M. (1973) Social adjustment and

depression. Archives of General Psychiatry, 28, 659â€”663.
PLATr, S. (1985) Measuring the burden of psychiatric illness on the

family: an evaluation of some rating scales. Psychological
Medicine, 15, 383â€”393.

â€”¿�, Hiascu, S. R. & KNlowrs, A. C. (1981) Effects of

brief hospitalization on psychiatric patients' behavior and
social functioning. Acta Psychiatrica Scandinavica, 63,
117â€”128.

SassauRs, M. (1990) Over chronische psychiatrie in Miden-Twente.
Een epidemiologisch onderzoek in Midden-Twente naar het
functioneren en de zorgbehoefte van mensen met chronische
psychiatrische problematiek. (Chronic psychiatric care in the
region of Midden-Twente. An epidemiological study on social
dysfunctioning and the need for care in patients with chronic
psychiatric problems.) Hengelo: NFGV.

SERBAN, G. (1979) Mental status, functioning, and stress in chronic
schizophrenic patients in community care. American Journal of
Psychiatry, 136, 948â€”952.

& GIDYNSIU,C. B. (1979) Relationship between cognitive
defect, affect response and community adjustment in chronic
schizophrenics. British Journal of Psychiatry, 134, 602-608.

STAAL, J. L., ORMEL, J., ScHoENMAcHER, J. M., et al (1989)
Het beloop van psychopathologic en sociale beperkingen.
Ben exploratieve studie onder psychiatrische polikliniek
patienten. Tjjdschrifl voor Sociale Gezondheidszorg, 67,
1â€”4.

STURT, B. (1981) Hierarchical patterns in the distribution of
psychiatric symptoms. Psychological Medicine, 11, 783â€”794.

â€”¿� & Wyicas, B. (1987) Assessment schedules for chronic

psychiatric patients. Psychological Medicine, 17, 485â€”493.
T@nx, J., Waiss@,w@,M. & PausoFF, B. (1975) Social adjustment

and clinical relapse in depressed out-patients. Comprehensive
Psychiatry, 16, 547â€”556.

THOLEN, A. J. (1991) Patient of Bewoner? (Patient or resident?)

Dissertation. Rijksuniversiteit Groningen.

VANVALKENBURO,C., Aiusic@L, H. S., PuzAwrlAN, V., et al (1984)
Anxious depression: clinical, family history, and naturalistic
outcome - comparisons with panic and major depressivedisorders.
Journal of Affective Disorders, 6, 67-82.

VONKoRi'p, M., SHAPIRO, S., BURKE, T. D., et al (1987) Anxiety
and depression in a primary care clinic. Comparison of
Diagnostic Interview Schedule, General Health Questionnaire,
and practitioner assessment. Archives of General Psychiatry, 44,
152â€”156.

â€”¿�, KATON, W., OjuanL, J., et al (1992) Disability and

depression among medical patients: a longitudinal analysis.
Archives of General Psychiatry, 49, 91-100.

WARYSZAK,Z. (1982) Symptomatology and social functioning of
psychiatric patients before and after hospitalization. Social
Psychiatry, 17, 149â€”154.

WEIss@v@i, M. M. (1975) The assessment of social adjustment.
Archives of General Psychiatry, 32, 357-365.

â€”¿�, PRu5OFF, B. A., THOMPSON, W. D., et a! (1978) Social

adjustment by self report in a community sample and in
psychiatric outpatients. Journal of Nervous and Mental Disease,
166, 317â€”326.

WELLS, K. B., STEWART, A., HAYS, R. D., et al (1989) The
functioning and well-being of depressed patients. Results from
the medical outcome study. Journal of the American Medical
Association, 262, 914-919.

WIERSMA, D., DEJONG, A. & OasasL, J. (1988) The Groningen
Social Disability Schedule: development, relationship with
ICIDH, and psychometric properties. International Journal of
Rehabilitation Research, 11, 213â€”224.

â€”¿�, â€”¿�, KRAAIJKAMP, H. J. M., et al(l990) GSDS-H. The

Groningen Social Disability Schedule. Second Version: An
Interview Schedule to Asses., Disabilities in Social Role
Functioning: Manual. Groningen: Rijksuniversiteit Groningen,
Department of Social Psychiatry.

WnxnNE,F. W. (1989)Patient, Physician, Psychiatrist:Assessment
of Mental Health Problems in Primary Care. PhD thesis.
UniversityofGroningen,The Netherlands.

WING, J. K. (1989) The measurement of â€œ¿�socialdisablementâ€•.
The MRC social behavior and social role performance
schedules. Social Psychiatry and Psychiatric Epidemiology, 24,
173â€”178.

â€”¿�, COOPER, J. & SARTORIu5, N. (1974) The Measurement and

Classification of Psychiatric Symptoms. Cambridge: Cambridge
University Press.

â€”¿� & STURT B. (1978) The PSE-ID-CATEGO System - A

Supplementary Manual. London: Institute of Psychiatry.
Wnioicuit, G., QArroli, P. J. & Rncii, J. (1969)Manic Depressive

Illness. St. Louis: Mosby.

5Correspondence

Tamar D. Wohlfarth, MA,Department of Social Psychiatry, University of Groningen, The Netherlands;
Wim van den Brink, MD, PhD, Amsterdam Institute for Addiction Research, Jacob Obrechtstraat 92,

1071 KR Amsterdam, The Netherlands; Johan Ormel, PhD; Maarten W. J. Koeter, MA; Albertine J.
Oldehinkel, MA, Department of Social Psychiatry, University of Groningen, The Netherlands

https://doi.org/10.1192/bjp.163.1.37 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.163.1.37



