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ABSTRACT

Objectives: To assess professionals' adherence to evidence-based guidelines and to investigate
whether or not this is influenced by recording of the diagnosis and symptom severity.

Method: Analysis of baseline cross-sectional data of a cohort study of 721 primary care
patients with a confirmed diagnosis of a depressive or anxiety disorder. Information on the
management of depressive and anxiety disorders was gathered from the electronic medical
patient records. Guideline adherence was measured by an algorithm, based on performance
indicators.

Results: Forty-two percent of the patients with a depressive disorder was treated in
accordance with the guideline, whereas 27% of the patients with an anxiety disorder received
guideline-consistent care. The provision of care in line with current depression and anxiety
guidelines was around 50% for persons with both types of disorders. Documentation of an
International Classification of Primary Care diagnosis of depression or anxiety disorder
appeared to have a strong influence on guideline adherence. Symptom severity, however, did
not influence guideline adherence.

Conclusions: Adherence to depression and anxiety guidelines can be improved, even when
the general practitioner makes the diagnosis and records it. Data on actual health care delivery
and quality of care provide insight and may be useful in developing quality improvement
activities.

1. INTRODUCTION

Depression and anxiety disorders impose enormous individual and societal burdens owing to their high
prevalence rates and substantial associated disability and health care costs [1], [2] and [3]. Both disorders
are chronic, often relapsing illnesses, especially if not treated [4] and [5]. Although patients suffering from
depressive and anxiety disorders are intensive users of health care services, many patients deny their

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



http://linkinghub.elsevier.com/retrieve/pii/S0163-8343(09)00098-X
http://www.ncbi.nlm.nih.gov/pubmed/19703640
http://www.nivel.eu/

Smolders, M., Laurant, M., Verhaak, P., Prins, M., Marwijk, H. van, Penninx, B., Wensing, M., Grol, R. Ad@ce

to evidence-based guidelines for depression and anxiety disorders is associated with recording of t
diagnosis. General Hospital Psychiatry: 2009, 31(5), 460-469 nive _

symptoms, use different contextual labels for their distress or do not seek help at all. A complicating issue
is that there are many competing demands in the primary care setting where most patients with these
conditions are seen [6] and [7].

Due to the abovementioned motives, a substantial number of patients suffering from depressive and
anxiety disorders remain unrecognized. Acknowledgement and recognition by both patients themselves and
health care providers may need improvement because it allows for adequate treatment that might speed up
recovery. The reigning view that the diagnosis of depressive and anxiety disorders conveys additional
burden and the stigma attached to having a mental illness are likely to reduce the identification of these
illnesses. Nevertheless, there is evidence that adequate recognition is a first important step toward more
effective management [8].

Current international guidelines on the management of depression and anxiety disorders recommend both
non-pharmacological therapies, such as psychological support and counseling, and pharmacological
therapies, such as antidepressant medication, particularly for those with a major disorder [9], [10], [11],
[12], [13], [14] and [15]. Provision of guideline-concordant depression care appears to have a beneficial
impact on patient outcomes [16], [17] and [18]. In addition, treatment meeting clinical guidelines is also
cost effective [19]. Researchers have successfully characterized the quality of care for a variety of somatic
disorders [20], [21] and [22], and it is important to provide data to inform policy internationally for
psychiatric disorders. However, unlike the situation in diabetes care with the hemoglobin Alc test, there is
no laboratory test for the long-term quality of the management of depressive and anxiety disorders in a
particular patient.

Several articles on guideline adherence in the management of patients with a depressive or anxiety
disorder have already been published [23], [24], [25], [26], [27] and [28]. However, these studies did not
address all important aspects of depression and anxiety care, nor did they examine the influence of
recording the diagnosis on guideline adherence. Furthermore, the relationship between symptom severity
and the degree of guideline adherence has also not yet been investigated. Other aspects of previous studies
are that they relied on self-administered modes of data collection and in most cases did not focus on a
particular health care setting. In our study, we addressed those limitations. We focused specifically on
primary care treatment of depression and anxiety disorders, as those patients are likely to receive most of
their care from general medical providers [27], [29] and [30]. Additionally, instead of retrospective self-
report data, we used the electronic medical patient records (EMRs) to establish guideline adherence. The
purposes of the present study were: (1) to investigate whether general practitioners (GPs) record the
diagnosis of patients with a confirmed Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-1V) diagnosis of a depressive or anxiety disorder in the EMRs; (2) to describe the patterns of
care received by a cohort of primary care patients suffering from a depressive or anxiety disorder; (3) to
assess to which degree GPs adhere to evidence-based clinical guidelines on depression and anxiety
disorders and (4) whether or not guideline adherence is influenced by (a) recording of the diagnosis and (b)
symptom severity.

2. METHODS

2.1. Study population and setting

Data for this study came from cross-sectional measurements of the Netherlands Study of Depression and
Anxiety (NESDA), an 8-year longitudinal cohort study designed to be representative of persons with
depression and anxiety disorders in different health care settings and in different stages of the disorders.
Details on objectives, recruitment and methods of NESDA have been described elsewhere [31]. In short,
recruitment of participants took place from September 2004 through February 2007. Primary care patients
were recruited from 72 GPs in the vicinity of Amsterdam, Leiden and Groningen; 23750 patients (aged 18—
65 years) who attended their GP in the last 4 months, irrespective of the reason for consultation, were sent a
screening questionnaire to measure the presence of affective or anxiety disorders containing the Kessler-10
[32] with five additional questions. Nearly half of the screeners returned (n=4887) were screen-positive,
and these persons were interviewed by phone with the short form of the Composite Interview Diagnostic
Instrument (CIDI) [33]. If this interview produced a current (6-month recency) depressive disorder
(including major depressive disorder or dysthymia) or an anxiety disorder (including generalized anxiety
disorder, social phobia, agoraphobia or panic disorder), respondents were asked to participate in NESDA
and were invited for a baseline assessment, which included a full CIDI interview. In addition, a random
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selection of the screen-negatives (both from the written screener or the phone-screen) were also invited to
participate (control group). The NESDA study was approved by the Central Ethics Committee on Research
involving human subjects of the participating institutes. After full verbal and written information about the
study, written informed consent was obtained from all participants.

2.2. Measurements

2.2.1. Diagnosis of depressive or anxiety disorder

The CIDI [World Health Organization (WHO) version 2.1] was used to identify participants with a current
(6-month recency) depressive or a current anxiety disorder. Patients with a subthreshold level of a
depressive or anxiety disorder were excluded. The CIDI classifies diagnoses according to the DSM-1V
criteria [34]. The CIDI is used worldwide and WHO field research has found high interrater reliability [35],
high test-retest reliability [36] and high validity for depressive and anxiety disorders [37].

2.2.2. Patient characteristics

Detailed sociodemographic data, including age, gender, nationality and marital status were collected by
questionnaire. Socioeconomic information was collected by asking for education and income of the
participants.

Severity of depressive symptoms was measured with the 30-item Inventory of Depressive
Symptomatology (IDS) self-report version. According to established guidelines, we considered scores
below 14 to indicate no depressive symptoms or minimal depressive symptoms; 14—25, mild symptoms;
2638, moderate symptoms; 3948, severe symptoms and >48, very severe symptoms.

Severity of anxiety symptoms was measured using the 21-item Beck Anxiety Inventory (BAI). We
considered scores below 22 to indicate low anxiety; 22—-35, moderate anxiety; and >35 severe anxiety.

2.2.3. Actual GP performance

Most information on the documentation of the diagnosis depressive or anxiety disorder and the delivery of
mental health care by GPs was gathered from the EMRs. Data on diagnosis and treatment were extracted
for two years, i.e., from the year prior to inclusion in NESDA to the year after inclusion in NESDA. This
data extraction included information on diagnosis, number of GP consultations, type of medication,
duration of prescription and referral to primary or secondary specialized mental health care.

2.2.3.1. Documentation of depression or anxiety diagnoses

Information on diagnosis should routinely be recorded by the GP, following the International
Classification of Primary Care (ICPC) codes [38]. In the ICPC, two codes deal with depression (P03 and
P76) and two codes deal with anxiety (PO1 and P74). In our study, patients having an episode P03 and/or
P76 were considered to be appropriately diagnosed as depressed by their GP, while patients having an
episode P01 and/or P74 were considered to be appropriately diagnosed with an anxiety disorder by their
GP. As earlier research demonstrated that GPs often register depressive and anxiety disorders as part of
other psychological problems to which the depressive or anxiety disorder is related [39], patients with a
CIDI diagnosis depressive disorder and an episode of feeling anxious/nervous/tense (P01), acute stress
(P02), feeling/behaving irritable/angry (P04), anxiety disorder (P74), somatization disorder (P75) or
neurasthenia/surmenage (P78) in their EMR were considered to be partially recognized as having a
depression by their GP, whereas patients with a CIDI diagnosis anxiety disorder and an episode P02, P03,
P04, P75, P76 or P78 in their EMR were considered to be partially recognized as having an anxiety disorder
by their GP. For the documentation of an appropriate or partial depression or anxiety diagnosis by the GP,
we searched the EMRs for the period one year before and 3 months after establishing the CIDI diagnosis.

2.2.3.2. Management of depression and anxiety

Several options are available in the management of depression and anxiety disorders in primary care. GPs
have non-pharmacological (psychological support, counseling) and pharmacological (prescription of
antidepressant medication) management options. Alternatively, they can refer patients to mental health
specialists in primary or secondary health care.

2.2.3.2.1. Non-pharmacological management
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Information on psychological support, not necessarily including a structured therapy, was obtained by
counting the number of GP consultations during a defined period after registration of the above mentioned
ICPC codes on depression and anxiety diagnoses.

As the EMRs did not contain information on the provision of counseling, this information was obtained
from patient-reported questionnaire data. The Perceived Need for Care Questionnaire (PNCQ) assesses
need from the perspective of the patient. Besides questions about perceived needs for care, people are asked
if they had contact with different caretakers (for a mental health problem) during the last 6 months.
Furthermore, people are questioned about what services they had received for their mental health
problem(s). For our study, we used answers to the following specific questions included in the PNCQ: Did
you visit your GP during the past 6 months?; Did at least one of these consultations pertain to mental
health problems?; Did you receive counseling during these consultations for mental health problems? [40].

2.2.3.2.2. Pharmacological management

Information on the prescription of antidepressant medication was recorded according to the Anatomical
Therapeutic Chemical (ATC) Classification System [41]. The drugs called antidepressant medication in our
study are those with ATC code NOGA.

2.2.3.2.3. Referral

Both ICPC codes and Working Committee for Information and Automation codes were used for recording
information on referral. In our study, patients whose referral was either marked with ICPC code P01, P02,
P03, P04, P74, P75, P76 or P78, or with a WICA code bearing reference to a mental health care
professional, were considered to be referred for a depressive or anxiety disorder.

2.2.4. Quality of care

2.2.4.1. Performance indicators

A two-round Delphi technique, involving eleven experts in depression and anxiety care, was utilized to
develop a set of indicators for the assessment of the quality of general practice care for patients with
depression and anxiety disorders. Important stakeholders who were not able to contribute to the Delphi
rounds added some additional items for consideration to the results of the Delphi procedure. The
performance indicators, based on key recommendations from the national evidence-based clinical
depression and anxiety guidelines issued by the Dutch College of GPs [14] and [15], enabled examination
of actual health care delivery to primary care patients with depression and anxiety. The performance
indicators measured different aspects of depression and anxiety care, including both diagnosis and
management of depressive and anxiety disorders. The topics of these performance indicators are presented
in Box 1.

[BOX 1]

2.3. Statistical analysis

2.3.1. Actual performance

We calculated the percentages of patients with a current depressive disorder or a current anxiety disorder
whose EMR contained documentation of an appropriate or partial GP depression or anxiety diagnosis. To
describe the patterns of management, we calculated the percentages of patients with a CIDI confirmed
depressive disorder, anxiety disorder and comorbid depressive and anxiety disorder (not necessarily also
appropriately or partially recognized by their GP) who received (a) psychological support, (b) counseling,
(c) antidepressant treatment and (d) referral to specialized mental health care.

2.3.2. Quality of care

Based on our performance indicators, we constructed an algorithm for defining adherence to the
depression and anxiety guidelines by GPs. Adherence to these guidelines was defined as receiving
appropriate psychological support, Or receiving counseling, Or receiving appropriate antidepressant
medication, or a referral to a mental health specialist.
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The sole criterion for appropriate psychological support was the provision of at least five GP consultations
in the 15-week period after documentation of the ICPC diagnosis of depression or anxiety. The provision of
1-4 GP consultations in the 15-week period after diagnosing depression or anxiety was considered as
suboptimal psychological support. Criteria for appropriate antidepressant medication were (a) the provision
of a consultation by the GP within 6 weeks of initiating antidepressant drug treatment and (b) continuation
of antidepressant drug treatment for at least five months or cessation of antidepressant drug treatment after
2—-6 weeks in case of no response. Antidepressant drug treatment was considered to be suboptimal if it did
not include those two additional conditions. Neither counseling nor referral included any additional
conditions for appropriate care. The definition of adherence to the anxiety guideline was identical to that of
adherence to the depression guideline, with the exception of the element of counseling. In accordance with
the Dutch anxiety guideline for GPs [14], counseling was not included in the definition of adherence to the
anxiety guideline. The algorithm for guideline adherence is presented in Box 1.

We calculated the percentages of patients who received guideline-consistent treatment. The provision of
psychological support could only be calculated for patients who were registered by their GP as having a
depression or anxiety disorder as psychological support implied at least five GP consultations in the 15-
week period after EMR documentation of a depression or anxiety diagnosis by the GP. We performed two
subgroup analyses: one analysis to assess the provision of guideline-consistent care to patients with and
without documentation of an appropriate or partial ICPC diagnosis in their EMR and another analysis to
assess the provision of guideline-consistent care to patients with moderate to very severe symptoms.

The interclass correlation coefficient (ICC) for the provision of guideline-consistent care was assessed to
give insight into the proportion of variance that was accounted for by practice level. Statistical analysis was
performed using SPSS version 14.0 for Windows.

3. RESULTS

3.1. Study population

Of the 1610 primary care patients included in NESDA, 743 patients met criteria on the full CIDI interview
for either current (6-month recency) depressive disorder or current anxiety disorder. Only 22 of them
refused informed consent for the extraction of health care information from their EMR. Our sample
included 721 patients from 67 out of 72 GPs. The overall sample had a mean age of 44.9 years (S.D.=12.1)
and consisted of 215 men (29.8%) and 506 women (70.2%). Nearly all respondents (96%) had the Dutch
nationality, and the majority of the participants (58.7%) had an intermediate education. There were nearly
equal proportions of married and never-married patients (40.8% versus 40.2%). As shown in Table 1, 314
participants (43.6%) were recruited from GPs in Amsterdam, 273 participants from GPs in Leiden (37.9%)
and 134 participants (18.6%) from GPs in Groningen. There were 148 patients with a depressive disorder
only, 298 with an anxiety disorder only and 275 with both disorders. In addition to the characteristics of the
whole study sample, Table 1 also shows the above described characteristics separately for patients with a
depressive or an anxiety disorder only as well as for patients suffering from both disorders.

[TABLE 1].

3.2. Actual GP performance

3.2.1. Documentation of depression and anxiety diagnoses

Table 2 describes the documentation of depression and anxiety diagnoses by the GP in the EMR of
patients with a CIDI diagnosis depression and/or anxiety disorder. Only 17.6% of the patients with a CIDI
diagnosis depressive disorder had an EMR documentation of an appropriate or partial depression diagnosis.
The proportion of patients with a CIDI diagnosis anxiety disorder and an EMR documentation of an
appropriate or partial anxiety diagnosis was even smaller (8.4%). Compared to patients with a depressive or
an anxiety disorder only, patients with both disorders had more often a documentation of an appropriate or
partial diagnosis in their EMR (19.7%).

[TABLE 2.]

3.2.2. Management of depression and anxiety
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The various types of care provided to patients with a CIDI depression and/or anxiety disorder, as well as
the extent of guideline adherence, are presented in Table 3.

[TABLE 3.]

Among patients with a depressive disorder only, 16.2% received some psychological support. 4.7% of the
patients with a depressive disorder was provided at least five consultations in the 15-week period after
documentation of the depression diagnosis in the EMR. Counseling, prescription of antidepressant
medication and referral were all offered to one quarter of the patients suffering from a depressive disorder.
The majority of patients treated with an antidepressant had a follow-up consultation for medication review
within 6 weeks and continued the use of antidepressant medication for at least five months. Forty-four
percent of the treated patients with a depressive disorder received only one type of treatment, i.e.,
psychological support, counseling, antidepressant medication or referral to specialized mental health care.
All others who got treatment were provided two or more different types of treatment, either simultaneously
or consecutively.

Patients with an anxiety disorder only were less frequently offered some form of treatment; 7.4% of the
patients were seen at least once after documentation of their (partial) anxiety diagnosis. The proportions of
patients who received antidepressant medication and a referral to specialized mental health care did not
differ substantially (17.8% and 18.8%, respectively). The majority of the treated patients suffering from an
anxiety disorder were offered one type of treatment, whereas 24% of them received two or more different
types of treatment.

Compared to patients with a single diagnosis of a depressive or anxiety disorder, higher treatment rates
were found in patients with a comorbid depressive and anxiety disorder. Half of the patients with a
comorbid depressive and anxiety disorder who received treatment were offered one type of treatment,
whereas the other half of these patients were offered at least two different types of care.

3.2.3. Quality of care

Nearly 42% of all patients with a CIDI diagnosis depressive disorder was treated in accordance with the
guideline (Table 3). When considering the subgroup of patients with a moderate to very severe depressive
disorder (based on cutoff scores for the IDS), 47.3% of the patients were treated in accordance with the
guideline. Our study results showed that 80.8% of the patients with a CIDI diagnosis depressive disorder
and an EMR documentation of a (partial) depression diagnosis received any type of guideline-consistent
care. In comparison, 33.6% of the patients with a CIDI diagnosis depressive disorder and no documentation
of a depression diagnosis in their EMR received care that was in accordance with the depression guideline.

Of the total patient group with a CIDI diagnosis anxiety disorder, 27.2% received any type of guideline-
consistent care. For the subgroup of patients with a moderate to severe disorder (based on cut-off scores for
the BAI), this percentage was 37%. Again, there was a large difference in guideline adherence regarding
patients with and without documentation of a (partial) anxiety diagnosis in their EMR (60% and 24.2%,
respectively).

Guideline adherence was highest for patients with a comorbid depressive and anxiety disorder (50.2%). In
the subgroup of patients with a moderate to very severe disorder (based on cutoff scores for the IDS and the
BAI), this percentage was slightly higher (52.5%). Although the provision of guideline-recommended care
was also in this group markedly different for patients with and without an EMR documentation of their
depression or anxiety diagnosis, this difference was smaller compared to the groups of patients with a
single diagnosis of a depressive or anxiety disorder (77.8% versus 43.4%).

Clustering of GPs within practices accounted for 13% of the total variation in GPs' adherence to the
depression and anxiety guidelines (ICC=/0.13).

4. DISCUSSION

Results of our study indicate that (1) the vast majority of patients with a CIDI diagnosis depressive or
anxiety disorder has no EMR documentation of a depression or anxiety diagnosis; (2) nonpharmacological
and pharmacological therapies were used equally common in the treatment of patients with individual
depressive or anxiety disorders, whereas antidepressant medication was the most frequently used treatment
option in the management of comorbid depression and anxiety disorders; (3) adherence to evidence-based
depression and anxiety guidelines is 27.2—41.9% for individual disorders and 50.2% for comorbid

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




Smolders, M., Laurant, M., Verhaak, P., Prins, M., Marwijk, H. van, Penninx, B., Wensing, M., Grol, R. Ad)‘(eance

to evidence-based guidelines for depression and anxiety disorders is associated with recording of t
diagnosis. General Hospital Psychiatry: 2009, 31(5), 460-469 nive _

depressive and anxiety disorders; (4a) making the diagnosis and recording it is highly associated with
guideline adherence and (4b) symptom severity has no strong influence on guideline adherence.

Our results are in line with findings of some earlier studies that pointed to the large number of patients
with a psychiatric disorder who remained unacknowledged by their GPs [39] and [42].

A possible explanation for the GPs' low registration rate of depression and anxiety diagnoses might be that
primary care, especially for mental health problems, seems to be much less focused on diagnostic
categories than on problems or working hypotheses [43]. Depressive and anxiety disorders may be
diagnoses that tend to emerge progressively in general practice. GPs' diagnostic strategies may be part of a
process to identify those who can benefit from specific interventions. However, as we observed
considerably higher rates of guideline adherence in patients with an EMR documentation of their depressive
or anxiety disorder (60—-81%) compared to patients without such documentation (24—43%), we may
conclude that diagnosing and subsequent recording of the diagnosis in the patient's EMR is an important
prerequisite for the provision of care recommended by the guidelines.

Little is known about why the rates of guideline adherence are so low. As we excluded patients with
subtreshold symptoms and minor disorders, our study sample contained only patients with a full-blown
depressive or anxiety disorder for whom treatment is recommended by the guidelines. These low rates of
guideline adherence may reflect both patients' and physicians' choices. Our rates are slightly higher than the
prevalence rates of adequate care found for depression and anxiety disorders in some other studies [23],
[25], [26] and [28]. This discrepancy might be explained by differences in the definition of guideline
adherence and setting. In the National Comorbidity Survey Replication, for example, the proportion of
adequate treatment in the general medical sector was 14.3% for mood disorders and 13.4% for anxiety
disorders. Adequate treatment was in this study defined as receiving either pharmacotherapy (=2 months of
an appropriate medication plus >4 visits to any type of physician) or psychotherapy (=8 visits with any
mental health care or human services professional lasting an average of >30 min) [26].

Finally, the ICC value that we found in the present study was very similar to that observed in previous
studies on guideline adherence [44] and [45].

Several limitations of our work deserve mention. The first most important limitation is that we used a
yardstick, the CIDI, with perhaps limited clinical relevance for primary care [43]. The CIDI result is
independent of whether the patient and GP have actually discussed mood problems or anxiety in the
consultation. Second, we were restricted in our calculations because the provision of psychological support
could only be calculated for the small number of patients who had a recorded diagnosis of a depressive or
anxiety disorder. In addition, some subjects may have only begun antidepressant treatment during our
extraction period of two years and did not have sufficient time to fulfill the additional requirement for
appropriate treatment, i.e., continuation of medication for at least five months. To the extent that either of
this occurred, we may have underestimated the degree of guideline adherence. Secondary analysis,
however, showed that this concerned only a small number of patients. Conversely, we may have counted
visits in which the respondent's mental health problem was not addressed toward the required number of
visits for psychological support, causing us to overestimate the degree of adherence to the guidelines.
Furthermore, information about counseling was self-reported by patients. Respondents with a high distress
level have been shown to overestimate their mental health service use in self-reported data [46], which
possibly also might have led to an overestimation of our study results. Both potential underestimation and
overestimation anyhow pertained to only a small proportion of patients and we assume that this had no
large influence on our findings. Besides the management options included in our algorithm for guideline
adherence, primary care guidelines on depressive and anxiety disorders contain recommendations on some
other relevant aspects of depression and anxiety care, for example the assessment of suicide risk and the
provision of patient education. As we left some aspects of guideline-recommended care out of
consideration in our algorithm, adherence rates to the full spectrum of aspects of guideline-recommended
care will presumably be lower than the rates we found in the present study. Our prior research
demonstrated, however, that GPs provided patient education and assessed suicide risk of depressed patients
in the vast majority of cases [45] and [47].

Finally, the response rate to the initial survey was 45%. Some degree of selection bias cannot be ruled out
as responders differed significantly from non-responders with respect to sex and age (i.e., responders were
more often female and older than non-responders) [31].

Strong points of our study were a) the use of extensively validated instruments for diagnosing depressive
and anxiety disorders as well as measuring their severity; and b) the long period we used for the EMR-
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extraction of the data on diagnosis and treatment. Previous studies such as these have been criticized that
the usual longitudinal primary care perspective was missed.

With the strengths and limitations in mind, the results reported here document serious problems in the
treatment of primary care patients with depression and anxiety disorders. Despite increasing knowledge
about the efficacy of treatments for depressive and anxiety disorders, many of those with a depressive or
anxiety disorder fail to receive any type of care in accordance with the guidelines. To properly develop and
target quality improvement interventions, it is crucial to understand the reasons why treatment that is
obtained fails to conform with evidence-based recommendations. In a separate study on determinants of
guideline adherence, we found that a number of both physician- and patient-related characteristics was
associated with guideline adherence. Practice-related factors, however, did not seem to influence guideline
adherence [48] and [49].

Our results have implications for professionals, people involved in quality improvement and policy
makers. Data on actual health care delivery and quality of care provide insight and may be useful in
developing quality improvement interventions. Reviews on the management of depression and anxiety
disorders have identified a number of efficacious interventions [50], [S1] and [52]. Using examples and
data from practice appear to be crucial for showing professionals their potential needs for improvement, and
to engage them in an active cycle of learning. The current paper shows that actual GP performance can be
assessed using their own EMRs. A next step is to feed this information back to GPs. Additionally, other
effective strategies aimed at improving the recognition and subsequent EMR documentation of the
depression and anxiety disorder should be offered, as this seems to be related to adequate management of
these disorders. Besides interactive educational strategies [50], screening for emotional disorders might be
helpful, particularly when screening is coupled with system changes that help ensure adequate treatment
and follow-up [53].
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BOX AND TABLES
Box 1. Main topics of performance indicators on depression and anxiety care

Diagnosis
. The diagnosis of depression/anxiety should be clearly identifiable on the patient records.
. Patients should be offered a suicide risk assessment.*
Non-pharmacological management
. Patients should be offered additional consultations for psychological support.
. Patients should be offered patient education.
. Patients should be offered counseling.*
Pharmacological management
. Patients should be prescribed antidepressant medication.
7. Patients prescribed antidepressant medication should be offered this medication during their second or later
consultation.
8. Patients prescribed antidepressant medication should be offered information on the effect and side effects of this
medication.
9. Patients prescribed antidepressant medication should be invited for review by the GP within two weeks of initiating
antidepressant drug treatment.
10. Treatment with an antidepressant should be continued for at least six months.
11. Treatment with a benzodiazepine should not exceed six weeks.
Referral
12. Patients should be referred to a specialist in mental health care.

o —

n e L2

=2}

ALGORITHM FOR APPROPRIATE GUIDELINE ADHERENCE

> PSYCHOLOGICAL SUPPORT including at least five consultations in 15 weeks after documentation of diagnosis
OR

> COUNSELING*
OR

> PRESCRIPTION OF ANTIDEPRESSANT MEDICATION including evaluation after 6 weeks of prescription
and minimal duration of 5 months or cessation in case of no response
OR

> REFERRAL TO MENTAL HEALTH SPECIALIST

ALGORITHM FOR PARTIAL GUIDELINE ADHERENCE

> PSYCHOLOGICAL SUPPORT including one to four consultations in 15 weeks period after documentation of
diagnosis
OR

> PRESCRIPTION OF ANTIDEPRESSANT MEDICATION without fulfillment of any additional conditions

*Only applicable to GP depression care
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Table 1
Characteristics of the study sample

Characteristic Total (n=721) Current depressive
disorder (n=148)

Current anxiety
disorder (n=298)

Current depressive disorder and
current anxiety disorder (n=275)

Age

Mean+S.D. years 44.9 (12.1) 44.2 (11.8)
Gender, no. (%)

Male 215 (29.8) 47 (31.8)

Female 506 (70.2) 101 (68.2)
Nationality, no. (%)

Dutch 692 (96.0) 143 (96.6)

Other 29 (4.0) 5(3.4)
Marital status, no. (%)

Never been married 290 (40.2) 60 (40.5)

Married 294 (40.8) 61 (41.2)

Living apart 13 (1.8) 0(0.0)

Divorced 111 (15.4) 26 (17.6)

Widowf(er) 13 (1.8) 1 (0.7)
Income per month, No. (%)

<€1000 113 (15.8) 17 (11.6)

€1.000-€2.000 250 (35.0) 52(35.6)

€2.000-€3.000 198 (27.7) 44 (30.1)

€3.000-€4.000 113 (15.8) 25 (17.1)

=€4.000 41 (5.7) 8(5.5)
Education, No. (%)

Basic 68 (9.4) 8(5.4)

Intermediate 423 (58.7) 85(57.4)

High 230 (31.9) 55(37.2)
Region

Amsterdam 314 (43.6) 66 (44.6)

Leiden 273 (37.9) 55(37.2)

Groningen 134 (18.6) 27 (18.2)

449 (12.4)

95 (31.9)
203 (68.1)

289 (97.0)
9 (3.0)

129 (43.3)
119 (39.9)
5(1.7)
39 (13.1)
6 (2.0)

41 (13.9)
97 (32.8)
88 (29.7)
50 (16.9)
20 (6.8)

24 (8.1)
177 (59.4)
97 (32.6)

126 (42.3)
104 (34.9)
68 (22.8)

45.3 (11.9)

6.5)

b2

101 (36.7)
114 (41.5)
8(2.9)
46 (16.7)
6(22

55 (20.1)
101 (37.0)
66 (24.2)
38 (13.9)
13 (4.8)

36 (13.1)
161 (58.5)
78 (28.4)

122 (44.4)
114 (41.5)
39 (14.2)
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Table 2

Documentation of depression and anxiety diagnoses in EMR

Patients with a CIDI diagnosis
current” depressive disorder (n=148)

Patients with a CIDI diagnosis
current® anxiety disorder (n=298)

Patients with both CIDI
diagnoses (n=275)

Documentation of appropriate diagnosis® in EMR, no. (%)

Documentation of partial diagnosis® in EMR, no. (%)
No documentation of diagnosis in EMR, no. (%)

16 (10.8)

10 (6.8)
122 (82.4)

14 (4.7)
11 (3.7)

273 (91.6)

2

45 (16.4)
9 (3.3)
21 (80.4)

* Six-month recency.

b ICPC codes PO3/P76 (depression) or ICPC codes PO1/P74 (anxiety disorder).
¢ ICPC codes P01, P02, P04, P74, P75 or P78 (depression) or ICPC codes P02, P03, P04, P75, P76 or P78 (anxiety disorder).

Table 3

Actual provision of depression and anxiety care

Patients with a depressive

disorder only

Patients with an anxiety
disorder only

Patients with a depressive and an

anxiety disorder

Recorded No recorded  Total Recorded  No recorded  Total Recorded No recorded  Total
(partial) diagnosis (n=148)  (partial) diagnosis (n=298) (partial) diagnosis (n=275)
diagnosis  (n=122) diagnosis  (n=273) diagnosis  (n=221)
(n=26) (n=25) (n=54)
Psychological support, %
Appropriate psychological support 26.9 n.a. 4.7 8.0 n.a. 0.7 24.1 n.a 4.7
Suboptimal psychological support 65.4 n.a 11.5 80.0 n.a 6.7 68.5 n.a 13.5
No psychological support 7.7 n.a. 83.8 12.0 n.a. 92.6 7.4 n.a 818
Counseling, %
Counseling 46.2 20.5 25.0 n.a. n.a. n.a. 33.3 20.8 233
No counseling 53.8 79.5 75.0 n.a. n.a. n.a. 66.7 79.2 76.7
Antidepressant medication, %
Appropriate antidepressant medication  42.3 10.7 16.2 28.0 12.1 13.4 44.4 19.5 244
Suboptimal antidepressant medication  23.1 4.9 8.1 16.0 33 44 18.5 7.2 9.5
No antidepressant medication 4.6 844 75.7 56.0 84.6 822 37.0 73.3 66.1
Referral to specialized mental health care, %
Referral 61.5 17.2 25.0 44.0 16.5 13.8 50.0 204 26.2
No referral 385 82.8 75.0 56.0 83.5 81.2 50.0 79.6 73.8
Guideline adherence, %
Appropriate guideline adherence 80.8 336 41.9 60.0 242 27.2 77.8 434 50.2
Partial guideline adherence 19.2 33 6.1 36.0 2.9 5.7 16.7 4.1 6.6
No guideline adherence 0.0 63.1 52.0 4.0 72.9 67.1 5.6 52.5 43.2

n.a., not applicable.
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