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ABSTRACT 
Background: Although psychiatric disorders are highly prevalent in the community, many patients 
with a psychiatric morbidity remain unidentified as such in primary care. 
Objective: The aim of this study was to analyze which clinical and sociodemographic characteristics 
of patients with psychiatric morbidity are related to general practitioners’ (GPs) diagnosis of mental 
illness. 
Methods: A 1-year naturalistic survey of primary care contacts of patients with a Diagnostic and 
Statistical Manual of Mental Disorders,Fourth Edition (DSM-IV) diagnosis of affective disorder, 
anxiety disorder or alcohol abuse was carried out. 
Results: Of the patients with a DSM-IV diagnosis, 10% did not visit their GP at all during 1 year, 40% 
visited their GP but were only diagnosed as having somatic diagnoses and 50% were given a 
psychological or social diagnosis at least once during 1 year. Affective disorders are more frequently 
diagnosed than anxiety disorders or alcohol abuse. The chances of psychological GP diagnosis 
increase with the number of GP contacts. 
Conclusions: GPs appear to have few indications to help them distinguish patients with a psychiatric 
morbidity from others, as long as the patients themselves do not express more explicit clues to their 
condition. Public mental health education and a better public relations policy are badly needed. 

1. INTRODUCTION 
Psychiatric disorders are highly prevalent in the community. The 1-year prevalence rates of any 

psychiatric disorder, measured among more than 60,000 communitydwelling adults between 2001 and 
2003 in 14 countries, varied between 4.7% and 26.4% [1], with a 14.9% rate for the Netherlands [2]. 
Nevertheless, the rates of psychiatric disorders diagnosed in general practice are lower. Lamberts [3], 
using the International Classification of Primary Care (ICPC) [4], showed a 2.9% prevalence rate of 
psychiatric diagnoses in 1991. The Second National Survey of General Practice [5] presented a 1-year 
prevalence rate of 4.7% psychiatric diagnoses using the ICPC. 

In this article, we will focus on the characteristics of patients and their psychiatric disorder that may 
boost their chances of being diagnosed as having psychological or social problems. From earlier 
research, it is known that female patients and patients well known to their general practitioners (GPs) 
have a better chance of being recognized as suffering from a mental illness [6,7]. Characteristics of the 
disorder may play a role as well: depression is better recognized than anxiety disorder [8]; more severe 
disorders are better recognized than mild forms of psychopathology [8–10]; and physical comorbidity 
has been reported as both an advantage [11] and a disadvantage [12] with regard to recognition of 
depression. Psychiatric comorbidity increases the chances of GP recognition of depression [13]. 

The research question underlying this article is as follows: Which characteristics (sociodemographic, 
health status, psychopathology) of patients with a Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition (DSM-IV) diagnosis of depression, anxiety disorder or alcohol 
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abuse/addiction increase the probability of a GP diagnosis of psychological disorder or social 
problems? 

[ FIGURE 1 ] 
 

2. METHODOLOGY 

2.1. Design and patients 
The data originate from the Second Dutch National Survey of General Practice. A nationwide, 

representative sample of 104 general practices participated with 400,000 registered patients (see Fig. 
1). 

During 1 year, data on all contacts between GPs and patients, including diagnoses, prescribed 
medications and referrals, were extracted from routine electronic medical records. A random 5% 
sample of patients was invited to participate in a comprehensive health interview (65% response rate) 
including two screening instruments. The instruments used were the 12-item version of the General 
Health Questionnaire (GHQ-12) [14] for general psychopathology and the CAGE Questionnaire [15] 
for alcohol abuse. Respondents aged 18 years or older with a GHQ score ≥4 (subsequently lowered to 
≥3 to include a sufficient number of patients with psychopathology) and/or a CAGE score of 4 were 
invited for a standardized psychiatric interview using the Composite International Diagnostic 
Interview (CIDI) [16]. The CIDI was successfully administered to 811 persons. In this study, we used 
the computerized Dutch version of the 12-month CIDI (CIDI-Auto 2.1). The following five sections 
were assessed: demographics; phobic and anxiety disorders; depressive disorders and dysthymic 
disorders; manic and bipolar disorders; and disorders resulting from the use of alcohol. 

CIDI data were combined with data concerning morbidity presented to the GPs by the patients during 
1 year around the interview date. This was accomplished for 795 persons, resulting in 6102 doctor–
patient contacts for analysis [6 patients had incomplete CIDI data and three practices (with 10 CIDIs) 
were excluded because of incomplete registration during 1 year]. Within a period of 9 months before 
or after the interview, 90% of the morbidity was presented in contacts, 75% of the data within a period 
of half a year. 

2.2. Nonresponse 
The respondents to the health interview (65% response rate) were representative of the general 

practice population regarding age and sex.  
The CIDI respondents did not differ from the nonrespondents regarding age, sex and GHQ score. In 

the respondent group, those with a higher education level were slightly overrepresented. 

2.3. Psychiatric morbidity 
CIDI diagnoses indicate psychiatric morbidity during the previous 12 months. By means of 

diagnostic algorithms, diagnoses according to criteria of the DSM-IV were provided. A diagnosis was 
considered positive when all diagnostic criteria (inclusion as well as exclusion criteria) were fulfilled. 
Of the 795 respondents to the CIDI, 376 had at least one DSM-IV diagnosis. This is the study 
population we are reporting on. 

In our analysis, we distinguished between patients with more and those with less severe psychiatric 
disorders. More severe disorders included moderate or severe major depressive disorder, bipolar 
disorder, any recurrent major depressive disorder, panic disorder, compulsive–obsessive disorder and 
the presence of more than one DSM-IV diagnosis. Less severe disorders were single mild major 
depressive disorder, generalized anxiety disorder, phobia without panic and alcohol abuse. 

2.4. Morbidity in general practice 
Of all the patients with a DSM-IV diagnosis, data about all contacts with their GPs during 1 year were 

analyzed. During each contact with a patient, a GP registered the diagnosis in an electronic medical 
record coded according to the ICPC [4]. The ICPC distinguishes separate chapters for psychological 
symptoms and diagnoses (e.g., depressed feeling, stress or depression, respectively, phobia) and social 
problems (e.g., family problems, work problems). Separate attention has been given to somatic 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -2- 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 
symptoms that are considered indicative of depression or anxiety: cold chills, tiredness, sweating, 
nausea, palpitations, tightness of the chest and lack of appetite. The registration also shows the total 
number of contacts of each patient during 1 year. 

[ TABLE 1 ] 
 

2.5. Patient characteristics collected during the health interview 
o A number of demographic characteristics were known for all patients in the survey, from the 

GP information system or from the survey. These characteristics are presented in detail in 
Table 4. 

o During the health interview, patients assessed their trust in general practice and mental health 
care on a 10-point scale. They also filled in the number of years they were registered with 
their GP. During the health interview, patients completed the MOS Short Form (SF-36) as an 
indicator of functional health status [17]. The subscales are presented in Table 3. 

Patients indicated on a list of 30 possible chronic diseases the conditions that they were suffering 
from. They also indicated the character and number of acute health problems that they had 
experienced during the last 2 weeks. 

Finally, they completed the GHQ-12 (which was also used as the screener to select possible 
participants for the CIDI). 

2.6. Measures 

2.6.1. CIDI 
The CIDI has been developed for administration by lay interviewers and generates DSM-IV 

diagnoses in psychiatric epidemiological research. In a recent validation study, the CIDI was 
considered “a highly valid assessment of mental disorders among primary care attendees.” 
Concordance for CIDI for International Statistical Classification of Diseases, Tenth Revision 
diagnoses was moderate to excellent (κ=.58–.97) [18]. 

2.6.2. SF-36 
The SF-36 is a 36-item self-report questionnaire yielding scores (0–100) on nine aspects of physical, 

social and mental functioning. In validation studies of the Dutch version, the internal consistency 
reliability of the subscales varied from .83 to .92 for a national sample, from .80 to .91 for a migraine 
sample and from .66 to .90 for a cancer sample. A series of known group comparisons yielded 
consistent support for the SF-36 [19]. 

2.6.3. GHQ-12 
The GHQ has been developed as a screener for psychiatric disorders in community settings. The 12-

item version has been reported to have a sensitivity of .94 and a specificity of .79. The internal 
consistency of the 12-item version has been reported to vary between .82 and .90; splithalf reliability 
was shown to be .95 [20]. 

2.7. Analysis 
All patients with at least one DSM-IV diagnosis (N=376) were selected from the sample interviewed 

with the CIDI. After these data had been put together with their 1-year general practice morbidity data, 
the patients were divided into three groups: those with psychopathology according to the CIDI without 
any contact with their GP (n =32), those with psychopathology without any GP diagnosis in ICPC 
Chapter P (psychological) or Z (social) (n =151) and those with psychopathology with at least one GP 
diagnosis in ICPC Chapter P or Z (n =193). 

The three groups were compared on the basis of sociodemographic composition, psychopathology 
(CIDI diagnosis, number of CIDI diagnoses, severity), health status and doctor–patient relationship. 
This comparison was first conducted at a bivariate level with t tests for independent groups (ordinal 
data with χ2) and then in a multivariate logistic regression with the inclusion of those variables that 
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showed significant contributions at a bivariate level. Analyses were performed using SPSS Version 11 
for Windows. Significance was accepted at the .05 level. 

3. RESULTS 
Three hundred seventy-six patients were identified with at least one DSM-IV diagnosis of mood 

disorder, anxiety disorder or alcohol abuse or addiction. Three hundred forty-four had at least one 
contact with their GP. 

[ TABLE 2 ] 

[ TABLE 3 ] 
 

(See Table 1 for the distribution of DSM-IV diagnoses, as assessed during interview.) 
Mood disorders and anxiety disorders were both common among the included patients. 

Approximately half of the patients with alcohol disorder or anxiety disorder had a coexistent mood 
disorder; half of the patients with a mood disorder and one third with alcohol disorder had an anxiety 
disorder too. Comorbidity is specified in Table 2. 

Table 3 presents the diagnoses made by the GPs during 1 year of contact registration. 
Approximately half of the patients with a DSM-IV diagnosis according to the CIDI were given at 

least one diagnosis within ICPC Chapter P during 1 year. One quarter were diagnosed as depressed, 
approximately 13% as being anxious or having an anxiety disorder and 10% as suffering from stress, 
burnout or neurasthenia. Approximately 10% were diagnosed in Chapter Z (e.g., family problems, 
working problems and financial problems). Altogether, 193 patients were given a psychological or 
social diagnosis by their GP during 1 year (with 26 receiving diagnoses from both domains). 

Although almost all patients with a DSM-IV disorder were given somatic diagnoses as well, 151 only 
had diagnoses in the somatic chapters of the ICPC. Approximately 20% of all patients received 
diagnoses of somatic symptoms that are regarded symptomatic for depression or anxiety disorder. 

Table 4 gives the patient and symptom characteristics of those given a psychological or social 
diagnosis by their GP at least once, of those who visited their GP but who never received a 
psychological or social diagnosis and of those who did not visit their GP. 

Patients with psychopathology who were diagnosed by their GP within the psychological or social 
domain did not differ from patients who were not diagnosed by their GP, as far as their 
sociodemographic characteristics were concerned. However, significant differences regarding 
psychopathology characteristics were observed. Among those who received a psychological or social 
diagnosis was a larger percentage of patients with a psychiatric disorder assessed as severe; there were 
more patients with a DSM-IV diagnosis of mood disorder in this group. In general, there was more 
psychiatric comorbidity among them than among those without a psychological or social diagnosis 
(1.47 vs. 1.27 DSM-IV disorders). Regarding patients’ health status, those who were given a 
psychological or social diagnosis by their GP had a higher GHQ score (indicating more mental 
distress), lower mental functioning scores on the SF-36 and far more visits to their GP than those not 
diagnosed as psychologically ill.  

Finally, patients with a psychological or social GP diagnosis tended to express slightly more 
confidence in their GP. This difference just failed to meet our criterion for statistical significance of 
.05 (probability being .06).  

[ TABLE 4 ] 

[ TABLE 5 ] 
 
Compared with patients with psychopathology who did not visit their GP, those from both visiting 

groups were older, more frequently female, less frequently single and more frequently married. 
Depression was less frequent among nonvisitors than among patients who were given a psychological 
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or social diagnosis by their GP. Generally, the health status of the nonvisitors was better: they had 
fewer chronic conditions and better scores on most of the SF-36 scales. 

A multivariate logistic regression analysis was carried out with the psychological or social diagnosis 
of the GP as the dependent variable to control for intercorrelations between the different significant 
predictors for a psychological or social diagnosis. Only significant predictors from the bivariate 
analysis were included in the analysis. Table 5 gives the results. 

Controlling for other predictors, patients with a DSMIV depression diagnosis had better chances of 
receiving a psychological or social diagnosis than patients with an anxiety or alcohol diagnosis. As the 
number of GP visits increased, the chances of being given a psychological or social diagnosis 
increased as well. The other predictors that were significant at a bivariate level did not contribute 
significantly to the prediction of a psychological or social diagnosis anymore, after controlling for the 
other variables. 

4. DISCUSSION 
Ninety percent of patients with a DSM-IV disorder have primary care contacts during 1 year. Many of 

them have more than one DSM-IV disorder, indicating a highly prevalent psychiatric comorbidity. For 
instance, approximately half of the patients with an anxiety disorder or substance abuse are depressed 
as well. 

Approximately half of the patients with a DSM-IV disorder were given a psychological or social 
diagnosis by their GP at least once during the year in which the DSM-IV diagnosis was assessed. Of 
those, 10% did not visit their GP during that year and 40% were only given somatic diagnoses. Those 
10% without any contact were younger, more frequently single and male; they had fewer chronic 
conditions and a better functional health status. The odds for being diagnosed by the GP with a 
psychological or social diagnosis were better for patients with depression than for patients with 
anxiety disorder or alcohol abuse/ addiction; the odds increased with the number of GP contacts. 
Chances were also better for patients with more severe psychopathology, more DSM-IV diagnoses, a 
higher GHQ score and more confidence in their GP; however, these effects disappeared after 
controlling for the former ones. 

4.1. Earlier findings 
These results are in line with earlier findings. Ormel et al. [8], Tiemens et al. [10], Goldberg and 

Bridges [21], Joukamaa et al. [22] and Thompson et al. [23] all pointed to the large number of patients 
with a psychiatric disorder who remained unrecognized by GPs. Coyne et al. [9] and Tiemens et al. 
[10] corroborate our finding that milder depressions in relatively well-functioning patients are harder 
to detect. Klinkman et al. [7] stressed the importance of knowing a patient as having a positive effect 
on recognition. In the same line are Bushnell’s [24] results that patients with more contacts are 
recognized easier as having psychological problems. The large comorbidity between several 
psychiatric disorders had been described already by Coyne et al. in 1994 [25]. However, these studies 
were cross-sectional by nature. In most cases, possible mental disorder of a patient was assessed by 
means of screening questionnaires instead of diagnostic interviews. The current results are based on a 
more comprehensive foundation in several ways. In our study, psychopathology was not assessed with 
a screening instrument such as the GHQ but with a thorough standardized diagnostic interview. 
Moreover, GPs’ assessment of the patients’ condition was not based on a single encounter but on a 
comprehensive yearlong registration of all morbidity presented to the GPs. In this way, the often stated 
advantage of a primary care situation to observe the natural course of illness was used optimally. 
Nevertheless, the proportion of recognized cases is not higher than usual in these studies. 

There might be some other factors that may improve the number of detected cases of 
psychopathology. GPs with an ability to detect nonverbal signals communicated by the patients are 
more sensitive for psychological distress [26]. An open and patient-centered communication style has 
previously been demonstrated to be related to the sensitivity of GPs for mental disorder in other 
studies [27,28]. On the part of the patients, it has been argued repeatedly that patients should be more 
ready to communicate their psychological distress. When patients take such initiatives, the number of 
recognized cases increases [29,30]. Patients who tend to attribute their symptoms to psychological 
explanations (“I am under a lot of stress these days”) have a much higher probability of presenting 
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with explicit psychological complaints than patients who tend to attribute the same symptoms to 
normalizing explanations (situational, environmental factors; “This room is much too hot”) [31]. 

However, variables of this kind are not available in our data set. 

4.2. Methodological considerations 
In a methodological respect, we should keep in mind that the CIDI provides us with a one-moment 

recording of psychopathology, literally covering the year before the interview, whereas the GP 
diagnoses have been collected during 1 year, largely before, partly after the moment of interview. 
Theoretically, not all consultations with the GPs have fallen within the episode of mental disorder, as 
assessed by the CIDI. However, given the relatively long duration of an episode of mental disorder, 
this would have been an exception rather than a rule. 

Another observation concerning the methodology has to do with our demarcation between 
“recognition” and “nonrecognition.” We have defined as nonrecognition where a GP has only made 
somatic diagnoses. Diagnoses within the social domain (often relationship or partner problems) are 
considered examples of recognition. When we draw the line between diagnoses within ICPC Chapter 
P and all other diagnoses, 13 more patients would remain unrecognized. 

A last point of consideration should be the nonresponse. The response rates for both the general 
health interview and CIDI are satisfactory and are in agreement with the response rates of comparable 
large-scale health surveys and epidemiological studies, which varied between 62% and 66% [32–34]. 
Nonresponse at both steps did not have a large impact on the representativeness of our final sample. 
However, it cannot be denied that ultimately only 38% (.65*.59) of the invited population at risk 
completed a CIDI. An obvious selection bias might have been an underrepresentation of the 
nonattendees in our final sample. However, as we were not as much interested in an exact estimation 
of prevalence but more in an inventory of morbidity presented by patients with a DSM-IV diagnosis, 
our main goal was to include a sufficient number of patients within several DSM-IV categories. 

5. CONCLUSIONS 

5.1. How should these findings be interpreted? 
Apparently, quite a lot of people with enough symptoms to meet DSM-IV criteria do not put forward 

explicit demands for psychological help to their GP and in some cases do not even visit their GP 
during 1 year. The reasons for not making any such demand have been documented in the literature. 
As Jorm [35] reported, many lay people cannot recognize specific disorders and have incorrect beliefs 
about the causes and effective treatment of mental illness. 

Most patients with a DSM-IV disorder do not consider themselves eligible for treatment in any case. 
Many think that they can handle their problems themselves. Most of those with a perceived need for 
care, who are in absolute number a minority of patients with a DSM-IV diagnosis, prefer not-effective 
treatment such as information or social support [36]. In general, patients who express a need for 
treatment prefer counseling far above medication [36–38]. Priest et al. [39] reported the belief among 
lay people that counseling is far more effective than medication whereas medication was thought by 
many to be addictive. Given this state of affairs, it is rather predictable that many patients with 
psychological problems are not inclined to put forward a demand for help to their GP, because they 
might expect a treatment with medication rather than counseling or another form of therapy. 

Within such a context, it is not surprising that a relatively large proportion of approximately 40% of 
visiting patients with a DSM-IV diagnosis are not diagnosed as such by a GP. Apparently, many of 
them did not seek help for psychological problems. It does not seem reasonable to assign GPs the task 
of detecting psychological problems when patients do not seek help for them and rather often do not 
exhibit the typical symptoms of, for example, depression or anxiety. 

Solutions might be sought in better demonstrations of the benefits of therapies for psychological 
problems, which, if convincing, might be of great benefit to the mental health education of the public. 
For the relatively large proportion of undetected psychiatric morbidity, there appears to be a public 
relations problem, at least to some extent. 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -6- 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -7- 

TABLES AND FIGURES 

 

ACKNOWLEDGMENTS 
This study was supported by a grant from ZonMw (The Netherlands Organization for Health 

Research and Development) (Z/CZ-TT 2001). 

7. LIMITATIONS OF THE STUDY 

6. CLINICAL IMPLICATIONS 

 

 No exact match in time framework between CIDI (diagnosis concerning 1 year before the 
interview) and GP registration (1-year registration around the interview date).  

 No datum available about patients’ reasons for their GP visits (only GP diagnoses). 

 GPs should be aware of the fact that patients with a psychiatric disorder are not likely to ask 
explicitly for help for their psychological problems.  

 The public should be better informed about the treatment possibilities of mental disorder in 
primary care. 

 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -8- 

 

 

 
 
 
 

 
 

 
 
 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 

 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -9- 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 

REFERENCES 
[1] WHO World Mental Health Survey Consortium. Prevalence, severity and unmet need for treatment 

of mental disorders in the World Health Organization world mental health surveys. JAMA 
2004; 291(21):  2581–90.  

[2] Bijl RV, de Graaf R, Hiripi E, et al. The prevalence of treated and untreated mental disorders in five 
countries. Health Aff 2003;  22(3):122– 33.  

[3] Lamberts H. Het huis van de dokter. Cifers uit het transitieproject. Lelystad: Huisartsenpers; 1990.  
[4] Lamberts H, Wood M, editors. ICPC, International Classification of Primary Care. London: Oxford 

University Press; 1987.  
[5] van der Linden MP, Westert GW, de Bakker DH, et al. Klachten en aandoeningen in de bevolking 

en in de huisartspraktijk. Utrecht: Nivel; 2004.  
[6] Al-Jaddou H, Malkawi A. Prevalence, recognition and management of mental disorders in primary 

health care in Northern Jordan. Acta Psychiatr Scand 1997;96(1):31 – 5.  
[7] Klinkman MS, Coyne JC, Gallo S, Schwenk TL. False positives, false negatives, and the validity of 

the diagnosis of major depressive disorder in primary care. Arch Fam Med 1998;7:451– 61.  
[8] Ormel J, Koeter MWJ, van den Brink W, Willige G. Recognition, management and course of 

anxiety and depression in general practice. Arch Gen Psychiatry 1991;48:700–6.  
[9] Coyne JC, Schwenk TL, Fechner-Bates S. Nondetection of depression by primary care physicians 

reconsidered. Gen Hosp Psychiatry 1995;  17(1):3– 12.  
[10] Tiemens BG, Ormel J, Simon GE. Occurrence, recognition and outcome of psychological 

disorders in primary care. Am J Psychiatry 1996;153:636– 44.  
[11] Robbins JM, Kirmayer LJ, Cathebras P, et al. Physician characteristics and the recognition of 

depression and anxiety in primary care. Med Care 1994;32:795– 812.  
[12] Tylee A, Freeling P, Kerry S, et al. How does the content of consultations affect the recognition by 

general practitioners of major depression in women? Br J Gen Prac 1995;45:575– 8.  
[13] Nuyen J, Volkers AC, Verhaak PFM, et al. Accuracy of diagnosing depression in primary care: the 

impact of chronic somatic and psychiatric co-morbidity. Psychol Med 2005;35:1185– 95.  
[14] Goldberg D. The detection of psychiatric illness by questionnaire. London: Oxford University 

Press; 1972.  
[15] Ewing JA. Detecting alcoholism. The CAGE Questionnaire. JAMA 1984;252:1905– 7.  
[16] WHO. Composite International Diagnostic Interview — Version 2.1. Geneva: World Health 

Organization; 1997.  
[17] Ware JE, Sherbourne CD. The RAND-36 Short-Form Health Status Survey: 1. Conceptual 

framework and item selection. Medical Care 1992;30:473– 81.  
[18] Jordanova V, Wickramesinghe C, Gerada C, Prince M. Validation of two survey diagnostic 

interviews among primary care attendees: a comparison of CIS-R and CIDI with SCAN ICD-10 
diagnostic categories. Psychol Med 2004;34(6):1013–24.  

[19] Aaronson NK, Muller M, Cohen PD, Essink-Bot ML, Fekkes M, Sanderman R, et al. Translation, 
validation, and norming of the Dutch language version of the SF-36 Health Survey in community 
and chronic disease populations. J Clin Epidemiol 1998;  51:1055– 68.  

[20] Goldberg D, Williams P. A user’s guide to the General Health Questionnaire. Windsor: NFER-
Nelson Publishing Company Ltd; 1988.  

[21] Goldberg D, Bridges K. Screening for psychiatric illness in general practice: the general 
practitioner versus the screening questionnaire. J R Coll Gen Prac 1987;37:15–8.  

[22] Joukamaa M, Lehtinen V, Karlsson H, et al. SCL-25 and recognition of mental disorders reported 
by primary health care physicians. Acta Psychiatr Scand 1994;89:320–3.  

[23] Thompson C, Ostler K, Peveler RC, et al. Dimensional perspective on the recognition of 
depressive symptoms in primary care. Br J Psychiatry 2001;179:317–23.  

[24] Bushnell J. Frequency of consultations and general practitioner recognition of psychological 
symptoms. Br J Gen Pract 2004;  54(11):838–42.  

[25] Coyne JC, Fechner-Bates S, Schwenk TL. Prevalence, nature and comorbidity of depressive 
disorder in primary care. Gen Hosp Psychiatry 1994;16:267– 76.  

[26] Millar T, Goldberg DP. Link between the ability to detect and manage emotional disorders: a study 
of general practitioner trainees. Br J Gen Prac 1991;41:357– 9.  

[27] Marks JN, Goldberg DP, Hillier VF. Determinants of the ability of general practitioners to detect 
psychiatric illness. Psychol Med 1979;  9:337–53.  

[28] Van der Pasch M, Verhaak PFM. Communication in general practice: recognition and treatment of 
mental illness. Patient Education and Counseling 1998;33(2):97 –112.  

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -10- 



P.F.M. Verhaak, F.G. Schellevis, J. Nuijen, A. Volkers 
Patients with a psychiatric disorder in general practice:  

determinants of general practitioners' psychological diagnosis. 
General Hospital Psychiatry: jrg. 28, 2006, nr. 2, p. 125-132 

 
[29] Sayal K, Taylor E. Detection of child mental health disorders by general practitioners. Br J Gen 

Pract 2004;54:348–52.  
[30] Maginn S, Boardman AP, Craig TKJ, et al. The detection of psychological problems by general 

practitioners. Influence of ethnicity and other demographic variables. Soc Psychiatry Psychiatr 
Epidemiol 2004;39(6):464– 71.  

[31] Kessler D, Lloyd K, Lewis G, Pereira Gray D. Cross sectional study of symptom attribution and 
recognition of depression and anxiety in primary care. BMJ 1999;318:436–9.  

[32] Bijl RV, Zessen G, van Ravelli A. Psychiatrische morbiditeit onder volwassenen in Nederland: het 
NEMESIS-onderzoek I: Opzet van Nemesis. Ned Tijdschr Geneeskd 1997;141:2453– 60.  

[33] Kriegsman DMW, Penninx BWJH, Eijk JThMv, et al. Self-reports and general practitioner 
information on the presence of chronic diseases in community dwelling elderly. J Clin Epidemiol 
2001;  49(12):1407–17.  

[34] Lewis G, Wilkinson G. Another British disease? A recent increase in the prevalence of psychiatric 
morbidity. J Epidemiol Community Health 1993;47:358– 61.  

[35] Jorm AF. Mental health literacy. Public knowledge and beliefs about mental disorder. Br J 
Psychiatry 2000;177:396– 401.  

[36] Andrews G, Issakidis C, Carter G. Shortfall in mental health service utilization. Br J Psychiatry 
2001;179:417–25.  

[37] Churchill R, Khaira M, Gretton V, et al. Treating depression in general practice: factors affecting 
patients’ treatment preferences. Br J Gen Pract 2000;50:905–6.  

[38] Brody DS, Khaliq AA, Thompson TL. Patients’ perspectives on the management of emotional 
distress in primary care settings. J Gen Intern Med 1997;12(7):403– 6.  

[39] Priest RG, Vize C, Roberts A, et al. Lay people’s attitudes to treatment of depression: results of 
opinion poll for Defeat Depression Campaign just before its launch. BMJ 1996;313:858– 9.  

This is a NIVEL certified Post Print, more info at http://www.nivel.eu  -11- 


	Patients with a psychiatric disorder in general practice: de
	Peter F.M. Verhaak*, Francois G. Schellevis, Jasper Nuijen, 
	ABSTRACT
	1. INTRODUCTION
	[ FIGURE 1 ]
	2. METHODOLOGY
	2.1. Design and patients
	2.2. Nonresponse
	2.3. Psychiatric morbidity
	2.4. Morbidity in general practice

	[ TABLE 1 ]
	2.5. Patient characteristics collected during the health int
	2.6. Measures
	2.6.1. CIDI
	2.6.2. SF-36
	2.6.3. GHQ-12

	2.7. Analysis

	3. RESULTS
	[ TABLE 2 ]
	[ TABLE 3 ]
	[ TABLE 4 ]
	[ TABLE 5 ]
	4. DISCUSSION
	4.1. Earlier findings
	4.2. Methodological considerations

	5. CONCLUSIONS
	5.1. How should these findings be interpreted?

	6. CLINICAL IMPLICATIONS
	7. LIMITATIONS OF THE STUDY
	ACKNOWLEDGMENTS
	TABLES AND FIGURES
	REFERENCES



