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One in every three or four adult general practiagenmts has psychological complaints. The Four-Disienal
Symptom Questionnaire (4DSQ) is a convenient alssist the general practitioner (GP) to determihether
further action is required, and if so, which actidbhe GP can use the 4DSQ to distinguish betwegrhpsocial
complaints and depressive and anxiety disordergyamtify the severity of suffering, to detect stization and to
monitor the course of the problems. After a patles filled in the 4DSQ the GP and the patientdiacuss the
results of the 4DS®pgethey formulate a shared ‘diagnosis’ and draw up ditneat plan.

The 4DSQ measures four dimensions of psychologigaptoms: distress, depression, anxiety and soatiatiz
Distress is a non-specific measure of the sevefipsychologicakuffering. Depression and anxiety are specific
symptoms of severe depressive and anxiety disor8ersatization refer® the experience of bodily distress and the
tendency to be worried about it. AlImost the entinege of psychological and psychosomatic symptansbe
covered by these four dimensions.
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Core messages

» The 4DSQ is @onvenientdol with which to assess common psychosocial symptand to determine whether
further diagnosis is necessary.

» Discussing the 4DSQ scores is a good way to invitlegoatient in formulating a shared ‘diagnosisd an
treatment plan.

Introduction

Mr. Ravenstein is a healthy 47 year old instrument maker. He is married and has a daughter of 17. His medical record is void of any
serious health problems. He visits his GP because he had recently had headaches and is very tired. He is still working and has not
reported sick. On questioning, Mr. Ravenstein admits that his work is stressful, and that he is also worried about his blood pressure.
The GP reassures him with regard to his blood pressure and asks him to fill in a 4DSQ in order to see how serious his stress is. The
4DSQ scores are: distress 15, depression 0, anxiety 4, somatization 12. The distress and somatization scores are moderately high;
the depression and anxiety scores are low. One week later, Mr. Ravenstein tells his doctor that, only when filling in the 4DSQ did he
realize how much he was bothered by problems at work. Indeed, the scores do indicate stress, and the GP suggests to him that he
makes an appointment with the occupational health physician. In order to prevent a nervous breakdown, it is important to deal with
the stress at work.

One in every three or four adult general practiagenmts has psychological complaints. This pres@ifits with two
major problemsFirstly, how to make a distinction between a psychiatsoier and psychosocial problems, which
people have to deal with themselves? Secondly,tbdwelp people to realize that their physical caaibs may be
associated with psychological problems? More anten@Ps are using the 4DSQ as a tool to detect pkygical
problems, to assess them and to discuss themhatpatient. This article starts with a short dexdimmn of the
background of the 4DSQ. Subsequently, we will disduow to use the 4DSQ in general practice, hantéopret



the scores and how to use this information in asemsationwith the patient. This discussion is partly based o
scientific evidence, but also on our personal @epee with the 4DSQ in daily practice.

Background

The 4DSQ was developed as a result of our reseancing patients with a ‘nervous breakdown’ in geheractice’
Most patients with a ‘nervous breakdown’ preserihwai characteristic syndrome, comprising mainly-apacific
distress symptoms. To some extent, these distyagstsms can be distinguished from symptoms of dssioa,
anxiety and somatization. These four dimensiongrcalmost the entire range of psychological anaipggomatic
complaints. The 4DSQ consists of fifty items comieg complaints in the past seven days. The itemsgliatributed
over four scales, one for each dimension (for exampf questions, see Table 1). The distress scafsures non-
specific (psychological) distress. The depresstaiesmeasures symptoms of a depressive disorderarkiety
scale measures symptoms that are characteristicxidty disorders. The somatization scale measyraptoms of
bodily distress.

Patient with a more or less pure ‘nervous breakdevilhscore high on distress and low on depressiod anxiety.
Patients with depressive or anxiety disorders stsoe high on distress, but they also score higtiepmession or
anxiety, respectively. Most patients who score ligtsomatization, also score high on distresssbuite patients
combine a high somatization score with a relatively distress score. Information on the reliabibtyd validity of
the 4DSQ has been published elsewfere.

Objectives

Detection of psychosocial problemswithin the framework of a dual track policy

Especially in patients with ‘medically unexplainghlysical symptoms’ the 4DSQ can help in the intiaiof a
discussion about psychosocial problems. Thesentatée often very worried about their physimamplaints. They
want their doctor to take them seriously and t@giigate the possibility of a physical cause. Tareyoften aware,
at least to some extent, of the role siféss’. Howeverthey can only come to acknowledge that fact asdudis it
with the GP, when they feel assured that the G&kisg the somatic side of the problem serioushe GP can
reassure them by saying something like the follgwin

‘You are concerned that you may have a serious disease. | also asked you if stress could possibly play a role, and you told me that
that might be possible, because you have experienced some unpleasant events recently. | would like to suggest that we are going to
have a good look at both your physical health and your mental health. With regard to your physical health, | suggest that | give you a
physical examination and to have your blood tested in the laboratory. To assess your mental health | suggest that you fill in a
questionnaire about your complaints. Then we can discuss the results next week.’

As the patient has to tick an increasing numbersgthological complaints while filling in the 4DS&e will
become more aware of his psychosocial problems;hwivere more or less pushed aside by worries dhisut
physical health. Consequently, the patient willdree more willing to discuss these problems withGie
especially if the physical examination and labdesttow no signs of somatic disorders.

Table 1 Examples of items and response categories of the Four-Dimensional Symptom Questionnaire (4DSQ)*

Scale Examples of items Response categories
no sometimes  regularly often very often|
During the past week.. constantly
Distress did you feel easily irritated? 0 0 0 n 0
. d?d you feelthat you can:t coPe anym(?re? 0 0 0 N 0
Depression glr?y)rﬁ)(gr :;elthat you can't enjoy anything 0 0 0 N 0
did you ever think "If only | was dead"? 0 0 0 N 0
Anxiety did you suﬁer.from anxiet?/ or panic attacks? 0 0 0 N 0
iy s B s N = =
Somatization dfd you suffer fron‘pafpifations? 0 0 0 N 0
glg%gzhs:tf:;;ron‘pam in the abdomen or 0 0 0 N 0

* The full 4DSQ can be downloaded from www.emgaegéarchtools/4dsg.asp.



Quantifying the severity of the problems
The distress score, in particular, gives a goottaiobn of the severity of the patient’'s psychot@jisuffering. The
higher the distress score, the greater the suffeaind the higher the risk of social disfunctioning

Detection of depressive and anxiety disorders

In a standardized psychiatric interview more thali of the patients who the GP has diagnosed witteevous
breakdown’, appear to fulfil the criteria for DSM-Hiagnoses of depressive and/or anxiety disote&re quarter of
the patients with a ‘nervous breakdown’ have aossrdepressive disorder and/or a panic or phoburdeér for
which specific treatment is needed. The 4DSQ dsfesnd anxiety scores help the GP to identifgéhpatients
for whom further diagnosis could be worthwhile.

I dentifying and explaining somatization
High somatization scores give the GP the opponiguniprovide an acceptable explanation of mediaatigxplained
physical symptoms, to reassure the patient, afiacies the discussion on psychosocial issues.

Monitoring the course

If, after a few weeks or months of treatment, patiesay they are feeling better, it is often diffidco establish
whether the patient is cured or whether there lteesidual symptoms. Especially in the case epissive
disorders, a so-called ‘partial recovery’ is natas because of the risk of relapse or recurrerniee @mpletion of
the antidepressant treatment. The 4DSQ offersppertunity to objectify the degree of recoverythé patient is
not sufficiently recovered, then the 4DSQ scoremawvide the motivation to intensify the treatment.

The 4DSQ is freely available for non-commercial uskealth care and scientific research at
www.emgo.nl/researchtools/4dsqg.asp

Practical issues

Preparation

One should not ask a patient to fill in a 4DSQ indragely. It is important to explain the goal of tipgestionnaire
first. The patient must understand that psychokddictors might play a role in his complaintsthié patient
presents physical complaints, which the GP suspectisl be associated with psychosocial factoiis,iihportant
that the GP explicitly explains this possibilityttee patient at some time during the consultattohalf-hearted
confirmation that ‘it could perhaps be possiblealisthe GP needs to suggest to the patient tigstould also be
investigated.

Completion of the questionnaire

There is a case for striking the iron while it &t,hand asking the patient to complete the 4DSQeédiately after the
consultation, before leaving the practice. Whenpidwgent hands over the completed questionnaitieet@octor’s
assistant, she can then immediately make an appeirtfor the patient to discuss the results with@P. However,
if the patient prefers to complete the questiorenatrhome at a later moment, with or without thip loé others, that
is all right. Completion of the 4DSQ takes an ageraf 5-10 minutes.

Scoring
Each 4DSQ item provides 0, 1 or 2 points: 0 pafréissymptoms is absent, 1 point if a symptom @rigtimes’
present, and 2 points if a symptom is ‘regularlyhwore often present.

Interpretation and discussion of the 4DSQ scores

Each 4DSQ scale has two cut-off points, that ditigescores into ‘low’, ‘moderately high and ‘vérigh’. Table 2
presents an overview of the cut-off points andrthre@aning for each of the scales. Low scores dmeetl any
special attention; they are usually associated mattmal levels of distress, in which case the p&sdunctioning is
unaffected. Moderately high scores indicate thatehmight be something wrong. It is recommendetthigs signal
should be discussed with the patient and, if nezgsa follow-up appointment should be made. Indhse of a very
high score, action must always be taken. The GRaepto the patient what the 4DSQ scales genenadigisure,
and subsequently, together with patient searchebéandividual meaning of the 4DSQ scores. Thal goto arrive
at a shared ‘diagnosis’ and a joint plan of act®imce it is the patient’s own problem, he mustrdzst of the work.
The ‘diagnosis’ and plan of action do not necesaged to be finished within one consultation.i€#s often need
time to process the information, ask questionsismuss the complaints with other people. Theripaint in
making a diagnosis that the patient does not agitbe that is unlikely to result in successful ti@ant.



Table 2 Interpretation of the 4DSQ scores

Scale Low Moderately high Very high
Distress 0-10: normal distress; in principle 11-20: increased distress with the 21-32: severe distress with high
no action necessary threat of disfunctioning; stress risk of disfunctioning (sick leave);
reduction is desirable stress reduction is indicated
Depression 0-2: probably no depressive 3-5: possible depressive disorder; 6-12: relatively high risk of a
disorder wait-and-see and re-evaluation  depressive disorder; clinical

after a few weeks; if indicated depression diagnosis is indicated
clinical depression diagnosis

=

Anxiety 0-7: probably no anxiety disorder 8-12: gpibte anxiety disorder; 13-24: relatively high risk of one @
wait-and-see and re-evaluation  more anxiety disorders; clinical
after a few weeks; if indicated anxiety diagnosis is indicated
clinical anxiety diagnosis

Somatization 0-10: relatively normal bodily 11-20: possible somatization with 21-32: high risk of somatization;
reaction to stress the threat of disfunctioning; discussliscuss with patient, consider
with patient cognitive behavioural therapy or
referral
Distress

The distress score indicates how much tensions@tthe patient is experiencing, and how diffiduk to continue
to function. A high distress score indicates that¢ is something wrong, but it does notwélét is wrong. The
distress score is associated with work stress hosgrial problems and stressful life events, arit thie risk of
sickness absenée.

GP: ‘I will explain to you what the 4DSQ scores mean. The 4DSQ measures four kinds of complaints, namely distress, depression,
anxiety and somatization. For each of these types of complaints you will get a score. Distress means stress or tension. Your score
on the distress scale is 26 points, which is very high. This score tells me that you are having a very difficult time. The score does not
tell me why you are having a difficult time, but we can talk about that later.’

Depression

The higher the depression score, the greaterskefi(severe) depressive disorder. With respetttd@riteria in the
Dutch Association of General Practitioners’ Guides for Depressive Disorder [which are largelydncadance
with the DSM-IV criteria] the 4DSQ depression sches an area under the curve (AUC) of 0.88. Thiamae¢hat
there is an 88% chance that a randomly chosempatith depression has a higher score on the 4D&Gipedsion
scale than a randomly chosen non-depressive patient

GP: ‘The depression scale measures symptoms that are characteristic for a depressive disorder. Your score on that scale is 11
points, indicating that there is a relatively high risk that you have a depressive disorder. A depressive disorder is characterized by
abnormal moodiness. Typical is a total or partial loss of ability to enjoy ordinary things. Do you think that you have such a disorder?’

A very high depression score, therefore, meansckdar the disorder, together with the patienpaient who is
convinced of having a depressive disorder, can reasdy be motivated for a specific treatment. fieak the
diagnosis, the GP can apply the criteria of thed@linies for Depressive Disorder.

Anxiety

The higher the anxiety score, the greater theaisine or more anxiety disorders. With respechtoDSM-1V
diagnoses for panic disorder, agoraphobia andtalsphobia, the 4DSQ anxiety score has an AUC.850
(unpublished data). A generalized anxiety disorsi@ot always associated with a high anxiety sdoue almost
always with a high distress score. A generalizedeiy disorder is characterized by chronic (i.erenthan 6 months)
brooding and worrying. As with a very high depressscore, a very high anxiety scamglicates asearch for the
disorder, together with the patient.

GP: ‘The anxiety scale measures symptoms that are associated with anxiety disorders. Your score on that scale is 20 points, which
indicates that you have a relatively high risk of having an anxiety disorder. Anxiety is a normal emotion when there is a threat of
danger. However, in the case of anxiety disorder the anxiety is not normal, because it is hardly or not at all associated with real
danger. Do you recognize this type of abnormal anxiety in yourself?’



The Dutch Association of General Practitioners’ d&lines for Anxiety Disorders provides criteriadgtermine
which anxiety disorders are involved, based orfadkes of the anxiety, the situations in which itors, and the
kind of avoidance behaviour.

Somatization

The GP can tell a patient with a high somatizaticore that the body reacts to tension and stradshat, in
principle, this is normal. In some patients ‘semation’, a kind of hypersensitivity of the bodyreplay a rolé.In
addition, the complaints can be amplified unintemailly by concern, incorrect ideas about the comtdaand
illness behaviour that makes things worse, likéimgsvhen tired. The sensitization rationale offdgrs patient an
elegant, guilt-reducing explanation of the physmahplaints.

Discussion

With the aid of the 4DSQ the GP can assess foueminns of psychological complaints. The most irtgour
dimension is distress. If the score on the distseae is high, there is always something wrongat#hwrong can
then become clear in the dialogue with the patiétihe distress score is high the patient is alnabsays aware of
psychological problems. High scores on the depmasand anxiety scales make the GP and the patiereaof the
possibility of a psychiatric disorder that needsdific attention. The somatization scale indicdtes strong the
body reacts to the stress.

Although the 4DSQ does detect the most common dggltal complaints, it does not necessarily detect all
psychosociaproblemsin general practice. Up till now, due to lack ofigrical data, it is unclear to what extent the
4DSQ anxiety score detects serious, though relgtivecommon anxiety disorders such as obsessiveputsive
disorder, posttraumatic stress disorder and hypuifie. In addition, little is known about how patig score on the
4DSQ, if they have specific phobias (such as féapumlers or heights), disorders that are commdrcause
relatively little suffering. This latter limitatiois perhaps not so serious, since GPs rarely eteoamequest for help
concerning specific phobias. However, when a patieally suffers as a consequence of psychological problems,
irrespective of their nature, this suffering islikto be expressed in a high distress score. Bemeant, as such,
cannot be inferred from the 4DSQ scores, but magrbexplanation for a high distress score. The arsto
questions 47 and 48, that inquire about upsettiegts, can alert the GP to coping problems. Behavlwat is not
associated with psychological suffering, such alicidn, eating disorders and antisocial behaviwili,not be
detected by the 4DSQ. In view of the prevalencal@dhol misuse, it is sensible to inquire about gpecifically,
irrespective of the 4DSQ scores.

Obviously, the 4DSQ is not safeguarded againsdfreiowever, practical experience teaches us thegrsa in
general practice almost always fill in the questiaine truthfully. Presumably, this is because pasielo realize very
well that if they deliberately fill in the questioaire incorrectly, they can not expect their GBaable to help them.

Conclusions

» The 4DSQ is @onvenientool with which common psychosocial complaints barassessed.

» The 4DSQ detects almost all patients who suffeclpsipgically, irrespective of the specific cause.

» The 4DSQ specifically detects patients who havaatively high risk of having a serious depressivanxiety
disorder that needs specific treatment.

» Discussing the 4DSQ scores with the patient is@ geay to involve the patient in formulating theginosis and
a treatment plan. This strengthens the patiensjsaesibility for the problem and motivation fordtment.
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