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 ABSTRACT. 
Background: Research on quality of care for depressive and anxiety disorders has reported 

low rates of adherence to evidence-based depression and anxiety guidelines. To improve this 
care, we need a better understanding of the factors determining guideline adherence. 

Objective: To investigate how practice- and professional-related factors are associated with 
adherence to these guidelines. 

Design: Cross-sectional cohort study. 
Participants: A total of 665 patients with a composite interview diagnostic instrument 

diagnosis of depressive or anxiety disorders, and 62 general practitioners from 21 practices 
participated. 

Measures: Actual care data were derived from electronic medical record data. The 
measurement of guideline adherence was based on performance indicators derived from 
evidence-based guidelines. Practice-, professional-, and patient-related characteristics were 
measured with questionnaires. The characteristics associated with guideline adherence were 
assessed by multivariate multilevel regression analysis. 
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Results: A number of practice and professional characteristics showed a significant univariate 
association with guideline adherence. The multivariate multilevel analyses revealed that, after 
controlling for patient characteristics, higher rates of guideline adherence were associated with 
stronger confidence in depression identification, less perceived time limitations, and less 
perceived barriers for guideline implementation. These professional-related determinants 
differed among the overall concept of guideline adherence and the various treatment options. 

Conclusions: This study showed that rates of adherence to guidelines on depressive and 
anxiety disorders were not associated with practice characteristics, but to some extent with 
physician characteristics. Although most of the identified professional-related determinants are 
very difficult to change, our results give some directions for improving depression and anxiety 
care. 

 
Depressive and anxiety disorders are highly prevalent conditions which are known to cause a wide range 

of disabilities and impairments, and which have considerable economic consequences as well.1–3 
Depressive and anxiety disorders are the most common mental disorders with lifetime prevalences of 
19.0% and 19.3%, respectively.1 A substantial number of national and international evidence-based 
guidelines for the management of depressive and anxiety disorders have been issued during the last several 
years.4–7 Nonpharmacological therapies, such as psychologic support and counseling, and pharmacological 
therapies, such as antidepressant medication, are now recommended for treatment. 

Additionally, referral of a patient to primary or secondary specialized mental health care is an adequate 
option for the management of depressive and anxiety disorders. 

Research on quality of care for depressive and anxiety disorders has reported low rates of guideline 
adherence.8–14 Although it is generally considered legitimate to deviate from guideline-recommended care 
under particular circumstances, noncompliance usually has significant health consequences as treatment 
meeting clinical guidelines decreases years lived with disability, and is cost-effective.15 Improving guideline 
adherence is a complex issue as it is influenced by individual characteristics of both the physician and the 
patient, and also by characteristics related to the organizational context.16 In earlier studies on adherence to 
guidelines, it was revealed that physician characteristics that are associated with adherence to clinical 
practice guidelines for cancer screening include gender and age.17 Furthermore, attitudes towards illness, 
treatment, and clinical practice guidelines seemed to influence adherence to both guidelines on diabetes 
care and smoking cessation guidelines.18,19 Several studies have examined patient factors associated with the 
provision of guideline-recommended care and have found that having more than one comorbid condition20 

as well as patients’ fear of and unwillingness to tolerate procedures21,22 are negatively associated with 
guideline adherence. Furthermore, previous research has demonstrated that organizational characteristics 
including practice size and location are associated with guideline adherence.23 By understanding which 
factors are associated with adherence to evidence-based guidelines on the management of depressive and 
anxiety disorders, strategies can be identified to improve physician guideline adherence and to adapt and 
focus guidelines, and thus improve the quality of depression and anxiety care. The current literature on 
determinants of adherence to evidence-based guidelines on depressive and anxiety disorders mainly focused 
on socio-demographic patient characteristics and disease-related factors, such as patient age and severity of 
the disorder.9,10,13 Despite its potential importance, prior studies did not examine the influence of 
professional- and practice-related factors on adherence to depression and anxiety guidelines. Our study 
therefore aimed to investigate how such factors interact in determining health care provision according to 
current primary care guidelines for the management of depressive and anxiety disorders. We hypothesized 
that the provision of guideline-recommended care will not merely be influenced by patient characteristics, 
but also by characteristics of both the professional and the practice. Furthermore, we hypothesized that 
these determinants will differ among the various guideline-recommended treatment options that are 
available for the management of depressive and anxiety disorders. 
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METHODS. 

Study Population and Setting. 
Data for this study came from the Netherlands Study of Depression and Anxiety (NESDA), an 8-year 

longitudinal cohort study designed to be representative of persons with depressive 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.24 In short, recruitment of participants took place from 
September 2004 to February 2007. Seventy-two general practitioners (GPs) were invited to participate in 
the study. In selecting these GPs, attention was paid to the use of appropriate electronic patient record 
databases which allows uniform data extraction for research purposes. A random sample of 23,750 patients 
(aged 18–65 years), registered with those GPs, who attended their doctor in the last 4 months were sent a 
screening questionnaire to measure the presence of affective or anxiety disorders. Nearly half of the 
screeners returned were screen-positive and these persons were interviewed by phone with the short form of 
the composite interview diagnostic instrument (CIDI).25 If this interview produced a current (6-month 
recency) depressive disorder (including major depressive disorder or dysthymia) or 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 selection of the screen-negatives (both from the written screener or the 
phone screen) was also invited to participate (control group). Figure 1 depicts the screening procedure used 
for the recruitment of NESDA respondents in primary care. The NESDA study received ethical approval 
from the Central Ethics Committee on Research involving human subjects of the VU University Medical 
Center, Amsterdam, The Netherlands. 

MEASURES. 

Dependent Variables. 
The Dutch primary care guidelines for the management of depressive and anxiety disorders6,7 were 

rigorously developed according to principles of evidence-based medicine and were published in the Dutch 
scientific journal for GPs, which reaches about 85% of practitioners.26 Furthermore, they were disseminated 
via educational materials and quality improvement meetings. According to the Dutch primary care 
guidelines, 6,7 several options are available in the management of depressive and anxiety disorders. GPs 
have nonpharmacological (psychologic 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. 

In this study, the dependent variables were (a) overall adherence to evidence-based guidelines on 
depressive and anxiety disorders, (b) appropriate nonpharmacological treatment by the GP (ie, psychologic 
support or counseling), (c) appropriate pharmacological treatment by the GP, and (d) referral by the GP to a 
mental health specialist. 

These dependent variables—performance indicators— were derived from the Dutch evidence-based 
guidelines for the management of depressive and anxiety disorders in general practice.6,7 Overall adherence 
to the guideline on depressive disorders was defined as receiving appropriate psychologic support, or 
receiving counseling, or receiving appropriate antidepressant medication, or a referral to a mental health 
specialist in primary or secondary health care. 

The sole criterion for appropriate psychologic support was the provision of at least 5 GP consultations in 
the 15-week period after documentation of the International Classification of Primary Care code27 of 
depression or anxiety. Criteria for appropriate antidepressant medication were (a) prescription of 
antidepressant medication, (b) the provision of a consultation by the GP within 6 weeks of initiating 
antidepressant drug treatment, and (c) continuation of antidepressant drug treatment for at least 5 months or 
cessation of antidepressant drug treatment after 2 to 6 weeks in case of no response. 

[FIGURE 1] 
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,6 

counseling was not included in the definition of adherence to the anxiety guideline. 
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Information on the provision of psychologic support, antidepressant treatment, and referral was gathered 
from the electronic medical patient records (EMRs). As the EMRs did not contain information on the 
provision of counseling, this information was obtained from patient-reported answers to specific questions 
included in the Perceived Need for Care Questionnaire.28  

Independent Variables. 

Practice Characteristics.. 
All participating patients were registered with a general practice. We collected data about a number of 

characteristics of these practices. Practice assistants or practice nurses were requested to complete a short 
questionnaire on practice characteristics. 

We obtained practice characteristics from frequently used questions included in the visit instrument to 
assess practice management of van den Hombergh et al.29 The practice characteristics included practice 
type, number of GPs in the practice, collaboration with other health care professionals working in the 
practice, and size of practice population. 

Professional Characteristics. 
We collected the professional characteristics from the individual self-administered questionnaires sent to 

all GPs who were involved in the care of the participating primary care patients suffering from a depressive 
or anxiety disorder. 

The questionnaire contained 6 parts. 
The first part included demographic data: age, gender, clinical experience, and employment status of the 

GP. In addition, this part of the questionnaire contained one item on the trainer status of the GP, ie, whether 
the GP was an approved clinical supervisor and mentor of GP registrars. 

In part 2, we measured the GP’s interest and attitudes towards depressive and anxiety disorders. GPs’ 
attitudes towards depressive and anxiety disorders were measured with the Depression Attitude 
Questionnaire (DAQ)30 and with the REASON.31 The DAQ is a self-completion instrument with statements 
to which respondents indicate strength of agreement or disagreement, in terms of their daily clinical 
experience.32 Previous factor analyses of DAQ findings have provided a 4-factor solution: treatment 
attitudes, professional unease, depression malleability, and depression identification. 

The REASON measures GPs’ attitudes to their role in the management of patients with depressive and 
anxiety disorders. The REASON consists of 17 questions measuring 2 constructs: professional comfort and 
competence with the care of mental health disorders and GPs’ concerns about difficulties with the health 
care system in this area. 

In addition, this part of the questionnaire contained a question on whether the GP had a special interest in 
patients with depressive or anxiety disorders (yes/no), and an item that assessed the amount of time (in 
hours) spent on education on depressive and anxiety disorders during the last 12 months.29 Part 3 included 
questions to assess “barriers to health care provision to patients with depressive or anxiety disorders.” Two 
items measured whether time limitations, respectively, lack of knowledge and skills were perceived barriers 
to the provision of depression and anxiety care. 

In part 4, we measured collaboration with professionals and institutions specialized in mental health care. 
Four dichotomous questions (yes/no) measured the collaboration of the GP with social workers, 
psychologists in primary care, mental health nurses in general practice, and institutions specialized in 
mental health care. The percentage of GPs reporting collaboration with at least one professional or 
institution specialized in mental health care was calculated. 

Part 5 included questions to assess “perceived barriers for implementation of the depression and anxiety 
guidelines.” This part contained 13 items, based on a validated questionnaire, 33 measuring barriers for 
implementation of evidencebased guidelines. A total sum score was calculated by summing the scores of all 
items. 

In part 6 of our questionnaire, we measured GPs’ levels of burnout. For measuring the burnout symptoms 
exhaustion, cynicism, and feelings of reduced competence, we used the Utrecht Burn-Out Scale for the 
contactual professions (UBOS-C). The UBOS-C includes 20 items divided into 3 subscales: emotional 
exhaustion, depersonalization, and personal accomplishment. Mean scores for these 3 components of 
burnout were calculated for each GP, taking into account the maximum allowed number of missing items. 
For each subscale, GPs were classified in 3 groups, referring to low, middle, and high scores on the 
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subscale. Cut-off points for low, middle, and high levels of burnout on the subscales were derived from the 
group norms for Dutch primary care providers (n = 1523), as published in the manual of the UBOS.34  

Control Variables. 
Several patient characteristics have been suggested to facilitate or impede guideline adherence. Previous 
research showed that appropriate treatment was less likely for men and those who were black, less 
educated, or younger than 30 or older than 59 years.13 Other studies have confirmed most of these 
determinants, as well as reported some other predictors of receiving guideline-concordant care, ie, being 
severely ill and suffering from comorbid conditions.9,10 As univariate analyses of our data showed that 
severity of symptomatology, gender, and age were significantly related to guideline adherence, these patient 
characteristics served as control variables in our analyses. Other patient characteristics, such as marital 
status, education, income, and comorbidity, were excluded as control variables because univariate analyses 
did not reveal a significant relation between those patient characteristics and adherence to evidence-based 
guidelines on depressive and anxiety disorders. 
All patients, irrespective of their CIDI results, received questionnaires for measuring severity of 
symptomatology. 
Severity of depressive symptoms was measured with the 30-item Inventory of Depressive Symptomatology 
self-report version.35 Severity of anxiety symptoms was measured using the 21-item Beck Anxiety 
Inventory.36 Detailed sociodemographic and socioeconomic information was obtained through various 
questionnaires. 

STATISTICAL ANALYSIS. 
Descriptive statistics were used to outline the characteristics of practices, GPs, and patients. Only data 

from patients registered with GPs that responded to our questionnaire were included in our statistical 
analyses. Consistent with established guidelines and prior research studies in which the above mentioned 
instruments were used, subscale and total scores were calculated. Univariate and multivariate multilevel 
logistic regression analyses were performed first to identify determinants of the overall concept of guideline 
adherence, and subsequently to identify determinants of different treatment options (ie, appropriate 
nonpharmacological treatment, appropriate pharmacological treatment, and referral). 

First, we investigated which practice and professional characteristics were related to overall guideline 
adherence, and to explore the relation with appropriate nonpharmacological treatment, appropriate 
pharmacological treatment and referral to a mental health specialist. Therefore, univariate associations 
between our 4 dependent variables and all the distinguished independent variables were computed, 
controlling for severity of symptomatology, patient age, and gender. 

The variables that were found to be suitable for further analyses (P≤ 0.10) were entered into a multivariate 
multilevel regression model, together with the control variables. 

All independent variables with P≤ 0.05 and the control variables were retained in the final multivariate 
multilevel regression models. The dependent variables were the overall concept of guideline adherence and 
the various treatment options. As a correlation was detected between severity of depressive symptoms and 
severity of anxiety symptoms (correlation coefficient >0.6), we did not include both variables in the final 
regression models. Separate models were run, one including gender, age, and severity of depressive 
symptoms (Inventory of Depressive Symptomatology) as control variables and the other one including 
gender, age, and severity of anxiety symptoms (Beck Anxiety Inventory) as control variables. 

As this yielded comparable results, we decided to present only the results of the model that included 
severity of depressive symptoms in the final multivariate multilevel regression analyses. Because of the 
hierarchical structure of our study (patients nested within practice), we took account of the variability 
associated with each level of nesting. We performed a model with a random intercept and all other variables 
fixed. 

We chose to quantify the variance explained using a threshold model approach.37 Data were analyzed 
using SPSS version 14.0 and SAS version 9.2 (PROC GLIMMIX). 
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[TABLE 1 AND TABLE 2]. 

RESULTS. 

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. A total of 721 patients 
(97%) gave informed consent for the extraction of health care information from their EMR. Of the 67 GPs 
involved in the care of these patients, 62 returned the questionnaire (response rate of 93%). All 
questionnaires on practice characteristics were returned completed (n = 21). Six hundred sixty-five patients 
who gave informed consent were registered with a GP who returned the questionnaire. 

Table 1 shows both demographic and treatment characteristics of the study population. One out of 5 
patients suffered from a depressive disorder (without a comorbid anxiety diagnosis), whereas well over 
40% of the patients had an anxiety disorder (without a comorbid diagnosis of a depressive disorder). Nearly 
40% of the patients suffered from comorbid depressive and anxiety disorders. The mean age of the patients 
was 44.9 years. Less than one-third of the participants were male patients. Forty percent of the patients with 
a CIDI diagnosis of a current depressive or anxiety disorder was treated in accordance with the guidelines. 

Among patients suffering from a current depressive or anxiety disorder, 16.1% received any form of 
appropriate nonpharmacological treatment, whereas nearly 19% was provided appropriate pharmacological 
treatment. Almost onequarter of the patients with a CIDI diagnosis of a current depressive or anxiety 
disorder was referred to specialized mental health care by the GP. 

Practice Characteristics. 
More than half of the practices were group practices (Table 2). The other ones were solo practices (14.3%) 
or health centers (28.6%). The mean size of the practice population was 5013 patients. About one-quarter of 
the practices reported the presence of a social worker or a psychologist in their practice. 

General Practitioners’ Characteristics. 
Table 3 outlines characteristics of GPs. The mean age of the GPs was 48.8 years, and 54.8% of the GPs 
were men. 
Nearly 40% of the GPs reported a special interest in patients with depressive and anxiety disorders. Half of 
the GPs experienced time limitations as a barrier to health care provision to patients with depressive and 
anxiety disorders. 
Most of the GPs worked closely together with professionals or institutions specialized in mental health care. 
Collaboration between GPs and mental health nurses was mentioned most frequently. 
Scores on the UBOS demonstrated that 6.5% of the GPs experienced high levels of emotional exhaustion, 
indicating serious symptoms of fatigue at work. Strong negative, cynical attitudes towards patients 
(depersonalization) were present in 6.5% of the GPs. Finally, 14.7% of the GPs experienced a lack of 
professional efficacy (personal accomplishment), whereas moderate to high levels of personal 
accomplishment were found in 47.5% and 37.7% of the GPs, respectively. 

Factors Associated With Adherence to Evidence-Based Guidelines on Depressive and Anxiety 
Disorders. 
Table 4 shows the univariate and multivariate associations between practice and professional characteristics 
on the one hand, and overall guideline adherence and the different treatment options on the other. 

Factors Associated With Overall Guideline Adherence. 
None of the practice-related characteristics showed sufficient association to be included in the multivariate 
regression model. 
[table 3]. 
Results of the univariate analyses for associations between professional characteristics and overall guideline 
adherence indicated, however, that GPs with a strong confidence in their abilities to identify depression 
(DAQ component 4) as well as GPs who collaborated with professionals and institutions specialized in 
mental health care treated their patients more often in accordance with the guidelines than GPs who had 
difficulties with distinguishing depression from unhappiness and those who did not collaborate with mental 
health specialists, respectively. In addition, older GPs and GPs who perceived more barriers for guideline 
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implementation were less likely to adhere to the depression and anxiety guidelines compared with their 
younger colleagues and those who experienced less barriers for guideline implementation. 
Only depression identification was retained in the final regression model, which demonstrated that this 
variable significantly influenced overall guideline adherence. Depression identification explained less than 
1% of the variance in overall guideline adherence. 

Factors Associated With Appropriate Nonpharmacological Treatment. 
The univariate results indicated that none of the practice- related characteristics was related to the provision 
of appropriate nonpharmacological treatment. 
At the level of the individual GP, however, univariate analyses showed that GPs who had more confidence 
in their own abilities to identify depression (DAQ component 4) as well as GPs with a stronger sense of 
personal efficacy (UBOS component 3) were more likely to provide appropriate nonpharmacological 
treatment compared with GPs with less confidence in their depression identification skills and GPs with 
feelings of low personal accomplishment, respectively. 
Contrarily, results of univariate regression analyses showed that both perceiving concerns about difficulties 
with the health care system (REASON component 2) and perceiving time limitations diminished the 
probability of delivering appropriate nonpharmacological treatment by the GP. 
Only one professional-related characteristic, ie, time limitations, was retained in the final multivariate 
multilevel regression model. The final model showed that perceived time limitations decreased the 
probability of delivering appropriate nonpharmacological treatment by the GP. Perceived time limitations 
explained less than 1% of the variance in appropriate nonpharmacological treatment. 

Factors Associated With Appropriate Pharmacological Treatment. 
Results of the univariate regression analyses showed that GPs working in practices with a small practice 
population tended to provide their patients appropriate pharmacological treatment more frequently 
compared with their colleagues with a large practice population. On the other hand, GPs who worked 
(nearly) fulltime were less likely to provide their patients appropriate pharmacological treatment compared 
with GPs who worked less hours a week.. 
 [table 4]. 
 Neither practice- nor professional-related characteristics remained significant in the multivariate regression 
analyses. 

Factors Associated With Referral to Specialized Mental Health Care. 
Univariate analyses did not reveal any associations between referral and practice characteristics. 
Furthermore, univariate analyses showed that older GPs tended to refer their patients to specialized mental 
health care more frequently than their younger colleagues did. Also, GPs who perceived more barriers for 
guideline implementation referred their patients more often to mental health specialists than GPs who 
experienced these barriers to a lesser extent. Furthermore, univariate analyses showed that strong 
confidence of GPs in their abilities to identify depression (DAQ component 4), GPs’ special interest in 
patients with depressive and anxiety disorders, and strong feelings of personal accomplishment by GPs 
(UBOS component 3) all decreased the probability of being referred to specialized mental health care by 
the GP. 
Depression identification and perceived barriers for guideline implementation were retained in the final 
multivariate multilevel regression model. This model showed that both characteristics have a significant 
influence on referral to specialized mental health care. Depression identification and perceived barriers for 
guideline implementation explained less than 1% of the variance in referral to specialized mental health 
care. 

DISCUSSION. 
When included in a multivariate model, depression identification, perceived time limitations, and perceived 
barriers for guideline implementation proved to influence the overall concept of guideline adherence or one 
of the treatment options. GPs who had less confidence in their own abilities to identify depression were 
more likely to refer their patients to specialized mental health care. This characteristic was also positively 
associated with overall guideline adherence. Furthermore, GPs who experienced more barriers for guideline 
implementation were more inclined to refer their patients to mental health specialists. Finally, perceived 
time limitations decreased the probability of delivering appropriate nonpharmacological treatment. 
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Lack of time was also reported in other studies as a main barrier for guideline adherence.16,38 Unexpectedly, 
we found no relationship between collaboration of the GP with    specialists in mental health care and 
guideline adherence. 
Previous studies demonstrated, however, that collaborative care models for depressive and anxiety 
disorders improve the management and outcome of these disorders.39–42 An explanation for the apparent 
discrepancy between our study and previous ones could be that our outcome measure was not sufficiently 
sensitive to the influence of organization of care. 
The various professional-related characteristics explained hardly any of the variance in guideline adherence 
or the various treatment options. This implies that other factors may play an important role. M Prins et al 
(unpublished data, 2009) found that patient characteristics which seem to play a role in adherence to 
evidence-based depression and anxiety guidelines are as follows: education level, evaluation of mental 
health care provider’s behavior, and perceived need for care. Although the percentage of explained variance 
was exceptionally low in our study, a recent review also concluded that studies studying the link between 
organizational factors and quality outcomes in health care in general “are plagued with nonsignificant 
outcomes.”43  

Limitation and Strengths. 
A limitation of the present study was its cross-sectional design. Owing to this design, associations can be 
demonstrated, however, causal relationships cannot be inferred. 
This limitation not withstanding, our study had the following strengths. First, our approach to assess 
guideline adherence was mainly prospective as we used primarily EMR data. Much of the literature in this 
area has relied on crosssectional interview data to assess guideline adherence. By employing a prospective 
design, we avoided problems associated with recall bias. Another strength of the present study was that it 
had a high response rate (93% and 100% to GP questionnaires and practice questionnaires, respectively). 

PRACTICE IMPLICATIONS. 
Overall, our results may have implications for initiatives to optimize depression and anxiety care and to 
implement guidelines. Although time and resources for quality improvement activities are generally 
limited, tailored interventions to address specific barriers to physician guideline adherence may be most 
effective and efficient.44,45 Experiments with hands-on nursing staff are now taking place in Dutch primary 
care, that have demonstrated good results in other countries.46 Integrated nursing staff has also been a strong 
stimulus in other primary care quality improvement areas such as diabetes, asthma, and cardiovascular risk 
management. 
47,48 Such initiatives add time and resources for quality improvement activities. There is evidence that 
programs in which nurses play a vital role work.49,50 Although we assume that most patients can discuss 
their distress with the GP, many may benefit from a proper diagnostic assessment of potential 
psychopathology, or at least active monitoring. Previous research showed that overall guideline adherence 
was significantly better when depressive and/or anxiety disorders were recognized as such, compared with 
cases in which the depression or anxiety diagnosis was not made (74% vs. 33%, respectively).14 The 
structured use of symptom questionnaires might be useful in increasing the GP’s confidence in their skills 
to identify depressive and anxiety disorders. There are several, easy to complete, measures which have 
robust psychometric properties, for example the Four-Dimensional Symptom Questionnaire.51 The use of 
such questionnaires will improve the recognition rates and the eventual outcome of depressive and anxiety 
disorders in primary care. Implementation programs should facilitate acknowledgment of distress in general 
practice and offer GPs a range of tools to distinguish depression from unhappiness, and to deal with their 
many competing demands.52  
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FIGURE AND TABLES 
Figure 1. Recruitment flow of Netherlands Study of Depression and Anxiety respondents in the primary 
care setting. *Current _ presence during last 6 months; noncurrent _ presence before last 6 months, 
subthreshold symptoms defined as screen-positives or having a minor depression according to the 
composite interview diagnostic instrument interview. 
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