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ABSTRACT 
Background: To clarify the problem of diagnosing major depression in elderly primary 
care patients, we studied the nuances of diagnostic classification by general practitioners 
(GPs) and the relationship between sociodemographic and clinical factors and an accurate 
diagnosis of depression. Methods: As part of a national survey of general practice a 
standardised psychiatric interview (CIDI) was performed in 237 subjects z55 years 
screened for the presence of psychopathology. Fifty-five patients were found to suffer 
from a major depressive disorder in the last 12 months. In these patients, GPs registered 
during 1 year all contact diagnoses and prescriptions of medication. Results: Nearly all 
depressed patients (96.4%) had one or more contacts with their GP during 1 year. GPs 
classified 20.8% of the patients as having a down/depressed feeling or depression, while 
32.1% as having other psychological problems than depression. It was remarkable that an 
accurate diagnosis by GPs was significantly related to higher age in this age group. 
Regarding the clinical characteristics, there was a significantly higher number of 
prescriptions of antidepressants in the accurately diagnosed patients. We found no 
significant differences in respect to other clinical characteristics (e.g. severity and number 
of symptoms, comorbidity of anxiety and somatic disorders). Conclusions: GPs are aware 
of the psychological problems in half of the elderly patients with major depression, but do 
not explicitly distinguish depressive symptoms from other psychological problems or 
from social problems. Integrated programs may be more promising to improve the 
diagnostic rate than clinical education or guideline implementation alone.  

1. INTRODUCTION 
Half to one third of primary care patients with a major depressive disorder (according to a 

standardised psychiatric interview) are recognised as depressed cases by their general practitioner 
(GP) (Docherty, 1997; Tiemens et al., 1999). Underrecognition and underdiagnosing of depression is 
assumed to be more salient in elderly primary care patients (Bowers et al., 1990; Iliffe et al., 1991; 
Van Marwijk et al., 1996). In the Dutch community the 1-month prevalence of major depressive 
disorder (DSM-III criteria) between 55 and 85 years is 2% (Beekman et al., 1995). 
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Sociodemographic factors such as younger age and female sex and clinical characteristics such as 
severe depression and comorbidity of anxiety disorders are suggested to be related to a higher 
diagnostic rate in depressed patients, while the diagnostic rate may be decreased in case of 
comorbidity of somatic diseases (Coyne et al., 1995; Kirmayer et al., 1993; Thompson, 2001; Tiemens 
et al., 1996, 1999; Tylee et al., 1995). The role of these factors may change in late life depression. Less 
is known about the influence of somatic and psychiatric comorbidity on an accurate diagnosis in this 
age group. Neurological disorders like dementia and Parkinson’s disease, cardiovascular diseases like 
stroke, cancer and metabolic and endocrine disorders are related to depression and may distract the 
attention from depressive symptoms when consulting a GP (Katona, 1994; Schwenk, 2002; Yesavage, 
1992). At the same time, the use of antidementia drugs, drugs for Parkinson’s disease, antiepileptic 
drugs and drugs for cardiovascular diseases with mood changing (side-) effects may mask depression 
(Farmacotherapeutisch Kompas, 2002/2003; Psychotropics 2000/2001; Unützer, 2002; Yesavage, 
1992). 

The aim of the present study was to obtain insight in the way GPs diagnose elderly patients ≥55 years 
with a major depressive disorder and to identify which sociodemographic and clinical factors are 
related to an accurate diagnosis by GPs. 

2. METHODS 
Data of this study were obtained from the second Dutch National Survey of General Practice 

(DNSGP- 2) (Schellevis et al., 2003). The DNSGP-2 was carried out in 104 general practices in The 
Netherlands. GPs registered all contacts with their patients in each practice during 1 calendar year 
(2001). A random sample (n = 1279) of the total practice population (n =±390,000), including 2480 
patients ≥55 years, participated in an extensive health interview survey with a response rate of 64.5%. 
Responders and nonresponders did not differ regarding age and gender, but educational level was 
slightly higher in the responders. As part of this interview, patients ≥18 years completed two screeners 
for psychopathology; the General Health Questionnaire 12-item version (GHQ-12) (Goldberg, 1972; 
Koeter and Ormel, 1991) for non-psychotic psychopathology and the CAGE questionnaire for 
alcoholism (Ewing, 1984; Mayfield et al., 1974). The validity of the GHQ as a screening instrument in 
general health care is high (sensitivity 83.4% and specificity 76.3%) (Goldberg et al., 1997). A sum 
score of 4 on the CAGE assured (100%) the presence of alcoholism. If patients had a GHQ score z4 
(first half of the year) or ≥3 (second half of the year)1 and/or the maximum sum score of 4 on the 
CAGE questionnaire, they were asked for participation in a standardised psychiatric interview (12-
month Composite International Diagnostic Interview (CIDI) version auto 2.1) (WHO, 1997). In the 
age group ≥55 years, the CIDI was actually performed in 237 of the 413 patients (response rate 
57.4%) and there were no differences in age, gender, educational level, ethnicity, GHQ and CAGE 
score between responders and non-responders. In this study, we included the 55 patients ≥55 years 
who fulfilled the DSM-IV criteria (American Psychiatric Association, 1994) for major depressive 
disorder (14 males and 41 females; mean age (±S.D.) = 63.6 (±7.8)). 

GPs registered during each contact with a patient the contact diagnosis in an electronic medical 
record coded according to the International Classification of Primary Care-1 (ICPC) (Lamberts and 
Wood, 1987). In case of the presence of depressive symptoms, GPs could register the 
symptom/complaint code P03 ‘down/depressed feelings’ or the disease code P76 ‘depression’. The 
ICPC definition of depression (P76) is based on the criteria stated in the International Classification of 
Health Problems in Primary Care (ICHPPC-2-defined) (WONCA, 1983). 

Sociodemographic factors (age, gender and educational level) were derived from the health interview 
survey. Regarding the clinical characteristics, CIDI data were used to determine severity of 
depression, number of depressive symptoms and comorbidity of anxiety disorders. The GHQ score 
was taken into account as an additional variable for severity of psychopathology. Comorbidity of 
somatic diseases was determined by the presence of an ICPC diagnosis on disease level. The 
prescription for antidepressants, other drugs acting on the nervous system, and drugs for other diseases 
than depression with mood changing (side-) effects was derived from the drug prescription registration 
by GPs. 

                                                      
1 The GHQ threshold was lowered during the registration period to enlarge the intake of participants. 
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Differences in sociodemographic and clinical factors between patients with and without an ICPC 
diagnosis P03 and/of P76 were tested by Student’s t-tests in case of normally distributed factors, M–W 
U-tests in case of non-parametric ordinal variables and by Chi-square (χ2) analyses in case of 
dichotomous factors. P values ≤ 0.05 were regarded as significant. 

3. RESULTS 
Fifty-three patients (96.4%) had one or more contacts with their GP in the contact registration. In 11 

of these patients GPs registered the diagnostic codes P03 and/or P76 resulting in an overall diagnostic 
rate of 20.8% (Table 1). Furthermore, in 17 patients (32.1%) GPs registered ICPC codes for other 
psychological problems than depression. The most frequent registered psychological problems were 
anxiety at complaint and disease level (P01/P74) (five patients) and sleep complaints (P06) (four 
patients). 

Patients who were accurately diagnosed were significantly older than patients without this 
classification (T-test, P ≤ 0.05), but gender and educational level did not differ significantly between 
the patient groups. Regarding the clinical factors, no significant differences were found for the GHQ 
score, number of depressive symptoms and severity of depression. More than half of the patients (n = 
30) had also an anxiety disorder CIDI. Although comorbidity of anxiety disorders tended to be higher 
in the accurately diagnosed group (72.7%) in comparison to the nonaccurately diagnosed group 
(52.4%), this difference failed to reach significance. In both patient groups there was a high 
comorbidity of somatic illness; 81.8% in the accurately diagnosed patients and 92.9% in the non-
accurately diagnosed patients. The prevalence of somatic comorbidity was not significantly different 
between patient groups. In additional analyses this was also found for comorbidity of cardiovascular 
and respiratory diseases and the prevalence of general and unspecified diseases. 

Antidepressants were prescribed significantly more often in patients with a GP diagnosis (72.7%) 
than in patients without a GP diagnosis (28.6%). This was not the case for other drugs acting on the 
nervous system or other drugs with mood changing (side-) effects. 

4. DISCUSSION 
In the present study, 20.8% of the patients older than 55 years with a major depression in the last 12 

months were classified by their GP as having a down/ depressed feeling (P03) and/or a depression 
(P76). The 1 year registration period provided the possibility to follow depressive episodes in their 
entire course. This methodological design overcomes the criticism on studies investigating the 
diagnostic rate at one point of time. Nevertheless, the diagnostic rate of major depression was 
comparable with the low recognition rates previously reported. Unfortunately, we did not know if and 
how patients presented their complaints, e.g. somatisation of depressive symptoms, during the 
consultation. 

The percentage of patients classified as having other psychological problems than depression 
(32.1%) was in agreement with the percentage of 33.3% found by Tiemens et al. (1999). In additional 
analysis we found that also 13.2% of the depressed patients was misclassified as having social 
problems. The misclassification of depression in non-medical terms should not be overlooked in the 
older age group. 

Due to the two-stage sampling of patients the overall response rate was much lower than the response  
rates to the health interview and CIDI separately. The average GHQ score was similar in responders 
and non-responders, but the GHQ provides no specific information about similarity of psychiatric 
morbidity between responders and non-responders. Therefore, a selection bias of patients cannot be 
ruled out. The number of patients may have contributed to the finding that clinical differences between 
the patients groups did not reach significance. 

Age was higher in the accurately diagnosed patients. However, our preliminary data of younger 
patients, showed that the present study sample had a diagnostic rate some percentages lower than 
patients between 18 and 55 years. The relationship between age and diagnostic rate of major 
depression may not be a linear one. 

After more than one decade of clinical education and guideline implementation GPs still have 
difficulties to differentiate depression from other psychological problem and social problems in old 
age. Recently, integrated quality improvement programs focusing on both improvement of recognition 
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and treatment have shown more promising results regarding improvement of clinical outcome 
(Callahan, 2001; NHS Centre, 2002). New strategies including at the same time education of patients, 
family and public and the organisation of care may facilitate diagnosing depression in the elderly by 
GPs. 
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