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PREFACE

A policy of strengthening primary care has been on the political agenda, for a long time.
There has been however a number of obstacles preventing its implementation. One of
these being the lack of research into the evidence supporting primary care. This paucity of
scientific data was felt at the national level. In consequence, several initiatives were
launched; one of these being the construction of a large database based on what actually
happens in everyday general practice.

So it was, that nearly ten years ago, NIVEL started with the Dutch National Survey of
General Practice. It was one of the largest surveys ever conducted in primary care in the
Netherlands, unique in its kind by combining data from general practice registrations with
extensive health interviews among the patients. Since then, numerous books, reports and
papers have been published based upon the data from this survey, covering a wide range
of subjects. The data has been analyzed by many researchers, from various research
institutes who have published their results both in Dutch and in English.

This book gives a view of the top of the iceberg of publications from the Dutch National
" Survey. We have compiled a list of English language publications published in leading
scientific journals to give a bird's eye view of the results of this National Survey as these
have been published in the international literature. We received the kind permission of
many editors or publishers concerned for this purpose for which we are grateful.

We are pleased to learn that the number of publications deriving from the Dutch National
Survey is still increasing. Clearly part of the iceberg is still below the surface. It will keep
on growing for quiet a while.

Prof. Jozien Bensing
Prof. Jouke van der Zee

. directors of NIVEL
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THE IMPACT OF A LARGE SURVEY IN A SMALL COUNTRY

It is almost 20 years ago that the first ideas of a national survey of general practice in the
Netherlands were brought forward. It took 10 years of preparation before the actual col-
lection of data started in the general practice. ,

After one year census data from 335.000 persons, data from 386.000 consultations, this
population had with 103 general practices (161 GP's/177 practice assistants) and

(figure 1) data from a health interview survey among a random sample of the practice
population were obtained.

Figure 1

/'\

Number of practices:

® 1 practice ’3
@ 2 or more practices

The original aim of the Dutch National Survey had been described as follows: “to obtain at
national scale an insight in the presentation of complaints and health problems to general
practice, in the actions of the GP's, related to these problems and in factors who influence
the presentation of health problems as well as the differing reaction of GP on presented
health problems" (Foets et al., 1986). Altogether the following issues have played a role
during our work:

* organization and implementation of data collection, data processing and data analysis
of the initial and follow-up study's.

* advise on study design and datacollection for a number of related surveys (eg Almere-
survey, Urk-study, ROME-project, Aletta study) and on development of international
data sets in primary care (eg AIM programme/EEC, Telematics in Primary Health

_ Care/EEC, surveys in Catalonia, Spain, Hungary and Flandres).

* cmmunication of results through scientific journals and mass media.

IX




THE IMPACT

Now ten years after the start of the pilot phase of this largest PHC-research project in the
Netherlands it may be interesting to review what the impact has been of all our efforts.
Two indicators may help us in this exercise:

* the number of scientific pulications and citations (eg articles in peer review journals,
citation and use of data for different purposes). The national survey produced up to
now 40 scientific reports, contributed to 10 theses and led to 40 international and 65
national published articles.

* the influence of the obtained information for health policy. This is an difficult
assessment with limited reliability and therefore not carried out quantitatively but
qualitatively in this exercise. The survey was supportive for developing health policies
at national and local level. It's data have been used in
- the most important national policy documents: financial review of care, public health

forecast and scenario research;

- the problem solving of certain professional issues: the position of GPs in deprived
areas in inner cities, the position of the practice assistant and the debate on the
implementation of preventive programmes through general practice;

- the development of NHG-standards, providing the designers with background
information;

- the further development of certain concepts like co-morbidity, prescribed daily
doses.

In this booklet we have made a compilation of publications in different international
journals, organized through the major determinants of health services research: demand,
utilization and supply of care.

In addition an overview is given of all reports, all articles in national journals and a llst of
request for data.

1. Demand for care

The Dutch National Survey of General Practice has explicitly paid of attention towards
demand of general practice care and its determinants. In the design of the survey the
prominent place of the health interview survey (+ health diary), the census data and the
morbidity registration has led to a large number of analyses and publications, both
methodological and technical.

The iceberg phenomenon has become clearly visible. The top ten of complaints in the
population differs in quantity and content completely from the top ten of health problems,
presented to GPs (figure 2., see next page).




THE IMPACT

Figure 2

The ten most reported complaints during
last 14 days prior 10 the interview
in percentage of respondents (N=13.014)
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Yet access to general practice is considered good by patients, with minor critiques on the
availability of service during evening/night and weekends in some areas. Major
determinants of demand of care are morbidity, age, gender and social class.

The outcome may not be surprising, but it has been described on a national scale for the

first time.

Further important (and published) issues are:

* epidemiology of specific diseases;

* the phenoména of comorbidity, described in different fora;
* the detection of psychological problems in general practice;
* the relation of social networks and health;
* healthy life expectancy and the effect of chronic disease;
*  life style factors (incl. smoking, alcohol);

* gender differences in health;
* social health inequalities.

2. Utilization of care

The largest component of the Dutch National Survey of General Practice consists of a
registration of data from all consultaticns with general practice in 3 months (N=386.000) of
which the marjority was done in surgery (figure 3, see next page).
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Figure 3

in surgery
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by telephone

home visit

Type of consultation in general practice

Besides a description of the process of care in a large number of written in reports Dutch,
three areas got specific attention: workload, quality of care and cost.

Descriptive studies on different interventions (physical examination/laboratory and X-ray
investigation/educational activities/ minor survey/prescription/referrals) and follow-up
arrangements have yielded widely used data (figure 4).

Figure 4: Practice activities per 1000 consultations
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Further descriptive studies, requested by different national committees (eg Steering
Committee Future Scenarios/Biesheuvel-committee) and national research (eg Future
public health status) contributed to a higher status of the survey. The management of a
wide range of diseases was subject of a large number of studies and publications,
frequently in conjunction with University Departments of General Practice (eg respiratory
infections/skin infections/childhood diseases/reumatoid diseases/headache and
migrain/gastro-intestinal diseases/neurological diseases).
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Studies related to workload have looked into the number of contacts with general practice
and determining factors; the relation of workload and quality of care is topic of a more
specific project. Out of hours care was topic of a separate analysis.

Quality of care received a lot of attention in a large number of publications. Medical
technical skills of GPs were considered in a project, whereby the implementation of a
number of NHG-standards of care were reviewed. This has resulted in a report including
13 articles. Adverse effects of prescribed medicines are studied in a separate
programme. Communication skills were frequently considered in sidelines of analyses and
in a number of articles related to women health care. Practice management was subject
in analyses around the position of the practice-assistant, preventive care and repeat
prescription.

Although not a direct objective of study, costs of care received attention in relation to
laboratory- and X-rays investigation, prescription of medicine and GP-income studies.

3 Supply of care

This subject was not a specific area of study, but the social and professional
characteristics of both the GP and the practice-assistant were often considered in
analyses and publications, related to the demand and utilization of care. Opinions and
attitudes of GPs were used in analyses and publications around the role of general
practice with regard to occupational health, screening programmes and preventive care in
general, quality of care and the influence of GP in secondary care. The imporiant subject
of interdoctor-variation received attention in relation to the management of different
diseases (e.g. migrain, acne vulgaris, gastro-intestinal diseases) and around most
interventions (e.g. diagnostic procedures, patient education, preventive care, prescription
of medicines, referrals to medical specialists and other PHC-disciplins and follow-up). In
relation to workload the characteristics of GP were often used. '

4 Conclusion

The Dutch National Survey has led to a comprehensive database, containing a lot of
relevant information to be used in daily practice, scientific research and health policy. The
database has been consulted by hundreds of health professionals, researchers and
policymakers for different purposes. Surprisingly the database is still widely used by
people in- and outside NIVEL. _

One of the major successes of the survey is the good cooperation we could establish with
other research bodies like the university departments of general practice, public health
and other disciplins, national (RIVM, TNO, NEI, SCP, I00) and other (AS/tri, IPSO facto)
research institutions, professional bodies (LHV/NHG) and insurance companies, industrial
research (GLAXO), patient organisations (Wound care society, migrain foundation), mass
media (Boerderij, Nieuwe Revu, Trouw, Volkskrant, Elsevier) and many individuals. ‘
The value of this survey can never be underestimated, only for the fact that it may serve
as baseline for future research on changes in Dutch health care.

Xl




=

THE IMPACT

The researchers involved with carrying out datacollection, dataprocessing and data-
analysis of the Dutch National Survey have gained unique experience, as to the
possibilities (successes and shortcomings) of this type of survey. After all it has been a
learning and rewarding social experiment.

XV
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DEMAND FOR CARE

AN ORIENTATION TOWARD HELP-SEEKING FOR
EMOTIONAL PROBLEMS

M. A. R. TuHus, L. PETERS and M. FOETs

Netherlands Institute of Primary Health Care (NIVEL), P.O. Box 1568, 3500 BN Utrecht,
The Netherlands

Abstraci—In recent years, many researchers tried to explain the social selection in use of mental health
care services. A modest role is attributed to the orientation toward help-seeking. This article studies this
orientation. Our research-population consisted of 10,171 Dutch persons, aged 18 and older. Analysis
showed that most people are prone to seek help for one or more emotional problems. People who are
more prone to seek help are younger, have had more education and have a higher family income. They
have more often acquaintances working in mental health care. People who are more prone to seek help
do not see chance as the locus of control of health. These people are less dependent on their GP for
common disorders and are more open about mental health matters. The results of discriminant analysis
are not satisfactory, but when we try to distinguish the groups of people who are and who are not willing
to seek help, we see that the best discriminating factor is their help-seeking attitude for common disorders.
People who have high expectations from the GP for common disorders, clearly do have a preference to
seek help for the emotional problems. The groups of people who are more willing to seek help from the
GP compared to mental health professionals cannot be distinguished by these expectations. Here the level
of education discriminates fairly well: people who are more prone to seek help from a GP have a lower
educational level. Future research should be focussed on the testing of a theoretical mode! that explains
the orientation toward help-seeking for emotional problems and selection in help-seeking with longitudinal
data.

Key words—help-seeking orientation, emotional problems

INTRODUCTION

Many psychological problems are never brought
to the attention of specific professional providers.
Goldberg et al. [1] assume that most patients with
psychological problems seek help at the primary
care level (although in many cases not with well
articulated psychological problems, but with
somatic reasons for a visit), and that only a small
proportion of them enters the specialized
mental health care system. Within the group
that reaches specialized mental health care, inequali-
ties in age, socio-economic status and the like can
be observed. Important factors in this respect are
due to the health care system. For instance, in
countries like the UK. and the Netherlands, the
specialized mental health care agencies are accessible,
formally, only after referral by the general prac-
titioner. The GP might have preferences in his referral
policy for certain professionals and kinds of patients.
A second important system factor might be the costs,
attached to specialized mental health care, which
may constitute serious barriers for some groups of
patients. .

Another possible explanation for differences
between patients in help-seeking behaviour might be
found on the part of the patient. Different orien-
tations toward seeking specific professional help for
psychological problems have proven to be important
determinants of differences in actual help-seeking
[2-12]. We think, therefore, that it is useful to explore
the relationship between explanatory variables and
this orientation. As Leaf et al. [13, p. 276] stated,
“Knowledge of (..) correlates will allow for better

targeting of future inventions to reduce barriers to the
use of mental health services.”

We return to our starting-point. The first filter in
the well-known Goldberg and Huxley model reflects
the help-seeking behaviour. Only a small proportion
of the people in the community that feel some
amount of stress (stage 1), presents this to the GP
(stage 2). Kessler et al. [6] tried to explain this filtering
process in terms of gender, amount of problems and
orientation toward help-seeking (‘propensity to seek
care for psychological problems’ as they call it). Here,
we’ll extend the model to other explanatory variables
and concentrate on the relationship of individual
characteristics and the orientation toward help-
seeking (see Fig. 1). The variables related to an
orientation toward help-seeking will be grouped
into three categories: (1) personality characteristics,
(2) demographic characteristics and (3) network
characteristics.

Personality characteristics. One of the correlates
with help-seeking attitudes is locus of control [14].
Respondents with an external locus of control
showed a negative attitude toward help-seeking.
A second characteristic of the personality that
correlates significantly with ‘a help-seeking orien-
tation is authoritarianism. Highly authoritarian
students and female respondents [14,15] tend to
express negative orientations. Fischer er al. [14]
suggested that the ability to disclose oneself to .
another could be related to a help-seeking orien-
tation. Subsequently they construct their scale for
help-seeking orientation, which included several
items about interpersonal openness. We feel (as they
do [14, p. 88]) that this is not a dimension of
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help-seeking
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Fig. 1. Model posited to explain an orientation toward help-seeking.

help-seeking orientation, but merely one of the corre-
lating personality characteristics. In the Fischer
study, other personality characteristics showed
significant correlations for men but not for women.
This was the case for social desirability and trust in
professionals and institutions for mental health.

Demographic characteristics. Gender, age, socio-
professional level, education and income are shown

to affect a help-seeking orientation [6, 13, 15-17]. The
findings for age are somewhat contradictory but
female respondents with a higher education, socio-
professional level and income have a more positive
help-seeking orientation.

Network characteristics. As Barbot [15] pointed
out, women who knew somebody who had had
psychotherapy held more favourable orientations.
People who had prior contact with psychotherapists
were also more positively oriented toward help-
seeking for emotional problems [17,18]. Other
characteristics of the network (like number of friends,
meeting frequency) have not been included in the
analysis for help-seeking orientation. However, these
characteristics do have an influence on the use of
mental health services [19]. Respondents with more
friends and higher meeting frequency were less likely
to use mental health services. Sherbourne [19] states
that “The more social resources available to a person,
the less likely that person is to use mental health
services.” It would be useful to examine whether these
characteristics affect the help-seeking orientation.

RESEARCH QUESTION

As stated earlier, we will explore the model set up
by Kessler et al. [6]. We have restricted ourselves to
the relationship between individual characteristics
and the orientation toward help-seeking. Looking at
earlier studies in this respect [6, 13-15, 17, 20], we see
that only some variables are used to explain an
orientation toward help-seeking. In this article we’ll
try to study most of the variables that are expected
to be related to this orientation. The primary goal,
therefore, is to examine the relationships between
relevant personality characteristics, demographic and
network characteristics and an orientation toward
help-seeking.

This goal can be translated in two questions,
relevant for this article. These are: (1) Is it possible to
distinguish the people who are willing to seek help for
emotional problems from those who are not, on the
ground of certain individual characteristics? and (2)
When we take a closer look at the people who are

willing to seek help: Is it possible to distinguish the
people who are willing to seek help from the GP
from those who are willing to seek help from mental
health care professionals (MHP) using individual
characteristics?

Based on the earlier studies and on the available
data, the following individual characteristics are
selected. The personality characteristics chosen for
analysis are locus of control, expectations from GP
with respect to common disorders, and openness
about mental health matters. We assume that people
with an internal locus of control and who are open
about mental health matters will be more oriented
toward help-seeking. People who do expect a lot from
the GP for common disorders are supposed to be
‘highly dependent on the GP and will also be oriented
toward help-seeking.

The demographic characteristics included in the
analyses are gender, age, education, income and
marital status. We assume that female, younger
persons with a higher education and higher income
will be more prone to seek help. Marital status has
not been studied before in relationship with a help-
seeking orientation. Research on social selectivity in
seeking help for psychological problems [3] showed
that unmarried people are more likely to apply for
help at a counseling centre. In accordance with this
finding, we assume that single persons will be more
prone to seek help.

We have chosen three network characteristics, i.e.
the number of close friends, whether or not people
have acquaintances working in mental health care,
and whether or not people have had prior contacts
with mental health care professionals. As people with
a lot of friends receive enough social support, we
assume that people with more friends will not be
oriented toward help-seeking. People with acquain-
tances working in mental health care will be more
oriented toward help-seeking. People with prior
contacts with mental health care professionals are .
assumed to be more willing to seek help for emotional
problems. .

As we do not control our analysis for number of
problems or morbidity, we cannot say anything about
the effect of the health-status of respondents on their
orientation or vice versa. We’ll return to this point in
our discussion.

METHOD

Data were collected as part of the National Study
of Morbidity and Interventions in General Practice in
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Orientation toward help-seeking

Table 1. Demographic characteristics of the sample (N =10,171)

N % N %

Gender: Marital status:

Male 4969 489 Not married 2316  22.8

Female 5202 S1.1 Married 6824 67.1

Widowed 634 6.2

Education: Divorced 397 39

Highest 1082 111 Age:

High 1958 20.1 18-24 1451 14.3

Low 4054 41.5 25-44 4556 448

Lowest 2668 27.3 45-64 2751 . 27.0

(mv = 409) 65+ 1413 139
the Netherlands [21]. In 1987, interviews were

conducted among a random sample of 100 persons
per general practitioner who took part in the
study. The participating GPs form a random, non-
proportional stratified sample of GPs in the Nether-
lands (N =161). The interview consisted of 6
components, i.e. indicators of morbidity, health
behaviour and use of health services, demographic
variables, indicators of health-endangering habits,
attitudes and beliefs, network characteristics and
social support, and life events. The response rate for
the interviews was 76.7% (N = 13,067). We selected
all respondents aged 18 and over for analysis
(N =10,171).

Sample characteristics

The demographic characteristics of the sample
are presented in Table 1. As indicated by the table
women comprise somewhat over half of the sample,
about one-third of the respondents have had only
lowest education, over 40% is middle-aged (between
25 and 44) and two-thirds of the respondents are
married. Differences between the Dutch population
and the population under study, concerning gender
and age, are very small according to Foets et al. [22].

The orientation toward help-seeking

The questionnaires the respondents filled in
during the interview, included a list about help-
seeking orientation. This list combines 5 emotional
problems with the orientation toward help-seeking.
The respondents indicated to which (if any) of the
professionals people should go for each of the
problems. Possible answers were: general prac-
titioner, social work, mental health services, and
seeking no help at all. The answers of respondents are
given in Table 2.

991

Because we want to distinguish the groups of
people who are and who are not prone to seek
help, we conducted Guttman scale statistics. For the
purpose of Guttman scale analysis, the answers are
recoded to 1= will seek help, and 0 = will not seek
help for each problem in the list (Table 3). The fifth
item (‘Someone is afraid of using an elevator. Who
could he/she turn t0?") scored badly; the H, coefficient
[23] for this item was 0.16. We left this item out.
Loevingers’ H,; between items varied from 0.51 to
0.68. H;s, Loevingers’ H;;s and H are high enough to
draw the conclusion that we are dealing with a
(Guttman) scale.

We determined scores for all respondents on this
scale. To do so, we totalled the responses per respon-
dent for each category. If, for example, a person
answered that people should go to a GP for each of
the problems in the list, he or she scores 4 times on
‘help-seeking’. We assume that this score reflects what
the respondents think they should do themselves.

As indicated by Table 4, nearly all respondents
would turn to a professional for at least the first
problem in the list (depression). Nearly 70% of all
respondents would even turn to a professional for
problems with raising a 9-year-old boy.

Individual characteristics

The demographic variables in this study are
gender, age, marital status, household income and
education. Education indicates the completed level of
education.

Network characteristics of the respondents are the
number of close friends, whether or not the respon-
dents have acquaintances working in mental health
care, and whether or not the respondents have had
prior contacts with mental health care professionals.

The three personality characteristics chosen for this
study are locus of control, expectations from GP for
common disorders and openness about mental health
matters. The locus of control scale we used [24] is a
translated version of the Wallston [25] scale for health
locus of control. This scale measures to what extent
the respondent thinks his illness or health is deter-
mined by himself, the GP or by chance (Cronbach’s
alpha 0.76, 0.80 and 0.71 respectively).

Van de Lisdonk [26] developed a scale for ‘expec-
tations from GP for common disorders’, named
‘Nijmeegse Verwachtingen Lijst’. It is a list of
common disorders which do not require medical

Table 2. Preference for professionals per emotional problem, in percentages

Preference
Mental
The Social health
Item Nobody GP work care N
1.  Someone is having great difficulties 13.7 40.4 24.6 213 10,030
raising a 9-year-old boy. Who could give
him/her some advice about this?
2 Serious problems have arisen in a 3- 163 27.6 36.1 20.0 10,006
year-old marriage. Who would be the
best person for this couple to turn t0?
3. Someone is feeling very lonely. Who  17.9 27.1 36.8 18.3 9991
could he/she turn to?
4. ‘Someone has been depressed for 54 61.9 6.5 26.1 10,019
months. Who could he/she turn to?
5. Someone is afraid of using an elevator.  26.5 33.1 3.0 313 9994

Who could he/she turn to?
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Table 3. Guttman scale statistics for help-seeking orientation

M. A. R. TuHuIS et al.

Table 5. Mean score per variable for people who are more willing
to seek help (N = 8536) vs people who not (N = 593)

H,;
Item coefficient Variables Yes No
) Someone has been depressed for months. 0.64 Gender (1 = male, 2 = female) 1.5 1.4
Who could he/she turn to? : Age (18-97) ’ 422 51.4**
) Serious problems have arisen in a 3-year-old 0.39 Marital status: )
marriage. Who would be the best person for 1 = not married 0.2 0.1**
this couple to turn to? 1 = married 0.7 0.7
A3) Someone is feeling very lonely. Who could 0.37 1 = widowed 0.1 0.2**
he/she turn to? Education, 1 (low)-9 (high) 29 2.3+
Q)] Someone is having great difficulties raising a 0.34 Income, 1 (low)-16 (high) 8.3 6.9**
Syear ol by s ould give him/her Number of friends (0-95) 65 64
' Acquaintances in mental
H 0.41 health care (I = yes) 0.2 0.1**
Prior contact with MHP
(1 = yes) ' 0.1 0.0**

attention. The respondents are asked whether or not
they would visit a GP for these disorders. The items
in our questionnaire are a selection of 12 (out of 23
in Van de Lisdonk’s study), all loading on one factor,
resembling the dimensions of visiting the doctor for
diagnostic or therapeutic reasons or to recover more
quickly (Cronbach’s alpha 0.91).

Respondents were asked to answer three questions
about openness toward mental health care matters;
whether people should hide the fact that they are
in treatment for mental health problems, whether
people should talk about existing problems (reverse-
coded), and whether people should take medicines
to solve the problems. These items were combined
in one measure for openness by totalling negative
responses (Cronbach’s alpha 0.80).

RESULTS

Table 5 presents the mean score of respondents
scoring extreme (the score of 0 or 1 compared to 3
or 4) on the orientation toward help-seeking per
explanatory variable. The table also shows the signifi-
cance of calculated ¢-test statistics.

It can be seen that there are significant differences
between the groups of peope who are and who are not
prone to seek hélp for personal problems. Of course,
we must keep in mind that we are dealing with a very
large sample here. Therefore, we only consider differ-
ences greater than 10% of importance. For our
results this approximates the statistical significance
with P <0.001.

Most findings for respondents tending not to seek
help at all for the problems in the list are in con-
cordance with our expectations. This group is usually
older, widowed and they more often have a lower
level of education and income. They have less often
acquaintances working in mental health care and
have less often had prior contacts with mental health
care professionals. The results for the number of

Table 4. Willingness to seek help for
emotional problems, in percentages

(N =9880)
Score Help-seeking
0x 2.6
1x 34
2x 1.6
Ix 17.3
4x 69.1
Mean 35

SD 1.0

Internal locus of control,

1 (low)-31 (high) 16.0 16.0
GP as locus of control,

1 (low)-31 (high) 13.0 13.4
Chance as locus of control,

1 (low)-31 (high) 14.6 16.1**
Common disorder expectations

from GP, 1 (low)-49 (high) 24.8 22.6**
Openness, 1 (low)-18 (high) 13.7 12.8**

Significance calculated from ¢-test statistics:
*P <0.05, **P <0.001.

friends, internal locus of control and GP as locus of
control are not significant. Their score on chance as
the locus of control is usually higher. This group is
more often not open about mental health matters
and does not expect much from GP for common
disorders.

Next we will try to distinguish the two groups by
discriminant analysis (Table 6).

The strongest discriminating factors here, are the
extent to which people have expectations from the
GP for common disorders and age. People who have
higher expectations in this respect and people who are
younger belong more often to the group of people
who are willing to seek help. This group (respondents
who are prone to seek help) can be well classified

Table 6. Weight of exlplanatory variables on a discriminant function
with differences between extreme low and high scorers on the
orientation to seek help (N = 9880), being maximalized

Variables Weights
Gender (1 = male) 0.26
Age (18-97) —0.46
Marital status:

1 = not married 0.07

1 = married 0.07

1 = widowed —0.15
Education, low (1)-high (9) -0.29
Income, low (1)-high (16) 0.17
Friends (0-95) —0.01
Acquaintances working in mental health care (1 = yes) 0.12
Prior contact with MHP (1 = yes) 0.10
Iaternal locus of control, low (1)-high (31) —0.06
GP as locus of control, low (1)-high (31) -0.02
Chance as locus of control, low (1)-high (31) —0.38

Expectations from GP for common disorders, low (1)-high 0.75
(49)

Openness, low (1)-high (18) 0.23
Eigenvalue 0.04
Wilks' lambda 0.96
% Group members predicted in the right group:

Low score: respondents not prone to seek help 1.9
High score: respondents prone to seek help 99.9
All respondents 95.7
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Table 7. Guttman scale statistics for help-seeking orientation
towards the GP or towards mental health care professionals
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Table 9. Mean score per variable for people who are more willing
to seek help from the GP (N =2907) vs from mental health care
professionals (MHP) (N = 4639)

(N =9468)
H;

Item coefficient

4) Someone has been depressed for months. 0.57
Who could he/she turn to?

2) Serious problems have arisen in a 3-year-old 0.44
marriage. Who would be the best person for I
this couple to turn to?

3) Someone is feeling very lonely. Who could 0.43
he/she turn to?

n Someone is having great difficulties raising a 0.36
9-year-old boy. Who could give him/her
some advice about this?

H 0.43

according to the statistics, but the characteristics of
people who are not prone to seek help cannot be
distinguished well.

Finding that the differences between the groups of
people who are and people who are not prone to seek
help for personal problems are not strong, one
wonders what differences could exist between people
who are prone to seek help for personal problems at
the GP’s office in contradiction with mental health
care professionals. To answer this question we
selected all respondents who are prone to seek help
for at least one of the problems mentioned. Since we
are dealing with a Guttman scale this means that we
selected all persons who would seek help for being
depressed (N = 9468). Recoding the answers of four
items to (0) seeking help at the GP’s office, and (1)
seeking help from mental health professionals (social
work plus mental health care), we see that here also
a (Guttman) scale exists (Table 7).

Loevingers’ H;; between items ranges from 0.53 to
0.71. H;s, Loevingers’ H,s and H are high enough to
draw the conclusion that we are dealing with a
(Guttman) scale again. Scores for each respondent
are shown in Table 8. A score of 3 means that
respondents are prone to seek help for difficulties
raising a 9-year-old boy at the GP’s office and, given
the Guttman scale, are prone to seek help at the office
of a mental health care provider for the three other
problems in our list. Similarly, a score of 4 means that
respondents are not prone to seek help from the GP
for these problems, but are willing to go to mental
health care professionals. v

More people are willing to go to a mental health
care professional (22.6%) for all four personal prob-
lems mentioned than there are people willing to go to

Table 8. Willingness to seek help
for emotional problems at the
office of a mental health care
professional (MHP) for respon-
dents willing to seek help for at
least one of the problems, in
percentages (N = 9468)

Score MHP
0x 17.9
1 x 12.8
2x 20.3
3Ix 26.4
4 x 226
Mean 22
SD 14

Variables GP MHP
Gender (1 = male, 2 = female) 1.6 1.5%*
Age (18-97) 454 40.7%+
Marital status:

1 = not married 0.2 0.3+

| = married 0.7 0.6**

1 = widowed 0.1 0.0%*
Education, 1 (low)-9 (high) 2.5 3.1+
Income, 1 (low)-16 (high) 7.7 8.5%*
Number of friends (0-95) 6.9 6.4*
Acquaintances in mental

health care (1 = yes) 0.1 0.2%*
Prior contact with MHP

(1 =yes) 0.0 0.1*
Internal locus of control,

1 (low)-31 (high) 16.1 16.0
GP as locus of control,

1 (low)-31 (high) 138 12.6**
Chance as locus of control,

1 (low) 31 (high) 15.5 14.2%+
Common disorder expectations

from GP, 1 (low)-49 (high) 25.8 24.2%+
Openness, 1 (low)-18 (high) 13.3 13.9%*

Significance calculated from s-test statistics:
*P <0.05, **P <0.001.

the GP (17.9%). Table 9 shows differences between
the groups of people with a preference for the GP vs
mental health care professionals (the score of 0 or 1
compared to 3 or 4).

Nearly all individual characteristics differ between
the two groups. People who have a greater tendency
to seek help from mental health care professionals
compared to people who have a.greater tendency
to seek help from a GP are more often male, younger
and not married. These people have a higher
educational level and a higher income than people
who are prone to seek help from the GP. They also
have more often acquaintances working in mental
health care. Finally, these people see the GP or
chance as their locus of control less often, they have
lower expectancies from the GP for common dis-
orders and are more open about mental health mat-
ters. In Table 10 we show the results of discriminant
analysis, used to distinguish the two groups more
pronounced.

As can be seen, education distinguishes the
two groups at best. Still, the results of the analysis
are not satisfactory at all. The percentage group
members that can be classified in the group 1 and
Wilks’ lambda are not as high as they should be
to make an accurate distinction between the two
groups. ‘ :

DISCUSSION

Some of the variables we used in our analyses (i.e.
marital status, number of friends, whether or not the
respondent has acquaintances working in mental
health care, expectations the respondent had from
the GP for common disorders, and openness) were
not used before in the studies mentioned in the
introduction, and can therefore not be compared to
results of others. Making the possible comparisons
between our resuits and those of others we see that
we can confirm most of the findings.
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Table 10. Weight of explanatory variables on a discriminant func-
tion with differences between low scorers on seeking help from
mental health care professionals (N =2907) and high scorers on
seeking help from mental health care professionals (N = 4639), being

maximalized

Variables Weights
Gender (1 = male) —-0.12
Age (18-97) —0.29
Marital status:

1 = not married 0.32

1 = married -0.10

1 = widowed -0.07
Education, low (1)-high (9) 0.52
Income, low (1)-high (16) 0.15
Friends (0-95) -0.13
Acquaintances working in mental health care (1 = yes) 0.00
Prior contact with MHP (1 = yes) 0.07
Internal locus of control, low (1)-high (31) -0.03
GP as locus of control, low (1)-high (31) -0.02
Chance as locus of control, low (1)-high (31) —-0.16

Expectations from GP for common disorders, low (1)-high 0.06
(49)

Openness, low (1)-high (18) 0.10
Eigenvalue 0.05
Wilks’ lambda 0.96
% Group members predicted in the right group:.
Low score:

respondents prone to seek help from the GP 6.6
High score:

respondents prone to seek help from mental health care 96.7
professionals

All respondents 67.6

Several authors [13,14,16,17] suggested that
women held more positive attitudes toward help-
seeking than men. Others [27,28] did not find a
difference in help-seeking orientation between the
sexes. The samples of most of these studies consist of
students, as they do in the case of Dadfar [27] and
Zeldow [28] too. In our case, a representative sample,
we found a very small difference in orientation
toward help-seeking between the sexes, possibly due
to our large sample. Future research in this respect is
needed.

In our study, younger people were more willing to
seek help than older people, which confirms the
findings of Leaf er al. [13). Several authors
[13, 15, 17, 20] also indicated the positive relationship
between education and income, and the orientation
toward help-seeking we found. That people with
prior contacts with mental health care appeared to be
more willing to seek help in our study, was also found
by the majority of authors on this subject
[14,15,17,18,27,29). As our measure of locus of
control differs from the one used by Fischer et al. [14],
we cannot compare our results completely. Neverthe-
less, in both studies ‘externals’ were less oriented
toward help-seeking.

Unfortunately we have not found any publications
about a help-seeking attitude towards specific pro-
fessionals. Frank et al. [30] used a similar measure for
help-seeking behaviour, but they did not include an
orientation toward help-seeking in their analyses.
Their main conclusion was that (mental) health plays
an important role in the decision to seek care but
has little effect on the type of provider chosen. As
mentioned earlier, we did not control our analysis for
health status.

M. A. R. TuHuIS et al.

The results of our discriminant analysis were not
satisfactory. Other, more discriminating, individual
characteristics have to be found (for instance ‘threat
to self-esteem’, as suggested by Amato et al. [31] and
by Nadler [32]). One way to start this research is by
giving some more theoretical background for the
analysis. The work of Kessler et al. [6], mentioned
earlier, is one step in this direction. In this respect, we
have to keep the ultimate goal in mind. This is, we
want to explain why certain people do seek help for
their emotional problems and others do not. One
important variable, of course, is the amount of
problems people have. In the case of one of our
network variables for instance, there exists extensive
literature about the effect of social support on this
amount of problems. To explore the relationship of
an orientation towards help-seeking, the amount
of problems and the actual help-seeking, one
should have longitudinal data. As several authors
[17, 18, 20, 28] pointed out, people with prior contacts
(whether positive or not) with mental health care
have a more positive orientation toward help-seeking.
We should keep in mind that older people have
had more opportunities to use mental health services.
So when we try to determine the effect of the orien-
tation on actual help-seeking we should at least
have longitudinal data. In the studies about selec-
tivity in the use of mental health care mentioned
earlier, there is not much attention for this causality
problem. Some researchers had longitudinal data [12]
at their disposal and did not have to worry about
causality. Others [7,17] have not determined the
causal direction of the relationship between the orien-
tation and the use of mental health care: “Those who
are in treatment may use being in treatment as an
indicator of a positive orientation” [7, p. 1334], but
recognize the problem. We feel that this causality
problem should be solved before going on with this
subject.
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The relationship between General Health Questionnaire (GHQ) score and complaints presented at the
general practitioners office was examined, and showed that the correlation between them is not as high
as might be expected. Many patients who present psychosocial problems to their GP appear to have a

low GHQ score; many patients with a high GHQ score
also assessed by the GP as being purely somatic. Im

INTRODUCTION AND PRESENTATION OF
THE QUESTION

Most people with mental disorders [defined as the
presence of symptoms and/or signs which originate
from or are sustained by emotional conflicts and/or
stressing conditions. (cf Ref 10)] are not treated by the
health care services."* This is often put down to the fact
that a GP does not always identify the true nature of
the complaint. As a solution, the use of screening
instruments in primary care has been suggested, and
the General Health Questionnaire (GHQ) has been
frequently mentioned.

. The GHQ is used as a first stage screening instru-
ment for the identification of mental disorders,'*'* and
measures the likelihood of a person being classified a
psychiatric ‘case’. Given a standardized clinical inter-
view (eg the Present State Examination) as a ‘gold
standard’, the GHQ has proved to be a specific, sensi-
tive instrument®'*' and has been used successfully in
clinical and general populations.* Hodiamont and Vel-
ing'® came to the conclusion that the GHQ is an
efficient questionnaire for estimating the prevalence of
serious psychiatric ?roblems in a specific population.
Tarnopolsky et al."* concluded that ‘in the region of
15-30% high GHQ scores, where the results of most
surveys are expected to fall, the GHQ predicts with
reasonable closeness the proportion of psychiatric
disorders’.

These characteristics may be sufficient to make a
reliable estimation of the probability that a patientis a

- psychiatric case, but it remains questionable whether
screening for mental disorders in primary care is useful
at all. The GHQ measures the prevalence of psychi-
atric complaints in the population: a GP reacts pri-

exclusively present somatic complaints, which are
plications of the results are discussed.

marily to the demand for assistance at a specific
moment in time. We are dealing, therefore, with the
difference between epidemiological and clinical medi-
cine, between screening and diagnosing. A patient
who requests an analgesic for influenza, may also be
known to the doctors as a diabetic, or as a person suf-
fering from severe strain, but at the moment of the
encounter it is the influenza which is presented. The
GHQ detects ‘psychiatric cases’ regardless of the
patient’s immediate needs. The GP on the other hand,
is primarily guided by those needs.

Moreover, the GHQ represents a specialist point of
view, whereas the GP has a generalistic point of view.
The difference between the two is sometimes charac-
terized as: ‘treat unless’ as opposed to ‘do not treat
unless’. This difference can clearly be seen in the com-
plaints which psychiatrists raise about GPs failing to
identify serious psychiatric problems (compare the
studies cited above), but it also explains the GPs com-
plaint that the psychiatric point of view does not fit in
with their way of looking at things.'*"” This also raises
the question of whether, in principle, GPs should fol-
Jlow up matters which they suspect, but which are not
presented to them by the patient. In other words, one
must consider whether it is useful or desirable for a GP
to transfer to screening and the active detection of psy-
chiatric problems.

To decide about the feasibility of the GHQ as an
instrument for screening in general practice, we need
to know how GHQ-cases present themselves in
general practice. A second question is to what degree
patients who present with mental problems in general
practice, or those diagnosed by the GP as having
psychologically induced complaints are detected by the
GHAQ. -

Such a description might contribute to an insight in

Netherlands Institute for Primary Health Care (NIVEL), PO Box
1568-3500 BN Utrecht, The Netherlands.

the practical relevance of screening for general
practice.
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METHOD

The basic material used to answer these questions con-
sisted, on the one hand, of the GHQ-30 and, on the
other hand, of data concerning the presented com-
plaints, and the assessment of the situation by the GP.
These data were collected within the framework of a
Morbidity and Intervention Survey in General Prac-
tice, conducted by the NIVEL. For this study a repre-
sentative sample survey of Dutch general practices
(n = 160) was selected and all contacts with patients
were registered over a period of 3 months. In addition
100 patients per practice were interviewed; this inter-

view included filling in of GHQ-30 (for further details

of this survey see Foets, Van der Velden and Van der
Zee"). Using this data as a basis it was possible to com-
pare the GHQ scores and the nature of the complaint
as recorded in the practice notes.

Having taken the term GHQ score to be a known
entity, we must now turn to the way in which the pres-
entation of the problem and the assessment was deter-
mined in the morbidity study mentioned. This took
place on the basis of the complaint as expressed by the
patient and on the basis of the subsequent assessment
recorded by the doctor. These variables were regis-
tered by the GP during each consultation on a so-called
‘reason for encounter form’. Two complaint aspects
were assessed on this form.

Reason for encounter

We are dealing here with the complaint presented in
the words of the patient. For our analysis we distin-
guish two groups: complaints which are partly of a psy-
chosocial nature (eg feeling depressed, fear, cannot
sleep, relationship problems), and complaints
whereby this is not the case (eg cough, stomach ache).
The complaint was recorded verbatim by the GP and
later coded with the aid of the so-called ICPC coding."
Complaints from chapter ‘P’ (psychological) and ‘Z’
(social) were considered ‘psychosocial’ and others
somatic by presentation.

Assessment by the doctor ,
Due to the fact that the ICPC coding system is restric-
ted to a single axis classification in organ systems, the

TaBLE 1 GHQ sum scores, in the total sample survey of the
National Study and in the week’s sample survey

National study Week sample

GHQ sum score (n = 8747) (n = 476)
0 60% 48%
1 14% 17%
2 6% 9%
3 4% 3%
4 3% 4%
5 2% 2%
6 1% 2%
7 1%. 2%
8 1% 1%
9 1% 1%
10 6% 11%

extent to which psychosocial problems are present (eg
anxiety, underlying vague complaints; stress causing
gastritis) cannot be expressed within this system. This
is why each complaint was also assessed by the GP on a
five-point scale ranging from entirely somatic to
entirely mental. In this way complaints presented as
somatic can also be assessed as contributory factors to
eventual mental problems.

These two aspects make it possible to distinguish
three relevant categories within the scale of problems
presented to the GP: complaints which are presented
as somatic, which the doctor assessed as being entirely
somatic (SS), mental complaints, both in terms of pres-
entation as in terms of assessment by the doctor (PP)
and the cases, in which the patient expresses somatic
complaints, but which the doctor thinks to be caused
by factors other than the purely somatic (SP). The
fourth combination, mental complaint in presentation
but assessed by the doctor as purely somatic, hardly
occurred; therefore we have not included it here.

The interviews in which the GHQs were taken were
all carried out in a short space of time, whilst the
encounters with the GPs took place over a period of 3
months. For this reason we selected for our analysis all
the complaints from patients (who completed a GHQ)
who in the week of the GHQ administration consulted
their GP. The contacts in this week were subsequently
aggregated to patient level, so that each patient only
counts once (17% of the patients in that week had
either consulted their GP more than once or had pre-
sented more than one complaint during an encounter).

RESULTS

In this week ‘GHQ patients’ had 799 contacts. These
contacts originated from 627 patients, of which 151 had
one or more values missing, which led to their figures
being excluded. The analysis on the week-file takes in
476 patients. The GHQ-30 was completed by all the
patients involved in the research taken all together
(n = 8747) and by the patients from the week’s sample
survey; the results are shown in Table 1.

Using a cut-off point between GHQ score 4 and 5, as
recommended by Goldberg,* 20% of the attenders
were found to be a ‘case’; 12% of the random sample
from the population was above this threshold. The
GHQ score in the group we selected is in general
higher than in the whole study: this can be explained by
the fact that in our selection only the patients who con-
sulted their GP in the same period are included.

The psychosocial problems in the group we selected
were characterized by the words in which the patient
presented the complaint, that is to say as a ‘psycho-
social problem’ or as a ‘somatic complaint’, and also by
the assessment which was made by the doctor, that is to
say ‘purely somatic’ or ‘partly of a psychosocial
nature’.

In a cross-tabulation the two dichotomies can be
seen set against one another (Table 2).

Due to the fact that the data from the table above are
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TaBLE 2  Patient’s complaint (RFE) and its assessment by the GP (n = 476H) A

Somatic RFE Psychosocial RFE Total
Somatic assessment 294 (62%) 5 (1%) 299 (63%)
Psychosocial assessment 125 (26%) 52 (11%) 177 (37%)
Total 419 (88%) 57 (12%) 476 (100%)

based on aggregated data, this is not a record of the
absolute number of encounters, but data about
patients who visited their GP within the period of a
week. This implies that a number of patients consulted
their GPs more than once. Sixty-two per cent of all
patients presented a somatic complaint which the doc-
tor also assessed as somatic; 11% of the patients pre-
sented psychosocial complaints, which the doctor also
estimated to be psychosocial. In 26% of the patients
comorbidity of a psychological nature was involved, at
least according to the judgement of the GP. It is worth
noting that practically the same relationship between
the patient’s presentation and GP’s assessment was
found in the total file from which the week was
selected.

The question which is central to this analysis is, of
course, how the GHQ compares proportionately io the
encounter data. The relationships between the GHQ
and the patients’ presentations of complaints, and
between the GHQ and the assessment of the doctor,
have been examined consecutively. Table 3 illustrates
the situation which emerges if the patients’ presen-
tations of complaints are split into somatic on the one
side and psychosocial on the other, and a cut-off point
for the GHQ is established at 4/5.

In the same way we can compare the GP’s assess-
ment with that of GHQ (Table 4).

Patients with psychosocial complaints have, in a
majority of cases, a low GHQ score, both when based
on RFE and on the assessment of the doctor. Only
39% (22/57) of the patienis who present psychosocial
problems and 28% (49/128) of those in whom GP
assesses that psychosocial aspects played a part in their
complaints, were actually GHQ cases, if we take the
cut-off point to be 4. Figure 1 shows comparable per-
centages obtained by increasing or decreasing the cut-
off point for GHQ. Using the chosen cut-off point, the
majority of the so called GHQ cases present purely
somatic complaints, and the assessment of the GP in
the majority of these cases is purely somatic. At this
point it should be pointed out that the GHQ cases
showed a higher proportion of psychosocial assess-
ments by GPs than did the number of patients pres-

enting psychosocial complaints. Most patients who do
not present psychosocial problems during the consul-
tation or whose complaints were assessed as somatic
fall beneath the cut-off point for GHQ fall (Figure 2).

We shall round the analysis off by briefly considering
the content of complaints.

PP-complaints* from patients with alow GHQ score
(termed PP-low), differ from PP-complaints from
patients with a high GHQ score (PP-high) in that the
psychosocial complaint is not always expressed as the
first symptom. PP-cases with a high GHQ-score always
have a mental symptom as the most important one.
Among the ‘PP-low’ cases there were half as many
mental complaints mentioned as the first symptom
(including requests for psychotropic drugs) as among
the ‘PP-high’ encounters. In addition, slightly more
patients with a high GHQ score appeared to present
complaints which resulted in a psychiatric diagnosis;
this does not mean, however, that within the ‘GHQO-
low’ group no psychiatric diagnosis at all has been
established.

However, in other respects no differences were
found: both ‘PP-low’ and ‘PP-high’ encounters high-
lighted complaints about housing and financial
problems. '

Which patients present an SS complaint at the con-
sultation, but belong nevertheless to the category of
‘psychiatric cases’ according to the GHQ? Among the
*SS-high’ contacts (in other words: somatic complaints,
somatic assessment and a high GHQ score), respir-
atory disorders and gynecological complaints were
over-represented when compared to the *SS-low” con-
tacts; complaints concerning the limbs and skin were
rather under-represented. The complaints that one
might expect, like neurovegetative complaints, and
complaints related to neurology did not occur in rela-
tively larger numbers within the SS-high group com-
pared with SS low patients.

PP stands for mental complaint combined with a mental assessment.
SS stands for a somatic complaint combined with a somatic assess-
ment. SP stands for a somatic complaint combined with a mental
assessment.

TasLE 3 Relationship between RFE (patient’s complaint) and GHQ (n = 476)

Somatic RFE Psychosocial RFE Total
GHQ <4 341 (72%) 35 (71%) 376 (79%)
GHQ <4 78 (16%) 22 (5%) 100 (21%)
Total 419 (88%) 57 (12%) 476 (100%)
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TaBLE 4  Relationship between the assessment of the GP and GHQ (n = 476)
Somatic assessment Psychosocial assessment Total
GHQ <4 248 (52%) 128 (27%) 376 (79%)
GHQ >4 51 (11%) 49 (10%) 100 (21%)
Total 299 (63%) 177 (13%) 476 (100%)

We mentioned the fact that some adjustments were
made to the original material. This was done in order
to prevent people who frequently visit their GP to be
over-represented and to forestall the occurrence of
differences in the intervals between GHQ adminis-
tration and encounter registration. Each patient was
counted once, and only encounters in the week of the
interview were selected. Bearing this in mind, we can
state that the same tendencies, outlined above, are to
be found in the total file (considering all the encounters
of all patients in a 3-month period); these measures do
not improve if we take a cross-section of a day from the
interview period instead of a week.

DISCUSSION
Presentation of complaints and assessments by the GP
were compared with the GHQ score of the patients
involved; 20% of the patients who visited their GP in a
one week period were probable psychiatric cases. This
figure is rather low, compared with other studies within
general practice. Wilmink'® for example reports 46%
GHAQ cases within a random general practice popula-
tion, and Von Korff e al.? arrived at a figure of 40%.
Our percentage still exceeds the number of ‘cases’
detected in a random population sample. The latter
result is comparable to that of Finlay-Jones and Bur-
vill,”" who reported from an Australian morbidity sur-
vey that 1 in 60 ‘GHQ cases’ consulted their GP,
compared to 1 in 130 non-cases. Goldberg et al. * also
confirmed this finding. ‘Those attending a general
practitioner are shown to be more psychiatrically dis-
turbed than a random sample of the practice popula-
tion.” Likewise, Berwick et al.” report that those who
score high on the GHQ are more likely to enter the
medical care system.
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FIGURE 1  Percentage psychosocial RFE’s who are also GHQ
cases (A), against percentage of GHQ cases who present psy-
chosocial RFEs (B), with variable cut-off points

Twelve per cent of the patients presenting during the
study period presented with psychological complaints.
However 37% of all complaints were considered to be
not entirely somatic by the GP. Both figures are not
uncommon in similar studies. Verhaak and Wennink*
report 9% psychosocial complaints (patients’ own
words) and 47% non-somatic assessments (by the GP)
in a sample of 30 GPs who were slightly more psycho-
logically minded than the sample in this study.

Wilmink'® reports that 12% patients presented with
psychosocial complaints, while 26% of patients were
identified as a ‘mental health problem’ by the GP. His
positive definition of a mental health problem can be
considered as somewhat stricter than our negatively
formulated definition of ‘not entirely somatic’.

This study was concerned with the relationship
between the GHQ on the one hand and complaints/
assessments on the other. This relationship proved to
be rather weak in two senses: most psychosocially pre-
sented complaints/psychosocial assessments were not
GHQ cases, and most GHQ cases presented somatic
complaints, assessed as being purely somatic. As Wil-
mink undertook the same kind of analyses, we may
compare our results with-his. Most of Wilmink’s GHQ
cases (58% ) were assessed by GPs as having no mental
health problem. Most mental health problems (defined
by the GP) were detected by the GHQ (74%). The first
result fits with the data presented in Table 4, the second
does not. We must keep in mind that Wilmink found a
higher proportion of GHQ cases and a lower propor-
tion of positive assessments by the GP.

What are the consequences of these results for the
evaluation of the GHQ as a screening instrument for
general practice? Let us first take the GHQ as the
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FIGURE 2  Percentage non-somatic GP assessments who are
also GHQ cases (A) against percentage GHQ cases where the
GP assessment is non-somatic (B), with variable cut-off points
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departure point for our reflections. We are dealing
here with a well-validated instrument, and we may
therefore conclude that many patients who consult
their GP have a psychiatric problem which they do not
reveal to their GP: secondly, the GP, given a somatic
presentation of complaints, sees no reason to suspect a
psychiatric problem. If we look closely at the sort of
complaints involved, then it becomes clear that it is dif-
ficult for the GP to find any indicators from the com-
plaint presented by the patient. In actual fact, the
somatic complaints made by patients with a high GHQ
score and by those with alow GHQ score are strikingly
similar. An interesting question to tackle here is the
extent to which interweaving of mental and somatic
problems (comorbidity) influences the proceedings.
Earlier research®® has shown that in patients with
comorbidity the GP tends to follow up the somatic
aspects. In this respect it may be worthwhile to point to
the nature of the GPs population, which is known to
contain a large number of patients with chronic
somatic complaints. Van der Zee® pointed to the fact
that these patients score very high on the ‘VOEG’, an
instrument which bears some similarity to the GHQ,
on which a high score indicates not psychiatric prob-
lems but chronic discomfort. In the case of the GHQ
a high score might also be indicative of somatic
indisposition.

Other investigations within our research group™
have indicated that it is possible to successfully teach a
GP a Rogerian approach. The GPs performance
proved to be restricted however to an attitude of listen-
ing and counselling; they failed to detect a possible psy-
chiatric background to a somatic presentation.
Furthermore, we should like to point out that,
generally speaking, GPs tend not to make use of their
patient’s attendance at their surgery to carry out
screening activities. Research into preventive activities
carried out by GPs has shown that the average GP took
the actual request made by the patient as the starting
point for his treatment.” It seems that GPs have cer-
tain reservations about the detection of diseases when
there is no hint of a complaint actually in existence.

Finally, it should be pointed out that.an essential
condition for the execution of a screening program is
the availability of a valid intervention program.
Authors like Schnabel?” and Gerards™ point out that in
many cases there is no reason to believe that early
detection (without recognition by the patient) would
prevent the problems becoming any more serious. If
one accepts this viewpoint, it would seem to be
undesirable to make the suspicion of psychiatric prob-
lems more explicit at an early stage. Caution is called
for, because it appears there is a risk of ‘mental fix-
ation’” when problems are defined as being psychiatric
when they have not been presented as such. This might
be an explanation for GPs (correct) reluctance to
search for problems which the patient is not apt to pres-
ent spontaneously.

In summary, hidden psychiatric problems do not

manifest themselves very conspicuously; a GP lacks
the specialist requirements to uncover them and he
does not have the intention to do so, when the patient
is reluctant to present them. It is doubtful if early
detection in those cases would be very sensible.

If we take the GP’s psychosocial caseload as a point
of departure we are arrested by a striking phenom-
enon. The GP isin fact confronted with quite a number
of patients with psychosocial problems, both explicit
and non-formulated, but the majority of these patients
are not classifed as psychiatric cases by the GHQ. One
possible explanation for this might be the insensitivity
of the GHQ for the measurement of borderline
psychological problems. The fact that GPs are mostly
confronted with milder psychological problems under-
lines the findings in the ‘Nijmegen-Region Project’,
namely that psychosocial (indicating psychological
problems of a relatively mild character, contrary to the
psychological problems which belong to psychiatry)
problems occur six times as often as psychiatric
problems.*

How practical is the use of the GHQ as a screening
device, given the evidence brought forward? In the
present primary care situation, where a large group of
undetected mental disorders exists (along with large
groups of undetected internal, neurological, and cir-
culatory diseases), it seems only attainable for a GP to
wait for more conclusive evidence; this might be con-
stituted by pertaining use of medical care, by accumu-
lating evidence during next visits, etc. After all, one of
the other conclusions from Wilmink’s study was that
the GHQ did not significantly improve the GP’s pre-
diction of cases, determined by the Present State
Examination. Perhaps the combination of intuition
and time (not the duration of a consultation, but the
lifelong relationship with a patient in the hands of a
GP), is at least as good as a screening device. Further
research should be directed to a better understanding
of the course of mental problems. It might perhaps in
the future be possible to design screening instruments,
aimed at reaching a better diagnosis when intervention
might be successful, instead of the aim of detecting
mental distress without looking at the possibilities of
treatment.
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PSYCHOSOCIAL PROBLEMS IN PRIMARY CARE: SOME
RESULTS FROM THE DUTCH NATIONAL STUDY OF
MORBIDITY AND INTERVENTICONS IN GENERAL
PRACTICE

PeTER F. M. VERHAAK and MARJA A. R. TUHUIS
Netherlands Institute of Primary Care, P.O. Box 1568, 3500 BN Utrecht, The Netherlands

Abstract—According to standardized screening instruments, mental distress is a common phenomenon
among many patients who visit their general practitioner. However, a number of patients who seem to
be in need of mental help do not put forward such a demand for help, whereas other patients who express
psychosocial problems to their GP are not considered to be in need, according to a standardized measure.
In this paper, a distinction has been made between the objectified needs of the patient as expressed by
a standardized assessment, and the demands of the patient, expressed by the Reason for Encounter, stated
during their visit at the GP. Results of a follow-up study of two cohorts of patients have been presented:
one cohort presented during a 3 month period at least one articulated demand for psychosocial help, a
second cohort presented at least one somatic complaint, considered by the GP as being psychological by

_ character, without presenting any psychosocial complaint in that period. Objective needs for mental heip
of patients in both cohorts were assessed by means of the General Health Questionnaire. Duricg one year
all consultations of these two cohorts were registered. The following questions have been put forward:
what demands for help have been put forward by the patients, what treatment have these patients got,
and what has been the course of the problems during one year of patients with different needs and
demands. From the results the following conclusions may be drawn: many patients with a probable mental
illness (according to their objective need) present only physical symptoms. The severity of their distress
however appears to be less than that of patients with a probable mental illness who do express their
psychological distress overtly. More therapeutic effort is directed at psychological symptoms than at
somatic symptoms, assessed as being mainly psychosocial by character. Mental health referrals have been
made almost exclusively with the former group. Within both groups, most energy is devoted to patients
who are really in need, according to the General Health Questionnaire. The majority of the patients with
mental health problems (be they overtly presented or not) did not present psychosocial or psychosomatic
complaints anymore after a 6 month period. Recovery is higher for patients with psychological symptoms;
within each group recovery is higher for patients with a low GHQ-score.

Key words—general practice, mental illness, somatization, treatment of psychological complaints

assessment; such an approach gives a random picture
in time, neglecting the past history of doctor and
patient and also neglecting possible co-morbidity. In
earlier publications we have reported that many
patients who were probably cases of mental illness, in
clinical terms, nevertheless visited their GP with
demands for help for physical problems [9].
Videotaped consultations in combination with a
questionnaire, completed by the GP, showed that,
although mental problems were not discussed during
a particular contact, the GP was aware of such
problems in the majority of cases [10].

In our opinion, screening tests provide a picture of
the objectified need, irrespective of the articulated
demands of the patient at that particular moment,
whereas a General Practitioner assesses the reason for

INTRODUCTION

The prevalence of mental disorders within General
Practice has been thoroughly investigated over the
last twenty years [1-8]. An important conclusion is
that most patients with psychiatric disorders consult
their general practitioner regularly but not many of
them are recognized by the GP as having mental
disorders. Many psychological problems remain un-
treated, or are treated purely as somatic disorders. If
a mental disorder is treated at all, it is done by the
GP himself in most cases. Only a relatively small
number of them are referred to specialized care.

At first sight, one cannot but conclude that GPs are
doing a poor job. They have a low rate of detection
and withhold specialized treatment from those

patients whose mental disorders have been recog-
nized. Such a conclusion might be drawn too quickly,
due to too schematic an approach to the problem at
hand. Most of the epidemiological studies mentioned
above assessed patients’ clinical status by means of a
standardized questionnaire or interview at a particu-
lar moment in time and compared it with GP’s

one particular visit (i.e. the demand) and not the
general mental health status of the patient. The
question remains however, as to what the impli-
cations of such a situation are for the treatment and
course of this heterogeneous conglomerate of explicit
and hidden mental needs, combined with physical
demands.
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It has been argued, especially by general prac-
titioners, that in many cases the mental need, which
accompanies physical problems might be self-limit-
ing. Explicitation of psychological aspects and treat-
ment of them might be counterproductive [11]. In
contradistinction, the possibility of worsening the
case by not recognizing these aspects has also been
put forward [12, 13].

In this discussion, the former arguments are mainly
at the level of demand, whereas the latter point to the
objectified need of the patient, regardless of the
explicit requests, advanced by the patient. A combi-
nation of both points of view might be worthwhile.
Consequently, a one year follow-up of patients whose
problems were considered by the GP as psychological
in nature, was conducted. Some of these patients were
probably cases of mental illness, according to stan-
dardized measurements, and others were not. Some
expressed their need explicitly as psychological com-
plaints, others were somatizing according to the GP.
The goal of this study was to describe the treatment
and natural course of psychological problems in
general practice, in terms of needs as well as demands.

The research questions are:

(1) What demands for help have been put forward
by patients, assessed by the GP as being prob-
ably mentally ill, with or without an articulated

demand for mental help and with or without a-

probable need for mental help?

(2) What treatment has been given by the GP to
patients with various combinations of need and
demand?

(3) What is the course of the complaints of these
various types of patients and how is it influ-
enced by treatment probable need and explici-
tation of the psychological character of the
problem?

METHOD

Data was collected within the framework of the
Dutch National Study of Morbidity and Intervention
in General Practice, conducted by the Netherlands
Institute of Primary Care (NIVEL). For this study a
representative sample survey of Dutch general prac-
tices (N = 103) was selected and all contacts with
patients were registered over a period of three
months. The data included the reason for visit,
diagnosis, treatment and possibly referral. Reason for
visit and diagnosis were classified according to the
International Classification of Primary Care (ICPC)
[14). Nine of these practices cooperated in a longitudi-
nal follow-up study. This provided us with the oppor-
tunity to select two cohorts of patients based on their
illness behaviour during a three month period: one
cohort of patients who presented psychosocial

*These complaints will be called ‘psychosomatic’ in the rest
of this paper.

reasons for encounter (classified within chapters Psy-
che or Social of the ICPC) during the 3 month
registration of the National Survey and one cohort of
patients who presented somatic reasons for encounter
(all other chapters of the ICPC), assessed by the GP
as being mainly psychosocial,* without presenting
explicit psychological or social reasons for the en-
counter. All contacts with the patients from those two
cohorts (N =397 resp. 411) were registered during
another nine months on the same registration form as
that of the National Study Registration, including
reason for visit, diagnosis, treatment and referrals. In
addition, all patients completed questionnaires in-
cluding the General Health Questionnaire (GHQ-30)
and the Biographical Problem Inventory.

The GHQ is used as a first stage screening instru-
ment for the identification of mental disorders
[1,2, 8, 15, 16]. It measures the likelihood of a person
being classified as a psychiatric ‘case’. Given a stan-
dardized clinical interview (like for example the
Prsent State Examination) as a ‘golden standard’, the
GHQ has proved to be a specific, sensitive instrument
[1,8,17].

The Biographical Problem Inventory is an adap-
tation of the Mooney Problem Checklist [18], it is an
inventory of problematic experiences (emotional, ma-
terial, social). Its summation is an indication of the
number of problem situations a person has recently
experienced.

These questionnaires were completed directly after
selection of the cohorts and again one year later,
when the follow-up registration had been concluded.

Twenty-one GPs in 9 practices recorded contacts of
the two cohorts during a period of one year. During
the first 3 months of the National Study, each contact
had to be recorded by the GP. For this purpose, a
research assistant was present in the practice daily to
collect and check the registration forms. After selec-
tion of the cohorts, the patients could be recognized
on the GP’s register. After each consultation with
such a patient a .registration-form was completed,
indicating reason for encounter, diagnosis by the GP,
treatment, diagnostics, referral and several assess-
ments by the GP. Every two weeks a research-assist-
ant visited the practice, and collected and checked the
forms. It is reasonable to assume that during the first
three months the registration covered all contacts
completely. As registration was less routine during
the follow-up, omissions in this period of nine month
might be expected. A reliability study revealed that
on average 83% of all contacts with the GP during
the follow-up period had resulted in a completed
form.

The patients in the two cohorts could not be
expected to constitute a random sample. Their symp-
toms had been assessed at least once as being merzly
psychosocial in nature. Patients in cohort I (those
who expressed their psychosocial complaints explic-
itly) were more often male and are older on average
than patients in cohort II (those who presented
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Table 1. Reasons for encounter presented by patients who present explicit psychosocial problems
(cohort 1) and by patients who only present somatic problems, assessed by the GP as being mainly
psychosocial by nature (cohort 2). Both cohorts divided in GHQ-cases and non-GHQ-cases

Cobhort 1 Cohort 2
Average
GHQ+ GHQ- GHQ+ GHQ-— patients
N: 175 216 130 279
per 100 patients/3-month period
Complaints k) 322 254 267 208
Psychological complaints 181 152 — — 14
Psychosomatic complaints 61 84 132 120 43
Somatic complaints 130 136 122 147 150

psychosomatic complaints). The distribution of
the sexes in cohort I resembled the average distri-
bution, in cohort II women were overrepresented.
In both cohorts patients between 25 and 65 years
were overrepresented. They did not differ from one
another in this respect. As a consequence, married
and divorced people are overrepresented in both
groups and widowed and single persons are under-
represented, compared with the average practice
populations.

The frequency of doctor—patient contacts in the
first cohort during the 3 month selection is signifi-
cantly higher than the mean number of contacts of
the second cohort. Both cohorts have visited their GP
more frequently than average patients. There was no
difference between the two cohorts in the degree of
seriousness of their complaints, as estimated by the
GPs.

RESULTS

What proportion of these patients was a probable
case of mental illness, according to the GHQ and
what demands for help were advanced by them
during the 3 months in which the patients were
selected?

About 45% of the respondents who put forward
explicit psychosocial complaints (cohort 1) scored
above the threshold of 4/5 of the GHQ-30. Thirty two
percent of the patients who presented psychosomatic
complaints were probable cases of mental illness
according to the GHQ.

In both cohorts, patients who scored above the
threshold of the GHQ had higher frequencies in all

respects than patients who scored below the
threshold.

From Table 1, it may also be concluded that
patients with psychological complaints (cohort 1) do
not only limit themselves to explicitly stated psycho-
logical complaints. Somatic and psychosomatic
complaints, are presented too.

Patients from cohort 2 could, by definition, not
present explicit psychosocial complaints. They pre-
sent however about as many somatic complaints,
which are also considered purely somatic by the GP
as an average patient.

Because of the selection criteria, the figures for
psychological and psychosomatic complaints in both
cohorts are not comparable with the figures for
average patients. Patients from both cohorts can be
distinguished, however, by a high average frequency
of contacts, compared with average patients. In this
respect, cohort 1 also exceeds cohort 2.

The next question to be answered concerns the
treatment of the kind of problems distinguished.
In Table 2 treatment of explicitly psychological
complaints and somatic complaints, assessed as
being mainly psychological is compared, split up by
GHQ-caseness.

Complaints that are overtly presented as being
psychological get more treatment than complaints
which are judged by the GP as being psychological
but which are presented in a somatic way. This
cannot be attributed to the higher average GHQ-
score of the former group; patients with psychologi-
cal complaints, who are below threshold on the
GHQ, receive more treatment than patients with
psychosomatic complaints and high GHQ-scores.

Table 2. Treatment of explicitly presented psychosocial problem and of somatizations with a psychosocial assessment by the
GP, divided by GHQ-caseness

Explicitly psychosocial

Somatization with psychosocial
assessment

GHQ+ GHQ- GHQ+ GHQ -
N 216 262 223 363
Treatment
Counseling by GP 83%** 16%* 64%** 53%
Referral to mental health specialist 14% 11%* 4% 3%
Consultation by GP of mental health specialist 8% 4%* — —
Mean duration of visit (min) 13*+ 11* 10 10

*Difference between treatment of explicit psychosocial complaints and treatment of psychosomatic complaints is significant

(t-test P <0.05).

**Difference beween treatment of GHQ+ and GHQ~— cases within one problem-category is significant (¢-test P < 0.05).
!N differs from preceding tables because patients from cohort 1, presenting psychosomatic symptoms and patients from
cohort 2, presenting psychological symptoms have been added to the respective groups.
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Table 3. Proportion of patients that did not present any explicit or hidden psychosocial problems in the

second half of the year

Somatization with psychosocial Explicitly
assessment psychosocial
GHQ+ GHQ- GHQ+ GHQ-
N: 130 279 175 216
No psychosocial or psychosomatic
problem in 2nd half year 67% 9% 55% 67%
At least -one psychosocial or psychosomatic
problem in 2nd half year 33% 21% 45% 33%

There is one and a half times as much counselling
for psychological symptoms than for psychosomatic
symptoms; referrals to and consultation of mental |
health specialists almost always concern psychologi-
cal symptoms, and the average duration of a consul-
tation is 20% longer when purely psychological
symptoms are concerned.

Within each group, patients who are to be con-
sidered as probable cases of mental illness, according
to their GHQ-score, are more often treated by the GP
himself, as can be concluded from the proportion of
patients who get counselling by the GP and the
average amount of time spent with them.

What are the consequences of differences in presen-
tation of the—presumably—psychosocial-complaint
and consequent differences in treatment?

In Table 3 the proportion of patients who contin-
ued to present psychological and psychosomatic
symptoms is shown for the two cohorts, subdivided
in GHQ-cases and non-GHQ cases.

Initially” all patients in both cohorts presented
explicit psychosocial or psychosomatic complaints.
After 6 months a majority in all groups had recov-
ered, in that sense that they no longer visited their
GPs with either somatic manifestations of psycho-
logical ill-health (according to the GP) or overt
presentation of psychological complaints.

However, 45% of the GHQ-cases and 33% of the
non-GHQ-cases who presented psychological com-
plaints at the time of selection, still presented com-
plaints of a psychological origin in the second half
year of the follow-up.

Of those patients who initially presented psychoso-
matic complaints, 33% of the GHQ-cases and 21%
of the non-GHQ cases still presented psychosomatic
or psychosocial complaints in the last six months.

It can be seen in Table 3 that the changes of
recovery are better for non-GHQ cases than for

GHQ-cases. Actually, the odds-ratio is -1.66 in the
case of psychosocial complaints, and even 1.85 in the
case of psychosomatic complaints.

The conclusion that illness behaviour associated
with mental problems, be they overtly manifest or
hidden behind a somatic presentation, largely tends
to disappear after some time would appear to be
justified. As the probability of serious mental illness
rises, the chances of a reduction in illness behaviour
decreases.

To what degree can this decrease be attributed to
interventions undertaken by the general practitioner
or mental health specialists? See Table 4.

In this respect the results are disappointing. In fact,
we were not able to trace any effect at all: patients
with psychological complaints with whom the GP
had counselling sessions or who had been referred to
mental health agencies tended to show about the
same rate of recovery as patients for whom this had
not been done. There were no differences at all in
psychosomatic complaints.

Patients who did receive counselling or a referral
were also considered to be more serious cases (cf.
Table 2). After controlling for GHQ-caseness, we
may conclude that non-cases have benefited slightly
more from treatment of psychological complaints
(the effect is above level of significance) while for
the more severe cases no difference at all between
treatment and non-treatment groups can be found.

DISCUSSION AND CONCLUSION

Regarding the relationship between standardized
needs and the demands put forward by the patient,
the following points may be mentioned.

Within a limited period, many patients with a
probable mental illness, in terms of their score on the
GHQ, present only physical symptoms. We should

Table 4. Proportion of patients without psychosocial respectively psychosomatic symptoms in the 2nd half
year with or without counselling resp. referral

Counselling Referral
No Yes No Yes

Psychosocial complaints:

GHQ+: 62% (N =18) 62% (N =138)  62% (N =191) 64% (N = 25)
‘GHQ-: 69% (N =111) 76% (N =151)  72% (N =233) 76% (N =29)
Somatizations

GHQ+: 73% (N =122) 75% (N =101) 75% (N =209) 64% (N = 14)
GHQ-: 79% (N = 209) 79% (N = 154) 79% (N = 343) 80% (N =20)

!N differs from preceding tables because patients from cohort 1, presenting psychosomatic symptoms and
patients from cohort 2, presenting psychological symptoms have been added to the respective groups.
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keep in mind in this respect that only cases which
were recognized by the GP have been taken into
consideration. It is a common finding in general
practice that many probable cases of mental illness
only present physical complaints [8, 19].

A relatively large number of patients, who are not
probable cases of mental illness, nevertheless present
psychosocial or psychosomatic complaints to their
general practitioner. Though an objectified need has
not been established with them, their demands are
such, that they surpass the somatizing patients who
actually are a probable case of mental illness, in the
the attention they require from their GP. Besides,
patients who are known to have psychological com-
plaints, visit their GP with purely physical symptoms
too.

In summary: patients with an explicit psychological
demand exceed patients with somatic reasons for
encounter in degree of distress and in the actual
appeal they do to their GP.

Within each group, patients with a higher objec-
tified need present more symptoms than patients who
are according to the GHQ not in need of mental help.

The result that somatizing patients in general are
less psychologically distressed than patients present-
ing with psychological problems has been reported
earlier by Bridges et al. [18] and Wright [20]. Wright
also confirms our result that patients who present
psychological problems visit their GP more fre-
quently with longer consultations than patients who
restrict themselves to somatic complaints.

The same conclusion may be drawn as regards
treatment: more therapeutic effort is directed at psy-
chosocial problems which are presented as such than
at somatic complaints, assessed by the GP as being
mainly psychosocial by character. Mental health re-
ferrals in particular have beep made almost exclu-
sively with the former group of complaints. Within
each group (patients who present overtly psychoso-
cial distress and somatizers), most energy is appar-
ently devoted to those patients whose complaints are
most serious, as measured by the GHQ. But again,
objectified need comes after the subjective demand
of the patient. Kessler er al. [21] concluded also
that GHQ and psychiatric reason for visit were
significantly correlated with receiving any mental
health treatment, but attached more weight to
GHQ-score.

Ormel et al. [22] conclude that psychological
reasons for encounter, besides severity, recency of
onset and psychiatric co-morbidity, contribute to
GP’s case recognition as well as mental health treat-
ment and outcome. Earlier analysis of videotaped
consultations [23] also revealed that in about 90% of
the cases a psychologically stated request for help
resulted in mental health treatment, whereas reasons
for encounter, assessed by the GP as being ‘physical
complaints with psychosocial background’ only re-
sulted in mental health treatment in 50% of the
cases.

In general more than half of the persons with
mental health problems (be they overtly presented or
not) do not present psychosocial or psychosomatic
complaints at the end of a 6 month period. A higher
proportion of the patients with initial psychosomatic
complaints recover than patients with explicit psy-
chosocial complaints. Again, within both groups, the
objectified need as indicated by the GHQ introduces
a second ranking. :

Mann et al. [24] report about 50% recovery for
a sample of 100 neurotic men and women. The
only significant variable, assessed at the beginning,
to affect this outcome was the overall severity of
the psychiatric illness, assessed by a psychiatrist.
Their worse outcome, compared with the outcome
reported in Table 4, might be due to a stricter
definition of ‘caseness’. The effect of severity is
not contradictory to our findings: patients with
psychosomatic problems tend to recover more
than patients with psychological problems (the
former as a whole being considered as less severe
than the latter [18])) and patients with high GHQ
have a poorer rate than patients with a low
GHQ.

A significant finding in this respect is the lack of
proof of any treatment effect, even after controlling
for severity. Ormel et al. [21] who found similar
results (especially regarding counselling and referral)
hypothesize that the less effective GPs are in their
interventions, the more mental health treatment they
will provide.

In the introduction we distinguished the demand
for help, representing the subjective experience of the
patient, and the objectified need, as expressed by
standardized instruments. We may conclude from
our findings that such a need relatively often results
in a request for help; such a request is a good
guarantee that actual treatment will be offered. If a
patient sticks to somatizations, the odds that the
symptoms disappear are nevertheless higher than for
psychological symptoms.

We cannot but conclude from patients’ illness
behaviour that a lot of patients do not put forward
any demands for help at the end of a year, although
a lot of them keep a high score on GHQ. However,
the common sense theory that most psychological
distress disappears as time goes by, cannot be con-
sidered as being corroborated. Too many patients
continued to suffer from their psychological com-
plaints. As our results do not indicate that specialists
in mental health care are more successful than general
practitioners, it does not seem fair to put the blame
for this situation on the side of the GP. On the
contrary, though general practice should do’ better
still, it should be pointed out once more, that most
energy was spent on those patients who ‘objectively’
needed it most. The task in specialists’ hands is
perhaps to keep on trying to provide general practice
with better tools for those areas where yet more is to
be gained.
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Alcohol consumption and general health status in the
Dutch national survey of general practice.

An analysis of the position of abstainers.

Marleen Foets* and Margriet E. van Baar*

Introduction

The relation between health status and lifestyle
factors such as smoking, physical exercise, dietary
habits and alcohol consumption is the subject of
much research.

The association between alcohol use and mor-
tality often has been reported to be U-shaped:
moderate drinkers would be at a lower risk than
heavy drinkers and abstainers'.

Most evidence for a non-linear, U-shaped
relationship occurred in the case of coronary heart
disease (CHD). In many ecological, case control
and prospective studies, an inverse relationship has
been found between moderate alcohol use and co-
ronary heart disease. while excessive alcohol use
often seems to increase the risk of CHD". In his re-
view of prospective studies on alcohol and mor-
tality, ShaperI also concluded that there is a U-
shaped association between alcohol consumption
and cardiovascular disease, coronary heart disease
and total mortality.

Several biological mechanisms can explain this
U-shaped relationship. A recent review of the dif-
ferent physiological effects of alcohol relevant to
CHD-pathogenesis was given by Veenstra’. The
most widespread explanation for the U-shaped as-
sociation with cardiovascular morbidity and mor-
tality is the U-shaped association between alcohol
use and the level of high density lipoprotein cho-
lesterol (HDL-C) and blood pressure. There seems
to be a potential benefit on the HDL-cholesterol
level up to two glasses per day. This effect seems
to disappear at a higher consumption level, espe-
cially through the rise of blood pressure®.

In the case of indicators of perceived health

|

Summary

The aim of this study was to investigate the relation-
ship between alcohol consumption and perceived
health status. Special attention was given to the posi-
tion of the abstainers. The assumed relatively low
health status of abstainers was examined by testing
two research questions:

— Is the health status of ex-drinkers relatively bad
compared with the health status of life-long ab-
stainers?

— Are there still health differences between abstai-
ners and alcohol consumers, after adjustment for
other lifestyle habits and socio-economic status?

Results are based on a population based health sur-
vey from a sample of 10.728 persons. aged 15 vears
and older. Included data are age. sex. perceived
health indicators, self-reported alcohol use. measures
for smoking habits. exercise. overweight and socio-
economic status.
Alcohol consumption and perceived health status
were significantly associated especially between 25-
64 years of age. Abstainers and to a lesser extent the
excessive drinkers reported a lower health status.
In analysing the position of the abstainers. firstly a
distinction was made between ex-drinkers and life-
long abstainers. Both groups hardly differed in their
perceived health status. The possibility that ex-drin-
kers contribute to the relative-low health status of ab-
stainers was not confirmed.

Secondly. after controlling for other lifestyle habits

and socio-economic status. alcohol consumption re-

mained positively associated with a low perceived
health status. Therefore, the supposition concerning
the fade-out of health differences between abstainers

and alcohol consumers, after controlling for other

i
i

lifestyle habits and socio-economic status. was also
not confirmed. ‘
An important restriction of this study lies in the |
cross-sectional design. Further longitudinal research
is required to clarify the position of abstainers.

Keywords: Alcohol drinking, health status, the
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status, research results are less consistent. In a re-
view article Colsher and Wallace® reported incon-
sistent results for indicators of general morbidity,
varying from a symptom checklist to hospitalisa-
tion. Drenthen et al’ found that abstainers and ex-
cessive drinkers rate their own health worse than
moderate drinkers and score higher on the neuroti-
cism scale. Also more psychiatric cases were found
in these groups. The number of psychosocial prob-
lems was higher with.a higher drinking level.
These relationships between alcohol consumption
and health status were hardly found in the younger
age group. Mechanisms to explain these associ-
ations are more difficult to give.

However, many studies into the relationship be-
tween health status and alcohol consumption are
subject to critical comments the interpretation of
the results is much debated: often the question is
raised wether the association is an artefact' ™,
Firstly, the position of the abstainers remains
unclear. Indeed. it is often impossible to distin-
guish the former drinkers from the lite-long abstai-
ners. Current abstainers may be former heavy drin-
kers. They may be abstainers because of poor
health status. including health damaged by pre-
vious drinking]. In the case of life- long abstainers,
reasons for abstinence can be diverse: motivations
may be found e.g. in religious beliefs or in a heal-
thier lifestyle. Following this hypothesis. life-long
abstainers may have a relatively good health status.
compared to ex-drinkers. The U-shaped association
between the use of alcohol and ill health may be
due to the relatively bad health status of former
drinkers. Therefore the importance of the so far
very limited research on the heterogeneity within
the group of abstainers is emphasized"4‘5. Recently
an investigation by Jackson el'alf’. in which it was
possible to differentiate former drinkers from
never-drinkers, showed no evidence that the U-
shaped relationship was due to the migration of
former drinkers to the abstainer-group. '
Secondly, biological mechanisms may not be the
only possible explanation for the association be-
tween health status and the use of alcohol: beha-
vioural and social factors may influence the rela-
tionship as well. The association between alcohol
consumption and ill health may well be attributable
to other factors such as other lifestyle habits, social
status and personality. Marmot’ already suggested
the possibility that teetotallers may have an in-

76

creased risk of coronary heart disease for reasons
such as personality and diet.

Blaxter® emphasized that the effects of healthy
habits should not be considered in isolation. be-
cause few people’s lifestyles are totally healthy or
unhealthy. Therefore. ideally speaking information
on different sorts of health behaviour has to be ob--
tained.

Another determinant of health status receiving
much attention is socio-economic status. There is
accumulating evidence pointing at the health risk
accompanying low socio-economic status. More-
over, the higher morbidity and mortality rate
among abstainers may reflect their lower socio-
economic status”.

The question whether the relatively bad health
status of non-drinkers is the result of a less healthy
lifestyle or of a lower socio-economic status re-
mains unanswered. ‘

In this article we focus on the position ot abstai-
ners. The assumed relatively low health status of
abstainers was examined by testing the following
questions:

Is the health status of former drinkers relatively
low compared to the health status of life-long
abstainers?

Are there still differences in health status be-
tween abstainers and alcohol consumers. afier
adjustment for other lifestyle habits and socio-
economic status?

Prior to answering the research questions. the alco-
hol consumption in the study population is de-
scribed and related to the perceived health status.

Meth0d§

Study population

This analysis is based on data of the Dutch Na-
tional Survey of General Practice. In this study a
random sample of 161 general practitioners partici-
pated. A health interview was carried out in a ran-
dom sample of 100 registered patients in the par-
ticipating practices. The response rate amounted to
76.6%. Persons younger then 15 years were with-
drawn form this analysis (N=10,728). The study
has been described in detail by Foets et al” and by
Foets and Sixma'".
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Selected variables

This analysis was based on information collected

in the health interview study on health status.

socio-demographic characteristics and lifestyle ha-
bits.

As indicators of perceived health status were se-

lected:

the number of acute complaints during the two

weeks before the interview took place

the number of chronic conditions (Van den

Bos”)

the score on the general health questionnaire

(GHQ), a psychiatric screening questionnaire

. 12

(30 items) -

— the score on a questionnaire. concemning 7 life
areas designed to detect psychosocial prob-
lems"

The socio-demographic variables included are:

age, sex, educational status and professional status.

Educational and professional status are used as in-

dicators of socio-economic status. Professional

status is based on a prestige scale from Ultee and

Sixma ranging from O to 100",

The following lifestvie habits were included as
dichotomic variables (yes/no) in the analysis:
smoking habits and physical exercise. Overweight
was based on the Body Mass Index (BMI) (in
kg/m2): the threshold for overweight was defined
at a BMI of 25 kg/m2. according to the classifica-
tion of Garrow"”. ‘

The self-reported alcohol consumption in this

study included several measures:
— the absolute alcohol consumption. differgntiat-
ing current drinkers from non-drinkers. These
groups were based on a question whether or not
alcoholic beverages had been consumed in a
period of six months before the interview. Re-
spondents were classified as current alcohol-ab-
stainers if they had reported no use of alcoholic
beverages in the past 6 months.
current abstainers were distinguished in'a group
of ex-drinkers and a group of life-long abstai-
ners. Current abstainers were asked how long it
was since they last used alcoholic beverages:
those reporting no alcohol history were classi-
fied as life-long abstainers; the others were the
ex-drinkers.

usual frequency of alcohol drinking during the

past six months, based on a question listing

seven options ranging from seldom to every
day.

— usual quantity, based on a question on the num-
ber of glasses daily, weekly or monthly con-
sumed. )

On the basis of the information on usual frequency

and on usual quantity a quantity-frequency-index

(QF-index) was computed for the current drinkers.

This index is comparable to the one constructed by

Lemmens'® '

Methods of analysis

The distribution of usual alcohol quantity was posi-
tively skewed. Therefore a logarithmic transfor-
mation was undertaken. resulting in a geometric
mean. instead of an untransformed arithmic mean.

Socio-demographic characteristics are potential
confounders of the relation between alcohol con-
sumption and health status. On the basis of a pre-
paratory analysis. age and sex were used as control
variables, being the most strongly related variables
to both alcohol consumption (Cramers V < .32)
and health indicators (n <.13).

Because of the expected interactions between
sex. age and alcohol consumption. the statistical
method used to analyse the relation between alco-
hol consumption and health status (the first re-
search question) was analysis of variance.

For the analysis of the relative importance of
lifestyle and socio-economic status for perceived
health status (the second question). regression ana-
lysis was used. In a preliminary analysis the corre-
lations between the independent variables were
low (r <.15). with some exceptions (alcohol &
smoking r=.29, alcohol & education r=-.25 and
profession & education r=.26). All analyses were
performed using SPSS software'’.

Results

Alcohol consumption in the study population

Table 1 shows the distribution of the reported alco-
hol consumption for both men and women. The
QF-index was used to indicate the alcohol con-
sumption of the current drinkers. Women reported
the highest prevalence of abstinence and consumed
less alcohol compared with men.

Alcohol consumption varied with age. The hig-
hest level of consumption and a relatively low pre-.
valence of abstainers (6.8% for men. 22.9% for
women) was reported in the category 25-44 vears.
In the older age- categories (45-64 and 65 years
and older) the number of abstainers was higher for
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Table 1. Alcohol consumption by sex and age (in %)
(N=10787).
; ]
Age 15-24 25-44 45-64 65+  total !
Men (N=5260)
Life-long abstainer 15.7 32 5.5 9.9 70
Ex-drinker 4.8 3.6 10.6 15.2 70
Minimal drinker 198 17.2 208 221 192
Mild drinker 464 434  34.1 29.4  40.0
Moderate drinker  10.0  20.6 18.9 7.1 17.7
Excessive drinker 32 120 10.1 6.4 9.1
Women (N=5468)
Life-long abstainer 23.6 13.0 205 342 200
Ex-drinker 79 9.9 14.8 19.3 121
Minimal drinker 3.1 292 26.9 25.7 285
Mild drinker 347 374 284 163 31.6
Moderate drinker 24 9.0 1.5 39 6.6
Excessive drinker 0.3 1.6 1.9 0.6 1.3

both men and women. The prevalence of ab-
stinence in the highest age-category was 25.1% for
men and 53.5% for women.

" Within the group of abstainers, 62% of the females
and 50% of the males could be classified as life-
long abstainers. However, there were large dif-
ferences between the different sex/age groups. As
expected, the relative number of life-long abstai-
ners was especially high in the 15-24 age-groups.
and for women, also in the 65+ age-group. On the
contrary, the relative number of life-long abstainers
was relatively low in males of 45 and older.

The former alcohol consumption level reported
by the ex-drinkers was low compared with the

consumption level of the actual drinkers. The mean
reported former alcohol consumption was respec-
tively 2.1 glasses per week in the ex-drinkers and
4.0 glasses per week in the current drinkers (ge-
ometric means), after standardisation for age and
sex.

Alcohol consumption and perceived health status
Table 2 shows the results of the analysis of vari-
ance of alcohol consumption on perceived health
status.

When looking at main effects, most indicators of
perceived health status were, as expected. signifi-
cantly associated with age and sex. Three of the
health indicators, the number of acute complaints.
of psychosocial problems and the GHQ-score,
were significantly associated with alcohol
consumption.

In interaction with age, the alcohol consumption
was significantly associated with all indicators of
perceived health status. In interaction with sex. al-
cohol consumption was significantly associated
only with psychosocial problems.

Figure 1 gives a graphical representation of the re-
lationship between alcohol consumption and health
status within each age-sex group. The associations
between perceived health status and alcohol
consumption occurred particularly in the age
groups 25-44 and 45-64. There were hardly signifi-
cant differences in perceived health status in the
youngest and the oldest age-groups.

Table 2. Perceived health status by alcohol consumption. age and sex (ANOVA) (N=10.72¢)

Source of variance Df F-value’
Acute Chronic Psychosoc. GHQ-
compl. conditions problems score
Main effects
alcohol consumption 4 1.8 0.4 6.1 ** 3.4 %%
age 1 13.0 %* 503.7 ** 8.6 * 1.6
sex 1 T1.5** 9.5 ** 25.1 % 19.0
Interaction effects
alcohol consumption + age 4 6.9 ** 4.1 ** 5.1 %* 6.7 **
alcohol consumption + sex 4 0.9 1.5 5.2 88 1.4
age + sex 1 6.4 * 0.7 5.2* 1.1
Residual variance 17.1 1.5 4.2 16.1
df 10712 10712 10511 10234
* p<.05 ** p<.01
78
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Figure 1. Perceived health status and alcohol consumption according to age and sex
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Table 3. Perceived health status by type of abstinence (ex-drinker vs. life-long abstainer), age and sex (ANOVA) (N=2489).

| Source of variance Df

¢ Main effects

! type of abstinence 1
! age 1
sex |

Interaction

type of abstinence + age 1
i type of abstinence + sex 1
' age + sex 1

. Residual variance
df

F-value
Acute Chronic Psychosoc. GHQ-
compl. conditions problems score
39 * 0.3 37 1.0
28.7 ** 329.1 #* 1.4 10.0 **
10.4 ** 4.3% 0.7 0.3
0.8 2.0 2.0 0.1
0.3 0.1 1.0 1.0
0.8 29 0.6 0.1
235 2.1 5.0 1.8
2482 2482 2413 2341

* p<.05 ** p<.01

The general pattern is as follows. In the age/sex
groups of 25-44 years and of 45-64 years the asso-
ciation between alcohol consumption and per-
ceived health status was significant in all cases but
two. In these age-groups. and especially in the
male population, minimal. mild and moderate drin-
kers reported the best perceived health. Abstainers
in general reported most health problems. This
again was especially the case in the male popula-
tion. In the female population this was only the
case for the 45-64 age-group. In the age group be-
tween 25 and 44 excessive drinkers in general re-
ported most health problems: the number of com-
plaints, of psychosocial problems and the
GHQ-score are dramatically high here.

question 1: tvpe of abstinence and perceived health
status

One possible explanation for differences in health
status between abstainers and alcohol consumers is
the relatively bad health status of former drinkers
as compared to life-long abstainers.

In an analysis of variance (Table 3) the relations
between type of abstinence, age, sex and perceived
health status were examined. The importance of
type of abstinence was relatively low compared to
the importance of age.

The main effect of type of abstinence was signifi-
cant (p<.05) only for the number of acute com-
plaints: ex-drinkers reported more complaints then
life-long abstainers.

These results are illustrated by means of the age
and sex adjusted scores for perceived health status
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for both ex-drinkers and life-long abstainers (Table
4).

The ex-drinkers reported a lower health status
compared with life-long abstainers. However. after
correction for age. sex and their interaction most
differences were not significant. The difference in
acute complaints was the only exception (p=.048).

question 2: Alcohol consumption. other lifestyvle
habits. socio-economic status and perceived lealth
status .

Other lifestyle habits and socio-economic  status

" possibly contribute to differences in health status

between abstainers and alcohol consumers. There-
fore, the abstainers and alcohol consumers were
compared for lifestyle habits and socio-economic
status, after standardisation for age and sex.

A higher percentage of abstainers had scores that
point to moderate or serious overweight according
to the Body mass index (7.9% vs. 5.1%). They also
reported less exercise in an active way (25.4% vs.

Table 4. Perceived health by type of abstinence. corrected for
age and sex. P-values are computed. corrected for age. sex and
their interaction (ANOVA). '

! Abstinence ex-drinkers life-long  p-value
E abstainers .
i N=1027 N=1462 i
; Acute complaints 5.04 4.48 L048*

‘ Chronic conditions 1.46 1.34 ST

i Psychosocial problems  1.58 1.37 0s3

| GHQ-score 2.54 2.12 330
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36.7%). However, abstainers less often reported to
smoke (33.5% vs. 42.6%), compared with alcohol
consumers. Thus. according to those indicators. ab-
stainers did not show an unambiguous lifestyle
with regard to health risks.

There were also differences in educational and
professional status, other potential confounders of
a relation between alcohol consumption and health
status. Abstainers more often had a lower educa-
tional level, consisting of primary school or a
lower vocational school (69.9% vs. 51.9%). Their
professional status was also lower, referring to the
values 0 to 49 on the prestige scale from Ultee and
Sixma (74.6% vs 61.3%). These findings point to a
relative low socio-economic status of abstainers,
which may contribute to the differences in per-
ceived health between abstainers and alcohol con-
sumers.

The relative importance of these indicators of life-
style and socio-economic status for health status
was established by a regression analysis (Table 5).

As expected. the feminine sex was associated with
a lower perceived health status. A higher age was
associated with a lower health status only in the
case of acute complaints and chronic conditions.
Lifestyle habits were also often associated with
health status. Alcohol consumption was signifi-
cantly associated with perceived health status. ex-
cept for the score on psychosocial problems: alco-
hol consumption was related to a better health
status. Smoking and overweight were significantly
associated with 3 resp. 2 indicators of perceived
health status; both characteristics pointed to a rela-

Table 5. Health status by age. sex. lifestyle habits and socio-economic status.

coefficients (beta) (p-value * < .01, ** < 05)

tively low health status. Exercise was significantly
associated with all indicators of perceived health
status and was associated with a better health. Con-
cerning the socio-economic status indicators. a
higher education was associated with a relatively
high number of chronic conditions and of psycho-
social problems.

Discussion

We analysed differences in health status between
abstainers and alcohol consumers.

The results of our analysis showed a relation be-
tween alcohol consumption and perceived health
status especially in the age-categories of 25-44 and
45-64 years old. In these age-categories abstainers
and. to a lesser extent, the excessive drinkers re-
ported a lower health status. However. for women
in the age-group of 45-64 years an inverse relation
between alcohol consumption and perceived mor-
bidity was found.

Thus. in general abstainers clearly reported the
lowest health status. Therefore as in previous re-
search. there were indications for the existence of a
non-linear. U-shaped. association between alcohol
consumption and health status.

Until now. support for a U-shaped relation be-
tween alcohol consumption and health has espe-
cially been found with respect to cardiovascular
diseases™. In our analysis the perceived health
status was object of study. Our results correspond
to some degree with those found by Drenthen et
al’. They also found that for most indicators. the
perceived health status of moderate drinkers is bet-
ter than the health status of abstainers and ex-

Multiple regression-analysis. in standardised regression

' acute chronic psychosocial GHQ-score

! complaints conditions roblems

l p p

| Age .0.059 * 0.309 * -0.006 0.011
Gender (m/w) 0.181 * 0.073 * 0.077 * 0.093 *
Alcohol (no/yes) -0.032 * -0.063 * -0.016 -0.049 *
Smoking (no/yes) 0.077 * 0.000 0.091 * 0.077 *
Overweight 0.045 * 0.045 * 0.005 0.013
Exercise (no/yes) -0.047 * -0.038 * -0.035 * -0.027 **

.

Education 0.011 0.027 * 0.067 * -0.015
Professional status -0.015 -0.018 -0.004 0.007
R’ 0.05 0.14 0.02 0.02
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cessive drinkers. Similarly, they found hardly any
relationship in the younger age group. Persons of
65 and older were not included in their research,

In contrast to most findings in previous research,
in which the health status of excessive drinkers
was worst, in this study in general the health status
of abstainers was worst. This again is similar to the
results found by Drenthen et al’, Perhaps excessive
drinkers with a very poor health were not included
in this research because of a selectively high non-
response in this group's. The problem of bias due
to selective non-response increases in importance
when non-response rates are high. However, com-
pared to most surveys in general populations, the
response rate in this survey was, relatively high
(nearly 77%). Moreover. a study of Lemmens led
to the conclusion that the effect of non-response on
estimates of alcohol consumption is small'®,

Abstainers are used as the comparison group in
many studies, but their position remains unclear.
Differences in health status between abstainers and
alcohol consumers may be the result of differences
in health status between former drinkers and life-
long abstainers. These differences may also be the
result of factors such as other lifestyle habits and
the socio-economic status. Both possibilities were
examined in this study.

First, a distinction was made between ex-drinkers
and life-long abstainers. The differences in per-
ceived health. status between both groups were
hardly significant. The possibility that the ill health
of the ex-drinkers contributes to the relatively low
perceived health status of abstainers cannot be con-
firmed. Recently Jackson et al® came to a similar
conclusion in an investigation into the relationship
between alcohol consumption and risk of coronary
heart disease: former drinkers had a lower risk of
myocardial infarction than never-drinkers, but a
similar risk of fatal coronary heart disease. Perhaps
in line with this result is our finding that ex-drin-
kers did not report a high former alcohol consump-
tion level. On the contrary, they reported a rather
low consumption level, but this may also reflect
the fact that they decreased their drinking grad-
ually.

In a second attempt to clarify the position of the
abstainers, other lifestyle habits and socio-econ-
omic status were included in the analysis. The con-
sumption of alcohol in general remained positively
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associated with perceived health status. Thus, the
supposition concerning the fade-out of health dif-
ferences between abstainers and alcohol consu-
mers, after controlling for other lifestyle habits and
socio-economic status: is not confirmed either.

In this study we looked at the self-reported per-
ceived health status. The result that abstainers, and
to a somewhat lesser degree. excessive drinkers
perceive their health as being worse compared to
moderate drinkers; could not be explained by our
suggestion, pointing in the direction of an artefact.
Therefore the question arises what mechanisms can
explain these results. Possibly a greater health con-
sciousness contributes to the relatively low per-
ceived health status of abstainers. A great health
consciousness can lead to an early signalling of de-
fects and a following low perceived health status'”.
Drenthen et al® found some evidence for this possi-
bility: abstainers turned out to pay more attention
at health information and hive a hogher score on
preventive behaviour. Since excessive drinkers re-
port a lower health status as well. Drenthen et al®
suggest that both abstainers and excessive drinkers
may be characterised by psychological instability:
other factors determine whether this results in ab-
staining or in excessive drinking.

This study is based on the so-called frequency —
quantity index. based on a few recall questions in a
health interview. Several factors may be threats to
the validity of these self-reported alcohol
consumption data. Besides the problem of selective
non-response. already mentioned, there is the prob-
lem of underestimation of alcohol consumption by
surveys as a consequence of several factors. of
which memory effects is one of the main error
sources. Besides unconscious underreporting. re-
spondents may deliberately underreport their alco-
hol consumption because they experience ques-
tions on alcohol as threatening. An important
question here is whether underestimation is uni-
form across all consumption levels. A study of
Lemmens indicated that the relationship between
the consumption level and underreporting is li-
near'®. Therefore we assume that our index does
not to a large degree misclassify the respondents.

Lemmens also found some indications sugges-
ting that heavy drinkers do not particularly under-
report their consumption.

An important restriction of this study lies in the
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cross-sectional character of the analysed data. In
this way only a restricted insight can be obtained in
the dynamics of alcohol consumption and health
status. A more thorough study of these dynamics,
especially focused on the change from drinking to-
wards non-drinking behaviour, will help to under-
stand the position of abstainers. It is a fact that, in a
cross-sectional design, the reporting of more health
problems in life-long abstainers cannot be inter-
preted as alcohol being health-protective. A rela-
tively bad reported health in life-long abstainers
may for example reflect the presence of chronic
conditions present early in life which may condi-
tion drinking habits.

Further research is needed to clarify the position
of the health status of abstainers, in comparison
with minimal to moderate drinkers.
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VALIDITY OF DIAGNOSES OF CHRONIC DISEASES
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THE APPLICATION OF DIAGNOSTIC CRITERIA
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Abstract—Certainty of a diagnosis is not only important for the patient but also for
morbidity studies. In the absence of a gold standard, agreement with diagnostic criteria
is often the best approach in measuring the certainty of a diagnosis. The agreement'with
diagnostic criteria has been studied for 5 chronic diseases (hypertension, chronic
ischemic heart disease, diabetes mellitus, chronic nonspecific lung disease and osteoar-
thritis) in 7 general practices with a total practice population of 23,534 persons.
Agreement with diagnostic criteria is operationalized into 3 categories. For each chronic
disease a diagnostic quality measure per general practitioner is computed. Retrospective
data have been collected in the practices on 2295 diseases in 1989 patients. Two-thirds
of the diagnoses were made in general practice. The agreement with the diagnostic
criteria for the cases diagnosed in general practice is high, ranging from 96% true
positive cases in diabetes mellitus to 58% in chronic nonspecific lung disease. The
highest rate of false positive cases is 4%. On the level of general practitioners diagnostic
qualities vary from 62 to 96% true positive cases for the different diseases. The variation
in diagnostic quality between general practitioners is substantial. The prevalence rates
for the S chronic diseases are lower after adjustment by only including true positive
cases. Diagnoses of the 5 chronic diseases recorded in general practice are generally valid
with low numbers of false positive cases.

General practice Chronic diseases Diagnostic criteria Diagnostic proce-
dures Validity of diagnoses Prevalence

INTRODUCTION

The management of chronic diseases is con-

sidered to be the “very stuff of general practice” -

[1]. The diagnostic process and long-term care
are two major clinical aspects of managing
chronic diseases in general practice.

An increasing number of publications deals
with various aspects of the long-term care of

*All correspondence should be addressed to: F. G.
Schellevis, Department of General Practice and Nursing
Home Medicine, v.d. Boechorststraat 7, 1081 BT Am-
sterdam, The Netherlands.
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patients with chronic diseases: the organization
of care and the management of chronic diseases
[2], standards in view of the quality of care 3],
and compliance with therapy and follow-up
controls [4]. Much less attention has been given
to the process of diagnosing a chronic disease in
general practice. Yet the diagnosis of a chronic
disease is of great importance: it labels the
patient, often for his lifetime, and often has
implications for daily life. Those suffering from
a chronic disease are at risk of complex or
serious illness, and of potentially harmful medi-
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cal interventions. Therefore, the certainty of the
diagnosis of a chronic disease is of crucial
importance: false-positive and false-negative di-
agnoses may have unacceptable consequences
for the patient.

Apart from the importance of accurate
diagnoses for  the patient, certainty of
the diagnosis is important for epidemiological
research. This is especially the case in
countries like the U.K. and The Netherlands
where all non-institutionalized persons are
registered in a general practice, which
allows a valid estimation of the epidemiological
denominator.  Estimations of morbidity
rates often rest upon population surveys
with self-report about diseases. In measuring
the concurrent validity of these data a
comparison is often made with morbidity
data from medical sources on the assump-
tion that the latter data have a higher validity
[5-71.

The aim of this study was to establish the
validity of the diagnoses of chronic diseases on
medical records in general practice.

Unfortunately, there is no absolute
certainty or “gold standard” for diagnoses,
except for some areas where diagnostic
criteria are linked to underlying pathologic
confirmation. Therefore, agreement with a

set of diagnostic criteria is usually the
best approach. Diagnostic criteria, often
determined by international expert fora,

reflect the actual common consensus on the

nature and outcome of diagnostic procedures:

determining the diagnosis. The International
Classification of Health Problems in Primary
Care [8] lists diagnostic criteria to be used in
general practice.

The application of such criteria in diagnosing
chronic diseases in general practice has not been
widely studied. A pilot study performed in
Maastricht (The Netherlands) to evaluate the
feasibility of application of criteria in daily work
in general practice provided encouraging results
[9].

We have compared information on applied
diagnostic procedures by general practitioners
in diagnosing patients with hypertension,
chronic ischemic heart disease, diabetes
mellitus,. chronic nonspecific lung disease, and
osteoarthritis of hip and/or knee with the diag-
nostic criteria of the ICHPPC-2. We also de-
scribe the effects of only including true positive
cases on the prevalence rates of these chronic
~ diseases.

F. G. SCHELLEVIS et al.

METHODS

Practices and population

From 103 practices that took part in the
“Dutch National survey of morbidity and inter-
ventions in general practice” [10] (a non-pro-
portional stratified random sample of all general
practitioners in The Netherlands) 8 practices
were selected and invited to participate in a
follow-up project on chronic diseases. The selec-
tion was based on the period of participation in
the national survey (third and fourth trimester
of the 1-year period of data collection) and the
location of the practice (south-east part of the
country). The reason for selecting this part of
the country was that from this region the De-
partment of General Practice of Nijmegen re-
cruits practices for educational and research
purposes. One practice (3 general practitioners
(GP)) refused participation for reasons of the
expected high workload. Two of the 7 partici-

" pating practices are single-handed, 4 have 2 GPs

and 1 is a group practice with 5 GPs. In 1988,
56% of the Dutch GPs worked in single handed
practices, 30% in- duo-practices and 14% in
group practices or health centers. Three of the
participating practices are involved in voca-
tional general practice training, the others have
no special relationship with a university depart-
ment of general practice.

In each practice an age/sex register was com- .
piled with the help of trained students. On 1
January 1988 the 7 practices covered 23,534
people. Table 1 lists some population character-
istics for these practices compared with the total
population of The Netherlands.

Information on the distribution in the popu-
lation of the practices of risk factors for chronic
diseases, like body weight, blood pressure,
cholesterol, nutrition and smoking habits, is not
available. '

Identification of cases

In each practice the GPs were asked to ident-
ify from the practice list all patients with any of
the following diseases:

—hypertension

—chronic ischemic heart disease (angina pec-
toris, previous myocardial infarction, coron-
ary sclerosis) (CIHD)

—diabetes mellitus

—chronic nonspecific lung disease (asthma,
chronic bronchitis, emphysema) (CNSLD)

—osteoarthritis of hip and/or knee.

Criteria for identification were: the patient was
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currently known by the GP or by notation on
the patient’s record as having any of the chronic
diseases mentioned and the diagnosis was made
before 1 January 1988. Identification of patients
was a two-step process.

Firstly, identification was made on the oc-
casion of an encounter, a repeat prescription
or other administrative reason for one of
the chronic diseases during the first 3 months of
the study, resulting in 1073 patients. In the
second step the GP reviewed systematically the
patient records of all patients on the practice list
who had not had contact with the practice
during the previous 3 months. Another 916
patients were identified in this way, resulting in
a total number of 1989 patients with 2295
diseases. These figures imply the presence of
more than one of the chronic diseases in 1 out
of 6 patients. At the time of the identification of
patients the GPs were not aware of the aim of
the study, nor had they discussed the diagnostic
criteria.
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Information on diagnostic procedures

In a questionnaire for each patient and each
disease the GPs were asked to supply: the
diagnostic procedures used, the date of diagno-
sis, and the diagnosing physician (GP or special-
ist). They were asked to consult all available
sources of information such as patients’ records
and archives. In answering the questions the
GPs were instructed that any “Yes” had to be
based on written information on patient history,
physical examination or diagnostic tests. Any
available information was considered relevant
for this study as the diseases involved are
chronic and lasting. In collecting these retro-
spective data we set no limitation in time.

The questions regarding the diagnostic pro-
cedures were derived from the ICHPPC-2 diag-
nostic criteria as is shown in Table 2.

Validity measure
A measure of validity for each chronic disease
was determined by comparing the reported pro-

Table 1. Characteristics of the populations of the 7 study practices (N =23, 534)
compared to the population of The Netherlands (N = 14,714, 948) on 1| January 1988;
percentages

Study practices

The Netherlands

Age
0-4
5-14
15-24
25-44
45-64
=65

Sex
Male
Female

Health care insurance (income-related)
Health Care Fund members
Privately insured or

not insured persons

Country of birth
The Netherlands
Turkey/Morocco
Other Western countries
Other non-Western countries

Highest educational level (only persons > 18: 72.4%)

No education/primary school
Secondary school
University

Socioeconomic class (profession) (missing data: 25.6%)

Brain work: high/middle
Brain work: low class
Farmers/independent business
Hand work: high/middle
Hand work: low class

5.4 6.1
12.9 12.4
17.3 16.8
35.8 319
19.3 204

9.3 12.5
48.8 49.4
51.2 50.6
68.6 61.0
314 39.0
97.1 96.0

0.3 2.0

0.9 1.2

1.7 0.8
26.2 20.9
61.9 62.8
11.9 16.3
23.8 26.1
209 ! 244

8.3 5.7
23.9 21.5
23.2 22.3
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Table 2. ICHPPC-2 Diagnostic criteria and- corresponding questions per
disease

ICHPPC-2 diagnostic criteria

Questions

Hypertension
e Blood pressure at two readings
>160/95 mmHg

Chronic ischemic heart disease

e Old myocardial infarction
history, ECG or X-ray
evidence

o Chest pain compatible with
angina pectoris

e ECG evidence of myocardial
ischemia or ventricular aneurysm

e X-ray evidence of narrowed
coronary arteries or ventricular
aneurysm

Diabetes mellitus .

e Blood glucose level:
—fasting > 8.0 mmol/l
—not fasting > 11.0 mmol/l

o Classic symptoms

CNSLD |Asthma

e Variable obstruction at
pulmonary function test

o Wheeze, dry cough, prolonged
expiratory phase

CNSLD |Chronic bronchitis

o History of cough with
purulent sputum

o Scattered rales or ronchi on
auscultation

CNSLD |Emphysema

e X-ray evidence

o Obstruction at pulmonary
function test

e Dyspnea

o Shape of chest with reduced
breath sounds

Osteoarthritis hip [knee

o X-ray evidence

e Joint disorder with
—irregular swelling
—<crepitation
—stiffness/limited movement
—normal laboratory tests
—age

e Date encounters?
o Blood pressure (mmHg)?

o Diagnosis based on
—history (Y/N)?
—ECG (Y/N)?

@ Blood glucose level
(mmol/1)?

o Condition at the .time
of taking the sample
(fasting, 2 hr after meal,
glucose tolerance test,
arbitrary occasion)?

e Diagnosis based on
—history (Y/N)? ,
—physical examination

(Y/N)?
—pulmonary function

test (Y/N)?
—X-ray (Y/N)?

e See Asthma

o See Asthma

o Diagnosis based on
—history (Y/N)?
—physical examination

(Y/N)?
—Ilaboratory test

(Y/N)?
—X-ray (Y/N)?

cedures with the diagnostic criteria. Agreement
with the diagnostic criteria is categorized
(Table 3):
(a) full agreement (true positive)
(b) partial agreement
(c) no agreement (false positive).

This measure of validity was used for
analysis on case level. If no data on the

diagnostic criteria were available, the case
was designated as “missing”. The ICHPPC-2
diagnostic criteria for diabetes mellitus and
hypertension list cut-off points of numeric
values. For the other diseases the criteria
are of a descriptive nature, allowing only
a qualitative judgment of the diagnostic
validity.
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Table 3. Categories of agreement with the diagnostic criteria

Full agreement

Partial agreement

Hypertension
o DBP > 95 mmHg at
two encounters

Chronic ischemic heart disease
e Diagnosis based on ECG

Diabetes mellitus

e Blood glucose level:
—fasting: >8.0 mmol/l or
—not fasting: >11.0 mmol/l

CNSLD

o Diagnosis based on
pulmonary function test
or X-ray

Osteoarthritis hip [knee
o Diagnosis based on
laboratory test or X-ray

#» DBP > 95 mmHg at one
encounter

e Diagnosis based only on
history

Not categorized

e Diagnosis based only on
history and physical
examination

e Diagnosis based only on
history and physical
examination

GP’s diagnostic quality

Data on diagnostic procedures performed in

diagnosing chronic diseases in patients of any
one GP have to be considered interdependently:
the diagnostic process is likely to be a physician
characteristic rather than a patient character-
istic. Consequently, the validity measures for
the different chronic diseases are aggregated on
the GP level [11]. A diagnostic quality measure
was computed by dividing the number of true
positive cases by the total number of identified
cases per GP, expressed in percentages. The
influence of characteristics of GP (gender) and
practice (practice type, distance between prac-
tice office and nearest hospital, and urbaniz-
ation level of the community in which the
practice is located) on this diagnostic quality
measure is analyzed by means of subgroup
analysis, comparing means in subgroups by
univariate analysis and by calculating the stat-
istical significance with 2-tailed probability at
the 5% level.

Prevalence

The prevalences reflect point-prevalences: the
number of disease cases per 1000 in the popu-
lation on 1 January 1988. As the information on
morbidity was derived from general practice
records, the time period for measuring preva-
lence for each patient was potentially lifelong.
The mean duration of the diseases on 1 January
1988 varied from 4 to 9 years.

The prevalences of the chronic diseases are
based on the diseases of the identified patients

(“unadjusted” prevalence). Adjustment was car-
ried out by only taking into account true posi-
tive cases.

RESULTS

The cooperation of the GPs was satisfying,
considering the intensive search for data in
archives and patient files that had to be made.
No data about the applied criteria could be
traced in 17% of the diagnoses. In 5% of the
diagnoses it is unknown whether it was made by
a GP or by a specialist.

Validity of diagnoses
Table 4 shows the agreement of the applied
procedures with the ICHPPC-2 diagnostic cri-

Table 4. Agreement of the diagnostic procedures performed
with the diagnostic criteria (in percentages) of the cases for
each disease—for the cases diagnosed by the GP

Agreement
No. of Missing
cases Full Part No data
(abs) (%) (%) (%) (abs)
Hypertension (719) 851 126 23 (75)
Chronic ischemic
heart disease (194) 679 299 22 (10)
Diabetes mellitus  (172) 961 — 39 (44)
Chronic non-
specific lung .
disease (292) 576 424 0.0 (35)
Osteoarthritis
hip/knee (68) 806 194 0.0 (6)

37




(ROSS

"0
&
2

Ce,

=4

(4

$‘JEN7'/O
¥Ry %7
%éo"’v »P -
TyyaW®

Ng,,
()
%

)
3
&

DEMAND FOR CARE

466

Table 5. Mean diagnostic quality (percentage of true posi-
tive cases) of the participating GPs (n = 15) per chronic
disease. Percentages and 95% confidence intervals

No. of True
patients  positive
‘ (abs) (%) 95% CI

Hypertension (644) 85.5 81.0-90.1
Chronic ischemic
heart disease (184) 76.3 58.4-94.3
Diabetes mellitus (128) 97.6 95.6-99.6
Chronic non-specific
lung disease (257) 62.5 44.3-80.7
Osteoarthritis of
hip/knee (62) 84.0 71.1-96.8

teria for all cases diagnosed by GPs (63% of all
diagnoses). The agreement is high in cases of
diabetes mellitus (96% true positive cases), hy-
pertension (85%) and osteoarthritis (81% true
positive). Partial agreement is a substantial cat-
egory in CIHD and CNSLD. The category
“no-agreement with the diagnostic criteria” (the
false positive cases) is highest in diabetes melli-
tus (4%).

In patients whose diagnosis was made by a
specialist (results no shown) data is often miss-
ing, especially in hypertension and diabetes mel-
litus. The specialists’ diagnoses in patients with
CIHD and CNSLD are more in agreement with
the ICHPPC-2 criteria than cases diagnosed by
GPs (85 vs 68% and 81 vs 58% respectively). In
diabetes mellitus diagnosed by specialists the
agreement is lower (82 vs 96% in GPs’ diag-
noses).

Diagnostic quality

In Table 5 the diagnostic quality measures of
the participating GPs are summarized. The GPs
diagnosed hypertension, diabetes mellitus, is-
chemic heart disease and osteoarthritis in more
than 70% of the cases in full agreement with the
criteria; in chronic lung disease the diagnostic
quality is lower. The relatively small confidence
intervals in diabetes mellitus and hypertension
indicate little variation between the GPs.

Further analysis of the diagnostic quality
measure in subgroups defined by GP and prac-
tice characteristics shows significant differences
(» <0.05) only on the variables ‘single-handed
and duo practice’ vs ‘group practice’ (GPs from
the group practice scored lower in CIHD and
CNSLD) and urbanization level of the commu-
nity served (GPs in suburbanized communities

F. G. SCHELLEVIS et al.

scored lower for CIHD and CNSLD). There .
was no correlation between the diagnostic qual-
ity ratios for the different diseases for the indi-
vidual GP (data not shown).

Prevalence

Table 6 summarizes the prevalence of the
chronic diseases, regardless of whether the diag-
nosis was made in general practice or by a
specialist, in relation to agreement with the
diagnostic criteria. The prevalence rates are
computed for two age-groups: <65 and >65
years old. Adjustment by only including true
positive cases lowers the prevalence of all
chronic diseases.

DISCUSSION
Validity

Diagnoses of chronic diseases made by GPs
agree very well with the diagnostic criteria of the
ICHPPC-2-Defined. The highest rate of false
positive cases is 4% (diabetes mellitus).

In the case of diabetes mellitus, it should be
taken into account that the widely used diagnos-
tic criteria changed in 1980 to more stringent
ones [12]. In this study 4 out of the 14 false
positive cases of diabetes mellitus were diag-
nosed before 1980.

The number of cases with CIHD and CNSLD
diagnosed on the basis of history and physical
examination (“‘partial agreement”) is relatively
high. This reflects the common diagnostic pro-
cedures in general practice in The Netherlands
where electrocardiographic . and spirometric
examinations are not available in general prac-
tice. Apparently GPs consider the patient’s his-
tory, and signs and symptoms at physical
examination, to be a sufficient basis for diagnos-
ing these cardiac and respiratory diseases.

For many patients osteoarthritis is a silent
disease: only patients with complaints or symp-
toms consult a GP, and the GP will only report
on these cases. Consequently, in this study
probably only osteoarthritis patients with com-
plaints were included as being ‘“at risk” for
undergoing X-ray examination. This is reflected
in the high percentage of true positive cases of
osteoarthritis.

The number of missing data is acceptable,
considering the retrospective nature of the col-
lected data. Moreover, for the diagnoses made
by medical specialists, it should be kept in mind

38




DEMAND FOR CARE

Diagnostic Validity of Chronic Diseases

that patients in The Netherlands will only
come under the care of a specialist upon referral
by a GP. The medical specialist usually reports
his diagnosis to the GP, but does not always
include the criteria upon which the diagnosis is
based.

Routine general practice care does not necess-
arily imply detailed documentation of per-
formed diagnostic procedures. As this study is
based on recorded evidence the level of agree-
ment with diagnostic criteria is an underestima-
tion of validity. The “partial agreement”
category, for example, probably includes a num-
ber of true positive cases. This could be verified
by performing additional diagnostic procedures.

Moreover, we have no information on false .

negative cases.

We suggest that agreement with international
standard diagnostic criteria for general practice
is the best way to assess the validity of the
diagnosis. The diagnostic criteria of the ICH-
PPC-2-Defined seem to be useful in assessing
the quality of diagnoses, although difficult to
use in qualitative retrospective data. Opera-
tionalization of these criteria for use in research
needs further elaboration.
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Diagnostic quality

The diagnostic quality per chronic disease
varies substantially between the GPs. When the
results on validity are aggregated from the
patient level to the level of the GP the mean
percentages do not change very much. The
confidence intervals, however, are larger be-
cause of the sample size (15 GPs). This is
especially the case for CIHD and CNSLD,
which is possibly explained by differences be-
tween GPs in the use of clinical diagnostic
facilities (electrocardiography and spirometry).

We find no support in our data for the
assumption that there is a general diagnostic
ability of GPs reflected in a correlation between
the quality ratios for different diseases, but the
number of GPs in our study is too small for
definitive conclusions.

Prevalence

Substantial differences in prevalences are
found by adjustment for true positive cases
only, mainly due to the number of missing cases
left out. The age-specific adjusted prevalence
rates of the chronic diseases are lower in this

Table 6. Point-prevalence and 95% confidence intervals unadjusted

and adjusted (true positive cases only) in people < 65 years

(N'=21,349) and >65 years (N = 2185) for 5 chronic diseases in
the study practices per 1000 patients

<65 years

Unadj. 95% CI  Adj. 95% CI
Hypertension 24.7 22.6-26.8 18.5 16.6-20.3
Chronic ischemic
heart disease 10.9 9.5-12.3 75 64-8.7
Diabetes mellitus 7.3 6.1-8.4 43 34-5.1
Chronic non-specific
lung disease 19.9 18.0-21.0 122 10.8-13.7
Osteoarthritis
hip/knee 2.2 1.5-2.8 1.7 1122

=65 years

Unadj. 95% ClI  Adj. 95% CI
Hypertension 1432 129.0-158.0 89.7 78.1-102.0
Chronic ischemic
heart disease 100.2 87.6-113.0 75.1 64.4-86.9
Diabetes mellitus 60.9 51.2-71.7  33.0 25.8-413
Chronic non-specific
lung disease 65.4 55.5-76.6  43.5 353-52.9
Osteoarthritis
hip/knee 38.0 30.3-46.8 29.3 22.6-37.3
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study than those in other morbidity surveys in
general practice in The Netherlands [13, 14]. On
the patient level our sample can be considered
representative for the entire population of The
Netherlands. On the level of practices the sample
is too small to allow generalization.

For chronic lung disease the differences in
prevalence in morbidity surveys reflect the differ-
ences in definition between The Netherlands and
the U.K. [15, 16]. '

Osteoarthritis of hip and/or knee is probably

the most underreported chronic disease in this .

study, because only patients with complaints are

seen. Comparison with other morbidity data is

difficult as generally all cases of osteoarthritis are
reported without specifying the affected joints.

These discrepancies can be explained by differ-
ences between GPs in registration discipline [17],
differences in case-finding, differences in apply-
ing diagnostic criteria or by real morbidity
differences between populations. We have no
information about applied diagnostic criteria in
these large surveys. We have no reason to sup-
pose that the population of our study practices
differs that much from other populations, that
the studied diseases really occur less frequently.

CONCLUSIONS

Diagnoses of the 5 chronic diseases recorded
in general practice are generally valid with low
numbers of false positive cases. The diagnosing
physician as a source of variability in the validity
of diagnoses should not be ignored. The validity
of morbidity data originating from population
surveys can well be measured by comparison
with GPs’ records.
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Abstract—With the increasing number of elderly people in The Netherlands the
prevalence of chronic diseases will rise in the next decades. It is recognized in general
practice that many older patients suffer from more than one chronic disease (comorbid-
ity). The aim of this study is to describe the extent of comorbidity for the following
diseases: hypertension, chronic ischemic heart disease, diabetes mellitus, chronic nonspe-
cific lung disease, osteoarthritis. In a general practice population of 23,534 persons, 1989
patients have been identified with one or more chronic diseases. Only diseases in
agreement with diagnostic criteria were included. In persons of 65 and older 23% suffer
from one or more of the chronic diseases under study. Within this group 15% suffer
from more than one of the chronic diseases. Osteoarthritis and diabetes mellitus are the
diseases with the highest rate of comorbidity. Comorbidity restricts the external validity
of results from single-disease intervention studies and complicates the organization of
care.

Comorbidity Chronic diseases General practice Prevalence

INTRODUCTION will increase in The Netherlands. As a conse-
quence, the prevalence of chronic diseases will
rise.

These changes in morbidity pattern will influ-
ence the daily work in general practice. Stan-
dards and guidelines for proper diagnosis,
treatment and management of chronic diseases
are crucial for maintaining the quality of care.
Intervention studies provide an essential basis
for adequate treatment and prevention. Most of
such studies analyze the effects of intervention
on a single disease. General practitioners (GPs),
however, recognize that their patients often
suffer from more than one chronic disease. As
a generalist the GP, alone or in cooperation
with the specialist, deals with all diseases of a
patient. As the natural course and the thera-
*All correspondence should be addressed to: F.G. peutic interventions of one disease will influence

Schellevis, Department of General Practice and Nursing e . .
Home Medicine, v.d. Boechorststraat 7, 1081 BT Am- the co-existing second (or even third) disease [8],

sterdam, The Netherlands. comorbidity diminishes the practical value of

The morbidity pattern in general practice is
well-documented, particularly in The Nether-
lands and in the U.X., where the fixed practice
population allows for population-based descrip-
tion {1-4].

General practice covers its own clinical spec-
trum as has been demonstrated previously [5].
Chronic diseases are an important feature of
this clinical specirum: hypertension, chronic is-
chemic heart disease, diabetes mellitus, chronic
nonspecific lung disease, and osteoarthritis all
have a prevalence above 10 per 1000 and are
mostly managed in general practice [3, 4, 6, 7].
In the near future the number of elderly people
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single-disease standards for treatment and

management, derived from single-disease
trials. We found no publications on the

frequency of comorbidity in general practice -

populations. The aim of this study is to
describe the extent of comorbidity of
chronic diseases in general practice in The
Netherlands: how many of the patients are
under care for more than one of the following,
most common, chronic diseases: hypertension,
chronic ischemic heart disease, diabetes melli-
tus, chronic nonspecific lung disease, and osteo-
arthritis?

The findings indicate the prevalence of these

problems and thus contribute to our insight in
disease clustering [9].

METHODS

This study is part of a larger research on the
prevalence of chronic diseases in general prac-
tice, and of the effects of systematic surveillance
on the quality of care.

General practices and population

Seven general practices (15 GPs) participated
in the study. The practices covered 23,534
persons at the start of the data collection
(1 January 1988). An age/sex register of
the practices was completed with the help of
trained students. The number of persons of
65 years and over is 3% less than in the
entire country (9.3 vs 12.5%—Table 1). For
that reason all results are presented for
two subpopulations: that of persons below
65 and that of persons of 65 and over. In
other characteristics the practice population
differs only marginally from the entire popu-
lation [10].

Table 1. Age and sex distribution of the
population of the general practices studied
(N = 23,534) compared to the population of
The Netherlands (N = 14,714,948) 1 January

1988
Practice
population  The Netherlands

(%) (%)

04 54 - 6.1

5-14 12.9 124

15-24 17.3 16.8
25-44 35.8 319
45-64 19.3 20.4
=65 9.3 12.5
Male 48.8 49.4
Female 51.2: 50.6

F. G. SCHELLEVIS et al.

Case identification

The participating GPs identified all patients
known to them with the following diseases:
—hypertension
—diabetes mellitus
—<hronic ischemic heart disease (CIHD) (an-

gina pectoris, previous myocardial infarction,

coronary sclerosis)
—chronic nonspecific lung disease (asthma,
chronic bronchitis, emphysema (CNSLD)
—osteoarthritis of hip and/or knee. ‘
Identification took place on'the occasion of a
consultation, a repeat prescription ¢r another

‘administrative reason for visiting the practice

during the first 3 months. Finally, the GP
reviewed systematically all patient records to
identify diseases of patients who were not seen.

This process of identification resulted in a
total number of 1989 patients with 2295 diseases
(cases). :

Application of diagnostic criteria '

The GP provided retrospective data of the
medical history from the patients’ records in
relation to the diagnostic procedures applied in
diagnosing the chronic disease, regardless of
whether the diagnosis was made in general
practice or by a medical specialist. These data
were compared with the inclusion criteria of the
International Classification of Health Problems
in Primary Care [10, 11]. Only the cases (dis-
eases) meeting these inclusion criteria were used
for analysis.

Analysis

Comorbidity of chronic diseases is defined as
the “point-prevalent concurrence” of the stud-
ied diseases known to the participating GPs.
Point-prevalence reflects the number of diseases
in the population at 1 January 1988. Comorbid-
ity was analyzed on patient level by means of the
multiple response technique in SPSS [12]. Co-
morbidity is expressed as the number of the
studied diseases per patient, the mean number
of diseases per patient in each disease category,
and the proportion of patients with at least one
of the other diseases. Due to the cross-sectional
measurement and the method of presentation,
patients with comorbidity appear in each of the
disease categories that apply to them and are
therefore counted more than once (e.g. a patient
with diabetes and with hypertension appears in
the hypertension group as well as in the diabetes
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Table 2. Point-prevalence in persons <65 (N =21,349) and >65 (N = 2185)
of 5 chronic diseases per 1000 persons in the general practices studied

<65 =65

Prevalence 95% CI Prevalence 95% CI
Hypertension 18.5 16.6-20.3 89.7 78.1-102.0
CIHD 7.5 6.4-8.7 75.1 64.4-86.9
Diabetes mellitus 4.3 34-5.1 33.0 - 25.8-41.3
CNSLD 12.2 10.8-13.7 43.5 35.3-52.9
Osteoarthritis 1.7 1.1-2.2 29.3 22.6-37.3

hip/knee

category). Proportions and means are presented
with the 95% confidence intervals (CI).

RESULTS

Our definition of comorbidity is strongly con-
nected with the prevalences of the studied dis-
eases. Table 2 lists the point-prevalences on 1
January 1988 of the diseases meeting the in-
clusion criteria. The prevalence of most diseases
is high in persons over 65. Hypertension is the
most frequent of the studied diseases. Table 3
shows the distribution of the number of the
diseases per patient. In the younger subgroup
there are few persons known to have one of the
studied diseases, and comorbidity occurs in only
0.3% of these persons. Of the persons over 65
years old, more than 75% are known not to
have one of the 5 chronic diseases, but of the
older patients who do have one of these dis-
eases, 16% has more than one chronic disease.
Tables 4(A) and (B) show the extent of comor-
bidity in patients with at least one disease for the
two age groups. In patients under 65 years old
patients with osteoarthritis have the highest rate
of comorbidity. The most frequent second dis-
ease in these patients is CNSLD (5 of 36
patients). In diabetics under 65 (N = 91) hyper-
tension is the most frequent second disease
(15%). In patients of 65 years and older the
highest frequency of comorbidity is found in
patients with diabetes mellitus. The most fre-
quent second chronic disease in diabetics over

Table 3. Number of studied chronic diseases per
person in the population of the general practices

studied

<65 265
Number of (N = 21,349) (N =2185)
chronic diseases (%) (%)
None 95.9 76.9
One 3.8 19.5
Two 0.3 3.2
Three <0.1 0.3
Four — <0.1

65 is CIHD (22%), followed by hypertension
(19%). High rates of comorbidity are also found
in patients with osteoarthritis (mostly hyperten-
sion and CNSLD) and CIHD (mostly hyperten-
sion).

DISCUSSION

Prevalence of chronic diseases

This study is based on data obtained from
medical records. Generally this leads to an
underestimation of the number of cases in the
papulation. Moreover, only cases in agreement
with diagnostic criteria were included. the
prevalence of hypertension, chronic ischemic
heart disease, diabetes mellitus, and chronic
nonspecific lung disease is lower than in other
Diitch reports from general practice [3, 4]. Com-
pared with data from the U.K., the prevalence
of diabetes mellitus is higher, as has been re-
ported by others [13].

Chronic nonspecific lung disease has been
identified as an area of diagnostic. confusion.
Differences in opinion between physicians in the
U.K. and The Netherlands exist as to whether
asthma, chronic bronchitis and emphysema
have the same pathophysiological character-
istics, the so-called Dutch hypothesis, which is
heavily disputed [14,15]. As Dutch GPs are
familiar with the diagnostic label of chronic
nonspecific lung disease, this term is used in our
description of comorbidity.

Extent of comorbidity

Comorbidity is a quantitatively important
phenomenon in patients over 65 with a chronic
disease. Most people over 65 (77%) do not
suffer from any of the 5 most comrnon chronic
diseases, but within the affected group 16% is
known to suffer from at least one other of the
5 chronic diseases studied.

The occurrence by chance of two diseases in
one person can be estimated by multiplying the
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Table 4 (A). Extent of comorbidity per disease for patients <65, pre-

sented as number of chronic diseases

per patient group and as fraction of

patients with comorbidity per patient group

Number of

chronic diseases Fraction of

. per patient patients with

comorbidity

N Mean 95% CI % of N
Hypertension 394 1.1 1.07-1.13 9.6
CIHD 161 1.2 1.14-1.28 19.9
Diabetes mellitus 91 1.2 1.13-1.33 20.9
CNSLD 250 1.1 1.04-1.11 7.6
Osteoarthritis 36 1.3 1.12-1.43 27.8
hip/knee ’

CIHD = chronic ischemic heart disease; CNSLD = chronic nonspecific

lung disease.

Table 4 (B). Extent of comorbidity per disease for patients > 65, presented
as number of chronic diseases per patient group and as fraction of patients
with comorbidity per patient group

chronic diseases

Number of
Fraction of

per patient patients with
comorbidity
N Mean 95% CI % of N
Hypertension 196 1.3 1.18-1.32 21.9
CIHD 164 1.3 1.24-1.42 28.0
Diabetes mellitus 72 1.5 1.32-1.62 40.3
CNSLD 93 1.3 1.18-1.42 24.7 :
Osteoarthritis 64 1.4 1.22-1.50 328 ’
hip/knee
prevalences of the separate diseases. The ob- CONSEQUENCES

served comorbidity of the 5 diseases under study
is significantly higher. Having a chronic disease
apparently means being at higher risk to have a
second or even third disease.

By including only diagnoses meeting diagnos-
tic criteria and by disregarding false negative
diagnoses, we probably underestimate also the
extent of comorbidity. Moreover, these figures
are related only to the 5 chronic conditions
under study. The rate of comorbidity would
have been even larger, if additional diseases, like
malignant neoplasms, epilepsy and other neuro-
logical diseases, stroke, peripheral vascular dis-
ease, peptic ulcer disease, had been considered.
On the other hand, by estimating the extent of
comorbidity in a general practice setting bias
due to the Berkson’s fallacy cannot be excluded:
patients under care for a chronic disease are at
higher risk for detection of diseases than per-
sons who do not receive such care.

Comorbidity is partly the result of a common
pathophysiological process or of complications
in the natural course of a disease, as is the case
for diabetes mellitus and cardiovascular disease
[16]. In other cases, comorbidity of chronic
diseases is accidental and cannot be explained
pathophysiologically.

Persons suffer from more than one chronic
disease more frequently than could be expected
by chance from the prevalence of the disease in
the general population. This is a clinical reality
of medical practice with consequences for re-
search and for the organization of daily care.

Research

Optimal patient care should ideally be based
on valid results from clinical trials. In interven-
tion studies, however, patients with comorbidity
often are excluded in the selection of a study
group, e.g. in the well-known therapeutic trials
in hypertension [17, 18]. This selection restricts
the external validity of the results for excluded
patient categories, as has recently been de-
scribed for the elderly and women [19, 20]. The
existence of a second disease complicates the
choice of the antihypertensive treatment that is
proven to be effective in single disease patients
(e.g. diuretics in diabetes, béta-blockers in lung
disease). Strictly speaking, these studies have
not proven the effectiveness of antihypertensive
treatment in lowering blood pressure and de-
creasing cardiovascular morbidity and mortality
for patients with comorbidity. In intervention
studies on treatment of chronic diseases patients
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with comorbidity should be included. In analyz-
ing the data, patients with comorbidity can be
handled as a subgroup, or adjustment of the
results for comorbidity can be carried out.
The specific combinations of chronic diseases
need further exploration, in order to gain more
insight into patterns of disease clustering and
hypothetically common etiology.

Care

Systematic surveillance of patients with
chronic diseases is essential in order to provide
them with optimal care [7]. Patients with more
than one chronic disease are at risk of being
included in more than one surveillance scheme.
This should be recognized when designing
surveillance programs, since it would be coun-
ter-productive to have patients visit the practice
on various different occasions, as a result of
following different schemes for each of their
diseases. Careful registration of all diseases is
conditional not only for organizational reasons
but also for the care to be provided.

Chronic diseases are regarded as “the very
stuff of general practice” [6]. Proper manage-
ment of patients with comorbidity of chronic
diseases presents a real challenge to the GP.
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The effect of elimination of selected chronic
diseases on disability-free life expectancy:
compression or expansion of morbidity?
Preliminary results:

W] Nusselder (1,2,3), ] van der Velden (1), ME Lenior (2), JLA van Sonsbeek (4), and GAM
van den Bos (2)

(1) Netherlands Institute for Primary Health Care (NIVEL)
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(3) Department of Public Health, Erasmus University Rotterdam

(4) Netherlands Central Bureau of Statistics (CBS)

Abstract

This paper examines whether complete elimination of a specific disease—and its
consequences in terms of disability and mortality—leads to absolute or relative
compression of morbidity or to relative expansion of morbidity. The Sullivan method
is used to combine morbidity data from the Dutch National Survey of General Practice
(conducted by the Netherlands Institute for Primary Health Care (NIVEL) in 1987-88)
and mortality data collected by the Dutch Central Bureau of Statistics, to obtain
disability-free life expectancy (DFLE). The effect of complete elimination of a disease
on DFLE is estimated in three steps. Firstly, the cause-elimination life table technique is
used to calculate cause-deleted probabilities of dying. Secondly, cause-deleted
disability rates are estimated by means of a logistic regression model, taking into
account age and co-morbidity. Finally, the cause-deleted disability rates are substituted
into the cause-elimination life table to obtain the DFLE after elimination.

The analyses show that elimination of disabling diseases that cause little mortality, like
‘arthritis/back complaints’ and ‘migraine/severe headache’, results in absolute
compression of morbidity. On the other hand, elimination of chronic diseases with
high case-fatality, like cancer, leads to relative expansion of morbidity. The reason for
this paradox is that in addition to a gain in DFLE, a considerable increase in total life
expectancy takes place, resulting in an increase in life expectancy with disability. We
conclude that while complete elimination of a disease and its consequences in terms of
disability and mortality results in a gain in DFLE, as a side effect of the mortality
decline, life expectancy with disability may increase as well.

1 A cooperative project of the Institute of Social Medicine, University of Amsterdam,
the Netherlands Institute of Primary Health Care and the Netherlands Bureau of

Statistics.
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Introduction

The objective of the present study is to calculate the effect of elimination of a specific
disease (and its consequences in terms of mortality and disability) on disability-free life
expectancy (DFLE). The central question is whether this elimination results in absolute
or relative compression or in relative expansion of morbidity. To answer this question,
two outcome-measures are important: firstly, the gain in years without disability and
total life expectancy that would result from elimination of the disease, and secondly,
the proportion of life without disability: healthy life percentage (HLP).

Absolute compression is defined as a decrease in number of years with disability.
Relative compression takes place if the proportion of life with disability declines (HLP
increases), while the number of years with disability rises. Relative expansion of
morbidity occurs if the proportion of life without disability—HLP—declines, but DFLE
increases. Thé worst possible evolution of health status, ‘absolute expansion of
morbidity’, is characterised by a decline in DFLE (Robine and Mathers 1993). However,
the latter is not a possible outcome of elimination of a disease.

Data

The primary data source, on which this study is based, is the Dutch National Survey of
General Practice, which was conducted by the NIVEL in 1987-88 (Foets, van der
Velden and de Bakker 1992). In this study, a random sample of respondents was taken
via a sample of 161 general practitioners (GP). The GPs were selected by a non-
proportional stratified sample of the Dutch GP population. This sample was stratified
in terms of region, degree of urbanisation and distance from the hospital. A sample of
approximately 100 respondents per GP was selected for a Health Interview Survey.

The total sample for the Health Interview Survey included 17,047 respondents. The
response percentage was 76%; the net sample consisted of 13,014 persons. The age and
sex distribution in the sample deviated slightly from the Dutch population: men and
middle-aged respondents (25-44 years) were overrepresented, while women and
persons above 65 years of age were underrepresented. In order to correct our results
both for deviations related to differential non-response and for deviations due to the
stratification procedure, the sample was weighted. Since in the Netherlands practlcally
the entire population is registered with a GP and because the sample is almost
identical to the Dutch population in terms of age and gender (Foets, van der Velden
and de Bakker 1992) the survey can be regarded as representative for the non-
institutional population. Although in the survey no age limits were set, the analysis of
this paper deals only with persons aged 16 and over (n = 10,147), because of proxy
interviews. Furthermore, the reported disabilities were not assumed to be valid for
young children, because no differentiation could be made between having a disability
and being not yet able to perform the activities due to their young age.
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The NIVEL survey includes information on age, sex, long-term disabilities and chronic
diseases for the non-institutional population.2 With respect to questions concerning
long-term disabilities and chronic diseases, a self-administered questionnaire was
used.

Having one or more disabilities was measured by means of the OECD indicator. The
OECD indicator consists of 16 items referring to the ability to carry out a number of
activities which are essential for daily independent functioning (McWhinnie 1981). In
this study 11 items were selected dealing with the ability: to bend down and pick up
something; to get in and out bed; to dress and undress; to move between rooms; to
walk 400 m; to carry an object of 5 kg for 10 m; to read small letters in a newspaper; to
recognise someone’s face; to have a conversation w1th another person; to follow a
conversation in a group; to go up and down the stairs.3 Persons were considered to be
disabled when they indicated that they needed help from another person, or were
unable or had (great) difficulty in carrying out one or more of the selected activities
included in the OECD indicator. Using aids, like glasses or a hearing aid, was not
considered to be disabled. In the NIVEL survey the long duration of disabilities was
emphasised in the introductory text of the question concerning the OECD indicator.

From the checklist of chronic diseases in the NIVEL survey, the following disease-
clusters were selected: non-specific lung disease (CNSLD), heart diseases, cancer,
diabetes mellitus, arthritis/back complaints, migraine/severe headache and ‘other
neurological diseases’. For a description of the disease-clusters, see appendix 1. The
presence or absence of these diseases was used in the elimination analysis.

The number of persons with long-term institutional disability (e.g. psychiatric
hospitals, nursing homes, homes for the elderly, homes for the mentally deficient) as
well as their age and sex distribution, was estimated on the basis of both additional
administrative data sources and surveys among elderly and people in homes for the
elderly (SCP 1991; CBS 1984; CBS Statistiek Bejaardenoorden, several years; CBS,
Intramurale Gezondheidszorg, several years; CBS, Maandstatistiek voor de Bevolking,
several years; SIG, PIGG, several years; SIG, Jaarboek Verpleeghuizen, several years).
Persons living in one of the above-mentioned institutions were considered to have
long-term institutional disabilities. Only for persons living in a home for the elderly, an
adjustment had to be made to take into account those without any disability. The
estimation of the proportion of residents living in homes for the elderly without
disabilities was based on data of the CBS survey among the population 55 years and
older in 1982 (CBS 1984) and on surveys among persons living in homes for the elderly
(CBS, Statistiek Bejaardenoorden, several years) as well as'on the SCP AVO survey
(1991).

2 Persons living in a home for the elderly were included in the survey. However, they
were excluded from the further analysis, because their numbers were too small to
allow for distinction in age, sex and disability status.

3 Two separate questions were asked; they were joined into one disability item for
further analysis.
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Data on mortality and the population distribution by sex and single year of age were
derived from the Dutch Central Bureau of Statistics (CBS 1987, 1992). The number of
deaths by sex, five-year age groups and underlying cause of death were also derived
from the CBS (CBS, Overledenen naar doodsoorzaak, several years). The selected
(underlying) causes of death are summarised in appendix 1.

Methods

Complete life tables covering the period 1982-83 to 1990-91 were calculated on the
basis of population and mortality data. The latter were classified by sex and single year
of age (according to a cohort-age observational plan, i.e. one age group, two calendar-
years). From these complete life tables, abridged life tables (by 5-year age groups) were
derived for further analysis. Details of the life table techniques can be found in
Namboodiri and Suchindran (1987) and Manton and Stallard (1984). The DFLE was
calculated using the Sullivan method (a prevalence rate life table technique) (Sullivan
1971a, 1971b; see also: Mathers 1992; Robine 1992). According to this method the
number of person-years per age interval is subdivided into years with and years
without disability by multiplying the person-years by age-specific disability rates
(prevalence rates).

In the hypothetical situation in which a disease is completely eliminated, people will
not have this disease any more, neither will they have any disabilities or die because of
this disease. In other words, eliminating a disease leads to a decline in age-specific
probabilities of dying, as well as to a decrease in age-specific prevalence rates of
disability.

The potential gain in DFLE due to elimination was calculated in several steps. At first,
the effect of elimination on the probabilities of dying was estimated using the ‘cause-
elimination life table’ technique under the assumption of independent causes of death
(Namboodiri and Suchindran 1987; Tsai, Lee and Harvey 1978; Manton and Stallard
1984).

Secondly, cause-deleted disability rates were estimated. However, for this purpose we
could not make use of a standard method or an approach used in earlier studies. The
method that was used by Mathers (1992) and Colvez and Blanchet (1983) was not
appropriate, because all disabilities indicated by a person with the considered disease
were completely eliminated in case the disease was eliminated. From the Dutch Health
Interview Surveys (for example the NIVEL survey mentioned above) we cannot infer
whether the disabilities were caused by the disease considered, by other chronic
diseases (co-morbidity) or the so called ‘senescence process’. Application of this
method in our study would therefore result in a considerable overestimation of the
disability effect. So, in order to obtain an estimation of the ‘net effect’ of a chronic
disease on the prevalence of disabilities, controlled for co-morbidity and age, a logistic
regression model was fitted. In this model the probability of having one or more
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disabilities was taken as the dependent variable. Age,* the selected disease clusters
and a category of several chronic diseases were included in the model as independent
variables. A separate model was estimated for men and women. The difference
between the estimated disability rates before elimination and those after elimination
can be attributed to the considered disease. Among those living in an institution,
changes in long-term disability rates that might occur due to elimination were not
taken into account, because data on age, sex, chronic conditions and disability were not
available on an individual level for persons living in institutions.

Finally, the cause-deleted probabilities of dying and the cause-deleted disability rates
were combined into (cause-deleted) disability-free life expectancies using the Sullivan
method (Mathers 1992). The difference between DFLE before and after elimination is
the potential gain in disability-free years due to elimination.

Resuits

Before elimination, total life expectancy at age 15 was 59.3 years for men and 65.6 years
for women, of which respectively 47.7 and 45.6 years were spent without disability
(79.9% and 69.6%). The remaining 11.9 and 20.0 years were years with long-term
disability. :

Elimination of the (underlying) cause of death has a large impact on the probabilities
of dying (and consequently on total life expectancy) for heart diseases and cancer. The
potential gain in life expectancy due to elimination of heart diseases amounts to 4
years for men and 2.9 years for women (Tables 1a and 1b). For cancer, the gain is 3.8
and 3.3 years respectively. Other disease-clusters show smaller effects; for migraine it
was even zero.

The change in disability rates due to elimination of a disease depends on both the net
effect of the disease on the probability of having disabilities (odds ratio derived from
the B-coefficient in the logistic regression analysis), and on the prevalence of the
disease. The decline in disability rates due to elimination differs greatly between the
disease-clusters. Elimination of arthritis/back complaints, heart diseases and to a lesser
extent CNSLD (among men) has a large effect on the disability rates. On the contrary,
the effect of cancer and ‘other neurological diseases’ is small. For the latter disease, the
small effect can be explained by the low prevalence of this disease. In Figures 1a and
1b the two extremes, arthritis/back complaints and cancer, are represented. The results
of the logistic regression analysis were not statistically significant for cancer and
diabetes mellitus among men.

4 Age was included as a continuous variable using a transformation (i.e. age to the
2.5th power for men and age to the 3rd power for women). The correctness of this
transformation was tested by the Box-Tidwell transformation. ‘The Box-Tidwell
approach adds a term of the form xIn(x) to the model. If the coefficient for this variable
is significant we have evidence for non-linearity in the logit’ (Hosmer and Lemeshow

1989, p.90).
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Combining the effects of the decline in both the probabilities of dying and the
disability rates in a single measure, the DFLE, informs us about the potential gain that
can be obtained by elimination of a disease (and its consequences in terms of mortality
and disability). In Tables 1a and 1b the effect of elimination is presented.

Elimination of heart diseases and arthritis/back complaints leads to the greatest gain
in DFLE (at age 15). The ranking of impacts of these diseases differs between the two
sexes: among men heart diseases have the largest impact (2.5 years compared with 1.9
years for arthritis/back complaints), while among women arthritis /back complaints
have the largest effect (2.8 years compared with 1.4 years) (Tables 1a and 1b and
Figures 2a and 2b). The impact of migraine/severe headache and diabetes mellitus is
small (varying between 0.1 and 0.5 years). CNSLD and cancer take up a middle
position.

Since, for some diseases the total life expectancy increases considerably too, it is
important to consider the change in LEWD as well. With the exception of heart
diseases and cancer (as well as diabetes mellitus among men), the LEWD decreases
(Tables 1a and 1b). Therefore, elimination of these diseases results in absolute
compression of morbidity. For cancer and heart diseases (and diabetes mellitus among
men), the LEWD increases as well, because the increase in DFLE is accompanied by a
larger gain in total life expectancy. This results in a decline in HLP: relative expansion

Table 1a: Change in total life expectancy (LE), disability-free life expectancy (DFLE), life
expectancy with disability (LEWD) and healthy life percentage (HLP) due to elimination (men
and women, age 15)

LE (yr) DFLE (yr) LEWD (yr) HLP (% points)

Men
CNSLD 0.3 0.7 -0.4 ' 0.7
heart diseases 4.0 25 1.6 -1.2
cancer! 3.8 1.7 2.1 2.2
diabetes mellitus 1 0.2 0.1 0.1 -0.1
arthritis/fback complaints 0.0 1.9 -1.9 3.1
_ migraine/severe headache 0.0 0.4 -0.4 0.6
other neurological diseases 0.2 0.2 -0.0 0.1

Women

CNSLD 0.1 0.6 -0.5 0.8
heart diseases 29 1.4 1.5 -1.0
cancer 3.3 11 2.2 -1.7
diabetes mellitus 0.3 04 -0.1 0.3
arthritis//back complaints 0.1 238 2.7 4.2
migraines/severe headache 0.0 05 -0.5 0.7
other neurological diseases 0.2 0.2 -0.0 0.1

1 Effect was not significant in the regression analysis.

360

52




NAZ,

(9
) h?iNTlo&m'%(
4297 =
Y,‘, oN v » m
&

7 Jye?

DEMAND FOR CARE

Table 1b: Change in total life expectancy (LE), disability-free life expectancy (DFLE), life
expectancy with disability (LEWD) and healthy life percentage (HLP) due to elimination (men

and women, age 65)

LE (yr) DFLE (yr) LEWD (yr) HLP (% points)
Men
CNSLD 0.3 0.5 -0.2 2.3
heart diseases 3.1 1.5 1.6 +0.0
cancer’ 27 0.9 1.8 23
diabetes mellitus ! 0.1 0.0 0.1 -0.1
arthritis//back complaints 0.0 0.7 -0.7 5.0
migraine/severe. headache 0.0 0.1 0.1 0.4
other neurololgical diseases 0.1 0.1 +0.0 0.3
Women
CNSLD 0.1 0.2 0.1 1.0
heart diseases 2.7 0.9 1.8 +0.0
cancer 1.9 0.4 1.5 -1.2
diabetes mellitus 0.3 0.3 -0.0 1.0
arthritis//back complaints 0.1 1.0 -1.0 5.3
migraine/severe. headache 0.0 0.1 -0.1 0.4
other neurological diseases 0.1 0.1 +0.0 0.3

1 Effect was not significant in the regression analysis.
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Figure 1a: Estimated disability rates before and after elimination of arthritis/back complaints
(women)
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Figure 1b: Estimated disability rates before and after elimination of cancer (women)
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Figure 2a: Increase in total and DFLE due to elimination of a disease (men, age 15)
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Figure 2b: Increase in total and DFLE due to elimination of a disease (women, age 15)

of morbidity takes place. With respect to the effect of elimination above age 65, similar
results were found. The only important difference is the constant HLP for heart
diseases, so, neither relative compression nor relative expansion of morbidity takes
place. Elimination of ‘other neurological diseases’ has no significant effect on LEWD.

Conclusions

The main objective of this paper was to determine whether complete elimination of a
disease leads to relative or absolute compression or to relative expansion of morbidity.
Our findings show that elimination of a disabling chronic disease that causes little
mortality (e.g. arthritis/back complaints, migraine/severe headache) leads to an
increase in DFLE, while the total life expectancy remains more or less constant.
Consequently, the LEWD declines and absolute compression of morbidity takes place.
However, for migraine/severe headache the gain in disability-free years was small.

For cancer, a disease with high case-fatality and a low prevalence, elimination results
not only in a gain in DFLE, but also in an even larger increase in the LEWD. In the
years that people are saved from dying of cancer, they experience disabilities due to
other causes. So, people live longer, but most of these extra years are with disability.
Elimination of cancer therefore results in relative expansion of morbidity.

Elimination of diseases that cause significant disability and mortality, like heart
diseases, results in an increase in total life expectancy and DFLE. Depending on the
size of the mortality and disability decline, the increase in DFLE is accompanied by an
increase in LEWD. With respect to heart diseases, elimination leads to both an increase
in DFLE and in LEWD. This results in a decline in HLP at age 15: relative expansion of
morbidity occurs. At age 65, the rate of increase in LEWD due to elimination of heart
diseases was in equilibrium with that of the total life expectancy: neither relative
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compression nor expansion of morbidity takes place. For other diseases that have
consequences both in terms of disability and mortality, like CNSLD among men and
diabetes mellitus among women, the (small) increase in total life expectancy is
accompanied by a larger increase in DFLE. So, LEWD declines and absolute
compression of morbidity takes place.

To conclude, complete elimination of a disease and its consequences in terms of
disability and mortality results in a gain in DFLE. However, a side effect of the decline
in mortality is that more people survive to older ages where the risk of becoming
disabled is higher. If this is not compensated by a larger increase in DFLE, LEWD
increases and relative expansion of morbidity may occur. This represents an increasing

burden for society.
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Appendix 1

Disease-clusters and related chronic diseases and causes of death

Health Interview Survey Cause of death (ICD-9)

(NIVEL)

Diseases-clusters

chronic bronchitis; emphysema; 490-493

asthma

chronic non-specific lung disease
(CNSLD)

heart diseases 390-398; 410-414;

rest of 390-459 (with exception of

401-405; 430-438; 440)

heart complaints, cardiac failure

cancer
diabetes mellitus

arthritis/back complaints

migraine/severe headache

other neurological diseases

cancer (inc leukaemia)

diabetes mellitus

backache (slipped disé, sciatica); .

rheumatism, arthritis; arthrosis
migraine; severe headache

Parkinson's disease, multiple
sclerosis, epilepsy

140-208
250

710-719; 720-724; 725-729; 730-
739

346

330-337; 340-349 (with exception
of 346); 350-359
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THE SOMATIZING PATIENT IN
GENERAL PRACTICE

P. F. M. VERHAAK
M. A. R. TIJHUIS

Netherlands Institute of Primary Health Care

ABSTRACT

Objective: The exploratory study described in this article followed two groups
of patients over a twelve-month period. Subjects were drawn from a pool of
patients who had consulted their general practitioner during the three-month
selection period. One group consisted of patients who had consulted their
general practitioner at least once about a physical complaint that the GP
regarded as predominantly psychosocial; these patients did not articulate
complaints of an explicitly mental or social nature. The second group was
characterized by the fact that its members voiced precisely such mental or
social complaints. Method: The study investigated the extent to which the two
groups (which were comparable in the severity of their complaints) differ with
respect to patient characteristics such as the severity of their possible
psychological problems, the frequency with which they visited their GPs, and
the types of complaints—<.g. mental, psychosomatic and purely physical—
they presented. Results: It was found that patients in the first group, whose
somatic complaints were seen to have a psychosocial basis, are not the
dependent types generally mentioned in theories about somatization. In fact,
they adopt a more independent attitude to the GP than do patients voicing
mental complaints. There are indications that for “somatizing” patients,
underlying mental problems are less important than for “psychologizing”
patients. Conclusions: Both the somatizing patients and the psychologizing
patients continued very frequent visits to their GP during the 12-month
research period, although chiefly to address physical complaints that the GP
also assessed as such.
(Int'l. J. Psychiatry in Medicine 24:157-177, 1994)

Key Words: somatizing, psychosomatic, primary care, psychosocial problems
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INTRODUCTION

Persons diagnosed as having some form of mental disturbance, as well as those
who believe that they have problems of a mental or social nature, make dispropor-
tionately greater use of medical facilities, with general practitioners bearing the
brunt of this [1]. Estimates of the percentages of mental disturbances among
visitors to general practice physicians (from 22% to 35%) [2-5] are significantly
higher than the 8 to 15 percent of the general population estimated to have some
form of mental disturbance [6-9].

Most patients with mental problems come to their GP with an explicitly physi-
cal complaint [8-11]. Often the GP agrees that the request for help concerns a
purely physical matter, but GPs also consider some physical complaints to be
psychosocial in nature. Such a judgment need not result from a single consul-
tation, but may be based on a lengthier history of interaction with the patient. For
example, the number or the intensity of the complaints may be disproportional to
demonstrable somatic dysfunctions. The judgment that a complaint is psycho-
social is then based on the absence of evidence for a physical explanation, and is
consistent with Lipowski’s definition of somatization as “a tendency to experience
and communicate somatic distress and symptoms unaccounted for by pathological
findings, to attribute them to physical illness and to seek medical help for them”
[12]. “Somatizing” is thus a purely descriptive concept.

Somatizing is often linked to mental problems [13, 14], in which case it is
interpreted as “the articulation of emotional problems and psychosocial stress by
way of physical symptomatology” [14]. According to Katon et al. “somatization is
a metaphor for personal distress. It as an idiom to obtain help from care-givers and
a universally powerful mechanism of obtaining social support and manipulating
relationships.” In many cases somatizing is also equated with the psychiatric
DSM-III diagnosis “somatization disorder” [15]. A distinction is made between
“acute somatization” lasting some days or weeks, “subacute somatization” for
a period of months, and “chronic somatization” over much longer periods.
This distinction is important because in primary care settings somatization
disorder—identified as a form of chronic somatization—is much more rare than is
the patient who presents with one or two symptoms that are not accounted for by
pathological findings. We stress that this study reports on the latter type of
patients, few of whom are likely to have a somatization disorder as defined by
DSM-III criteria.

Although GPs often suspect a psychosomatic basis in patients whose com-
plaints are difficult to explain physically, they do not always treat the presumed
mental component of such cases. While 90 percent of those patients who describe
their problems as mental or social receive some form of psychosocial treatment,
only 50 percent of patients who arrive with physical complaints that appear to
have mental causes receive such attention [16, 17]. Thus many patients who are
emotionally disturbed do not express these feelings to their doctors, and present
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with physical symptoms that appear to have no physical basis. GPs often do not
discuss the probable emotional background of such symptoms with either type of
patient. Those who argue that physical complaints for which no explanation can
be found are in general an expression of emotional distress advocate a “reattribu-
tion process:” the GP must try to give the patient insight into the psychosocial
factors that cause or aggravate the symptoms [18]. There are indications that
recognized mental complaints have a better prognosis than unrecognized com-
plaints and that GPs must be better trained in recognizing possible mental
problems, and in broaching these with the patients, even if the patient does not
raise them [16, 19-22].

On the other hand, notably in the world of general practice, psychosocial causes
need not always be sought. Thus Huygen has remarked that many complaints—
including psychosomatic ones—fade of their own accord, and that the physician
who seeks psychosocial causes unasked may prompt undesired side-effects [23].
This does not imply that physicians must proceed narrowly on the basis of
patient-described physical complaints and neglect the mental component, only
that a reserved attitude is desirable [24].

The present study investigated the prognosis of patients with physical
symptoms for which medical explanations are lacking. A group of somatizing'
patients has been followed for one year. The group has been compared with a
group of patients who presented explicitly mental complaints and with a control
group of average patients.

The following questions have been put forward:

1. What characterizes somatizing patients and in what respects do they differ
from patients who present explicitly mental complaints (psychologizers) and
from average patients?

The degree of mental disturbance and psychosocial problems experienced
by somatizing and non-somatizing patients and average patients is com-
pared. The extent to which the demographic and personality characteristics
of somatizing patients may be distinguished from those of non-somatizing
and average patients has also been investigated. It has been assumed that
somatizing patients will tend to be older, less well educated and more
dependent on their GPs than patients who explicitly discuss their mental
problems [13, 14].

2. What trends can be distinguished in the medical histories of somatizers and
psychologizers over a one-year period?

! By somatizing we mean the presenting of physical complaints that the GP considers to be mainly
of a psychosocial nature. Physical complaints that the GP considers to be of a psychosocial nature are
designated as “psychosomatic complaints.” Somatizing patients are patients whose GPs judge their
physical complaints to be mainly psychological ones, non-somatizing patients are patients who bring
forward explicitly psychological complaints. We shall address them in this article as “somatizers” and
“psychologizers” respectively.
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The number of consultations during the year after selection and the kind
of complaints presented by somatizing and non-somatizing patients are
compared. A distinction is made between complaints explicitly :rmulated
as psychosocial; complaints without sufficient evidence which arc, accord-
ing to the GP, somatically formulated (psychosomatic complaints); and
somatically formulated complaints the GP agrees are mainly somatic.

To allow a valid comparison, cohorts have initial complaints of the same
severity, based on the GP’s assessment of the life-threatening or incapacitat-
ing impact of the symptoms presented during the selection period. The
degree of possible mental illness was evaluated by means of the General
Health Questionnaire (GHQ-30) completed by all patients.

We assume that failure to recognize the psychosocial basis of psycho-
somatic complaints during the selection period will be identifiable by the
more frequent presentation of psychosomatic and mental complaints in the
follow-up year in comparison with “non-somatizers,” assuming that there
are no differences in the treatment of the two groups. Therefore, the treat-
ment histories of the follow-up year will be taken into account.

DATA AND METHOD

The patients and practices selected all participated in the Dutch National Study
into Morbidity and Services in General Practice [25]. This larger study registered
all contacts (n = 335,000) between 103 practices and their registered patients over
a three month period. On the basis of this registration, somatizing patients and
patients with explicitly mental complaints were selected from nine practices
involving sixteen GPs. For an additional nine-month period the number of
contacts with the GP’s office and the complaints presented there by the two
groups were recorded; the patients also completed questionnaires twice during
the study period.

The complaints, registered during the registration period were coded with the
aid of ICPC.> A somatized mental complaint is defined as a somatic complaint
(neither P nor Z) that the physician assessed as predominantly psychosocial
(scoring 4 or 5 on a five-point scale from somatic to psychosocial). The group of
psychologizers explicitly described mental complaints at least once during the
selection period. Somatizing patients presented only somatic complaints, which,
at least once (during the selection period) were assessed by the GP as psycho-
social. Based on a three-month registration six percent of all visitors could be
defined as somatizers and twelve percent as psycholizers.

2 This well-known classification system for general practice (Lamberts and Wood, 1987) places
each complaint in one of 17 main categories; for example, P = psychic complaints; Z = social
complaints.
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The following data was registered for contacts with each patient during the
twelve-month period: ’

1. All complaints presented:
+ ICPC-code;
« (differential) diagnosis by the GP (coded in ICPC);
« five-point scale assessment by the GP of the possible psychosocial char-
acter of the complaint;
« five-point scale assessment by the GP of the life-threatening character
of the complaint;
« five-point scale assessment by the GP of the disabling character of the
complaint;
2. Treatment:
* counselling;
« referral;
> consultation of specialist;
* duration of the consultation.

The patients completed questionnaires in the fourth month and during the final
quarter of the registration year. The final study sample was compiled on the basis
of the response to these questionnaires. Full records are available on 397 patients
with explicitly mental complaints and 411 somatizing patients.

Questionnaires recorded demographic data (age, sex, marital status, education),
and included the following attitude lists and screening questions:

o alist used to measure the patient’s dependence on the GP (on a scale of 12 to
60). Higher scores indicate less dependent attitudes;

« a Dutch adaptation of the list originally developed by Rotter [26] to measure
“Health Locus of Control” (specifically, the scale measuring the orientation
of internal control);

e a screening list, the General Health Questionnaire (GHQ-30), [27] was used
to trace psychosocial problems and to assess the likelihood that a patient
suffered from severe psychosocial problems are involved (GHQ scores range
from O to 30; usually 4 or 5 is used as cut-off), with scores higher than 4
considered to indicate possible psychopathology; and:

° a list aiming to quantify the specific psychosocial problems that patients
have faced [28]. Scores can range from zero (no psychosocial problems, no
burden) to twenty-two (high burden).

The aforementioned national study, which includes data derived from inter-
views with some 13,000 respondents, served as a base reference. These respon-
dents answered the same questionnaires used in the present study. Because the
data from the contact registration of these respondents are available, it is possible
to make two kinds of comparisons: each group may be compared with an average
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practice population (all respondents to the national survey) and with the profile of
the average person who visited a GP in a comparable three-month period. Data
from the first three months, during which the individuals were selected, can be
readily compared with the national survey data, because by definition all respon-
dents visited their GP during the period. This data is less useful for comparison
with later periods, for which data on the total population (including non-visitors)
is more relevant, given that patients need not have visited their GPs in each
successive quarter of the study period. Differences between the groups have been
statistically tested by means of a unilateral t-test or, in the case of nominal
variables (for example marital status) using Pearson’s Chi-square. Following the
recent recommendations of the editorial board of this journal [29], effect sizes are
reported, using Cohen’s d as a measure for effect size. Following Cohen’s recom-
mendations, a value of .20 is considered a small effect, .50 indicates a moderate
effect and.80 a large effect [30].

RESULTS

Demographic and Personality Characteristics of
Somatizing, Psychologizing, and Average Patients

Table 1 lists the demographic and personality characteristics of somatizing
patients, patients who explicitly indicated the existence of psychosocial problems
and an average group of visitors to GPs.

Somatizing patients are younger and (therefore) less frequently divorced or
widowed (p < 0.05). Somatizers are less dependent on their GP than are
psycholizers. However, somatizing and psychologizing patients could not be
distinguished on the basis of gender or control orientation, nor did their educa-
tional level differ. Although the reported differences reach the level of sig-
nificance, the effect size is rather moderate, Cohen’s d not exceeding .26.

Compared to the average patient in the national study, patients with concealed
or unconcealed mental problems are more often between twenty-five and forty-
five years old and more frequently divorced; they also have a lower internal
control orientation than the average GP visitor, although the effect size in this
respect is rather low (Cohen’s d = .12 respectively .07). Somatizing patients are
less dependent on their GP then average visitors (d = .21).

Severity of Symptoms of Somatizers and Psychologizers

Comparisons of the course of complaints of somatizing and psychologizing
patients requires that the severity of the complaints be comparable. To determine
the extent to which the selected patients have complaints that are of similar
severity, the life-threatening or disabling potential of their complaints was
assessed by their GPs (see Table 2).
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Table 1. Demographic and Personality Characteristics of Somatizers
and Psychologizers, Both Divided according to GHQ-Scores

Average
Somatizers  Psychologizers ~ Consulters
N 411 397 4042
Sex
Male 39 42 43
Female 61 58 57
Marital Status
Married 67 64 65
Divorced 7 9 4
Widowed 3 7 7
Never martied 23%b 2020 23k
Education
_Higher 13 13 11
Secondary 20 20 21
Primary 54 51 47
Unknown 12 16 21
Age (years)
16-25 14 11 18
25-45 58 49 43
45-65 24 33 29
65 and over 5 7 10
Mean Age 3g%® 42° 42°
Maan Scores for Dependency 39.4%0 37.6%0 36.3°
internal Locus of Control 18.4° 18.8° 19.3°

5tatistically significant difference between somatizers and psychologizers.
bgtatistically significant difference between average consulters and somatizers or

psychologizers.

People who explicitly raise psychosocial concerns during their consultation
with their GPs visit their GP more often in the quarter in which they first report
such complaints (p < 0.05; d = .30). Similar findings were reported in the UK by
Wright, who also divided patients with “clinically significant psychiatric distur-
bance” into patients with mental symptoms and patients with somatic symptoms
without a physical explanation [31].

The “severity” of the complaints, indicated by the GP as life-threatening or
disabling potential, is the same for both somatizing and non-somatizing patients.
For a number of types of complaints, namely involving the gastrointestinal tract,
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Table 2. Average Severity of Symptoms Presented Within the
First Three Months of Registration

Somatizers Psychologizers

N

Patients 411 397

Consultations 2.1 2.6°
All Complaints

Life threatening 4.93 4.90

Incapacitating 4.78 4.75
Mental Complaints

Life threatening — 4.90

Incapacitating — 4.76
Psychosomatic Complaints

Life threatening 4.94 4.87

Incapacitating 4.80 4.71
Somatic Complaints

Life threatening 4.93 4.91

Incapacitating 4.77 4.74

“Statistically significant difference between somatizers and psychologizers (p < 0.05;
d=.30)

nervous system, muscular system and with reference to pregnancy, somatizers
consulted their GPs more frequently that did those who presented openly mental
difficulties. After adjusting for age and sex, however, the difference with refer-
ence to pregnancy disappeared [32].

Psychopathology of Somatizers and Psychologizers

Two measures of the extent to which somatizing patients, patients with mental
complaints and average patients differ from each other in psychopathology are
available. Table 3 indicates the number of psychosocial areas in which the
two groups of patients indicated they were experiencing problems and which
percentage of the patients from the two groups had GHQ scores indicating the
significant likelihood of a severe mental problem.

This comparison shows that the patients who made explicitly psychosocial
complaints have experienced more psychosocial problems and are more likely to
be suffering from a serious mental disorder. At first sight, one would say that they
are in a “more serious™ psychosocial state. On average, both groups had a higher
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Table 3. Number of Psychosocial Problem Areas and GHQ-Scores
for Somatizers and Psychologizers

Average
Somatizers  Psychologizers  Consulters

N 411 397 4775
Number of Problem Areas

No problems 23% 17% 45%

1-5 49% 46% 45%

6-8 20% 19% 7%

>8 8% 18% 3%
Mean 3.0%¢ 4.0%°¢ 1.6%b
GHQ

Mean score 4.6%° 7.3%¢ 2.7%P

Percent > 4 32% 45% 16%

“Statistically significant difference with somatizers (p < 0.05).
bgtatistically significant difference with psychologizers (p < 0.05).
CStatistically significant difference with average consulters (p < 0.05).

Effect sizes: Somatizers- Somatizers- Psychologizers-
Psychologizers Average Average

Mean n of problem areas .30 .29 .38

Mean GHQ 34 18 .34

contact frequency, experienced more problems and had higher GHQ scores than
the average visitor to the doctor’s office. These differences are all somewhat
larger than earlier reported differences: as is reproduced in the note at Table 3,
effect-sizes mostly vary between .30 and .40.

To allow a comparison of the characteristics and the course of the complaints of
somatizing and psychologizing patients, the severity of the mental problems as
assessed by the GHQ must be taken into account. The following analyses sub-
divides each group of patients into those who, according to the GHQ, have a
considerable chance of a serious mental disorder, and those who do not.

The Course of Complaints among Somatizing
and Non-Somatizing Patients

To investigate the extent to which somatizing patients continued to voice
psychosomatic complaints, a comparison is made between the complaints voiced
in the first (selection) quarter and the last quarter of the study.
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Figure 1 shows the number of contacts per 100 patients in the first and last
quarters. Because patients were selected on the basis of having made at least one
contact during the first quarter, T1 is artificially high and a drop is to be expected.
At T1, psychologizers had a higher contact frequency than somatizers, and among
the former, those with elevated GHQ scores had the highest number of contacts.
(Cohen’s d = .41).

By T2, the contact rate for psychologizers with low GHQs had dropped to the
level of the average patient (80 contacts per 100 registered patients). The contact
rate of somatizers with a low GHQ is considerably higher (Cohen’s d = .25).
Among the patients with a high GHQ there is no significant difference anymore
between somatizers and psycholizers on 72.

Reasons for visiting the GP have been categorized as “psychosocial” (ICPC P
or Z), “psychosomatic” (ICPC other than P or Z and judged by the GP not to be
entirely somatic) and “somatic” (ICPC other than P or Z and judged by the GP to
be entirely somatic). Figures 2 and 3 show the total number of complaints
presented to the GP in the first and last quarters of the study period. Patients who
scored below the GHQ threshold value (Figure 2) and patients who scored above
it (Figure 3) have been considered separately.

It would be meaningless to compare the complaints presented by somatizers
and psychologizers at T1, because they have been designated as such according
to the presence or absence of explicitly stated psychosocial complaints. As
might be expected given the larger number of contacts, psychologizers also
had a larger number of complaints and symptoms at TI than did either
low-GHQ somatizers or high-GHQ somatizers. The effect sizes are .26 respec-
tively .52.

At T2, however, psychologizers with low GHQs (like average patients)
presented fewer symptoms and complaints than did somatizers with low GHQs
(d = .25). The difference can be entirely accounted for by the larger number
of entirely physical complaints and symptoms presented by the latter. Patients
with high GHQs at 71 present more complaints at 72 than the average
patient, with psychologizers presenting more complaints than somatizers.
Patients with high GHQs presented both more entirely physical complaints and
more explicitly stated psychosocial complaints. (This was especially true of
psychologizers.)

In brief, although the psychosomatic complaints of the majority of the
“somatizers” had vanished by the fourth quarter, explicitly mental complaints
and above all purely somatic complaints had taken their place; as a result,
the average number of complaints remains above the level of an average
population.

At both TI and T2 (Figure 4) GHQ scores show more remitting cases and
more continuing cases among psychologizers than among somatizers. The
net result is a larger proportion of psychologizers being a GHQ-case in both
periods.
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Treatment of the Psychosocial and Psychosomatic
Complaints of Somatizers and Psychologizers

Over the course of the year, individuals in both the somatizing and the
psychologizing groups presented explicitly mental complaints and psychosomatic
complaints. Table 4 identifies the types of treatment the GPs provided: by group, by
GHAQ category and by complaint category over the course of the registration year.

Treatment of explicitly mental complaints is notably different from that
provided for psychosomatic complaints, regardless of the original classification of
the patients as somatizing or psychologizing. Consistent with the evidence in the
literature noted in the introduction to this article, patients with psychosomatic
complaints received less discussion therapy and were less frequently referred to
specialists. Fewer mental health consultations are carried on about them, and with
the GPs consultations are shorter. A t-test of these differences comparing all
psychosomatic complaints to all mental complaints is statistically significant at a
0.05 level. ‘

On the other hand, neither the likelihood of having psychiatric problems (ac-
cording to the GHQ) nor the initial categorization of patients as somatizers or
psychologizers correlated with the type of treatment received. In other words,
“somatizers” who later presented explicitly mental complaints received the same
treatrnent as “psychologizing” patients who presented explicitly mental com-
plaints in the first quarter.

Table 4. Treatment of Mental and Psychosomatic Complaints of Somatizers
and Psychologizers, Divided according to GHQ-Score

Somatizers Psychologizers
GHQ+ GHQ- GHQ+ GHQ-
Type of Problem Ment. Psom. Ment. Psom. Ment. Psom. Ment. Psom.
N 41 130 46 279 175 93 216 84
Treatment:
Percent of patients
with at least one:
Counseling - 76%  61%" 76% 53%" 85% 68%" 76% 55%°
Referral 5% 5% 13% 3%°  16% 3%" 10% 2%°
Mental health 0% 0% 2% 0% 10% 0%* 5% 1%
consultation

Average length of 12 10° 12 10° 13 11° 1 10°
consultation (min.)

“Statistically significant difference between treatment of mental and psychosomatic
complaints.
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DISCUSSION

One group of patients was selected over a three-month period according to
whether they visited their GP in order to present, at least once, physical complaints
which the GP diagnosed as being primarily psychosocial. During the selection
quarter, the individuals selected for this group did not explicitly mention mental or
psychosocial problems. This group was compared to a second group which,
during the selection period, explicitly raised mental problems as such to the GP;
the groups were then compared to national survey data (the average patient).

The finding that “somatizers” are younger, less often divorced or widowed, and
less dependent on the GP than “psychologizers” is inconsistent with the usual
characterization of somatizing patients presented in the literature. Patients who
express their emotional problems by means of physical complaints are commonly
described as older, less educated [13] and more dependent on their physicians than
the present study suggests [14]. In fact, the psychologizing group was older, less
well educated and more dependent than the somatizing group, although the effect
sizes in these respects were only small.

According to the GHQ, somatizers are less likely to have a serious mental
disturbance, and according to the BIOPRO they experience fewer psychosocial
problems than do patients who present their problems as explicitly mental. They
also visited their GPs less frequently during the selection period. These effect
sizes are somewhat larger than the former. However, the severity of their com-
plaints is approximately the same as that of the patients who described explicitly
mental problems. Wright reports the same results: patients with “clinically sig-
nificant psychiatric disturbance, who restricted themselves to somatic symp-
toms without physical explanation” were better off than those who complained
explicitly about psychiatric disturbance [31]. Bridges et al. report higher consul-
tation rates for “somatizers™ than for “psycholigizers” and lower scores on depres-
sion scales and on the GHQ [33].

Psychosomatic complaints are less often treated by discussion, and more spe-
cialized mental health care workers are almost never involved irrespective of the
group within which the patient was originally classified. Nevertheless, the fre-
quency with which patients from the two groups bring these psychosomatic
complaints forward declines strongly. Again, Wright reported the same results
[31]. The frequency with which patients in the psychologizing group visit the
doctor remains higher than expected, although most of their complaints are
assessed by their GPs as purely somatic.

Therefore, somatizing in primary care is in many cases not a matter of somatiza-
tion disturbance in a psychiatric sense (many symptoms without physical explana-
tion over an extended period) but of “(sub)acute somatization,” which can be
expected in primary care settings. As others have noted, while chronic somatiza-
tion disorders (including DSM-III diagnoses of somatization disorders) are rare
in primary care settings, one-time incidents of somatization are not [31, 34].

74




DEMAND FOR CARE

THE SOMATIZING PATIENT / 173

However, a patient who presents a single psychosomatic complaint is unlikely to
continue to do so. On the contrary, the patients in our cohort of “somatizers,”
while frequent visitors to their doctors’ offices, presented complaints that were
diagnosed as entirely physical. In our opinion it is necessary to distinguish
between patients with DSM-III disorders and patients who are (perhaps too) eager
to visit their GPs.

Thus somatization need not be an expression of underlying emotional disiress.
Firstly, the initial GHQ described only one third of the group of “somatizers” as
likely to have “serious mental disturbance.” Secondly, by far the majority of
“somatizing” patients voiced no mental complaints to their GPs in the course of
the follow-up year. Thirdly, over the course of the study period the frequency with
which psychosomatic complaints were presented fell to the average rate for the
general population. And finally, the minority of patients who, according to the
GHQ, were more likely to have a serious mental disturbance did not differ in these
respects from the majority. While they tended to visit their GPs more frequently at
the end of the study than did the psychologizing group, they generally presented
purely somatic complaints. ‘

The same patterns observed among the physicians as a group were observed in
the case of most of the physicians individually; thus although the behavior studied
is partly determined by the treating physicians, the results cannot be ascribed to
anomalies of a few individuals.

The gap between the initial presentation of symptoms and the administration of
the GHQ ranged from one week to three months, and it is possible that delaying
the initial GHQ test until the first month of the second quarter of the study may
. (partially) account for the fact that most somatizers could not be classified as
“psychologically disturbed.” However, the same delay occurred in the administer-
ing of GHQ tests to the cohort of psychologizers, of whom a significantly larger
number were identified as likely to suffer from psychological disturbance. In
addition, the GHQ proved to be a rather stable measurement. About 60 percent of
the original high-GHQ cases in each group remained high-GHQ cases at T2,
approximately a year after the original assessment. Moreover, the apparently more
“severe” condition of the psychologizers might derive from their higher consul-
tation frequency in the first three months (Table 2) and the larger number of
problems they experienced. Theoretically it is possible that, at the time they
presented symptoms, all of the somatizers had elevated GHQ scores. However, as
other studies have pointed out in general their psychosocial distress is less severe
than that of people who explicitly mentioned such distress [31, 32].

It is also possible that the GPs have underreported or misclassified psycho-
somatic complaints. If the GPs fail to recognize and classify cases of somatization
disorder and instead tend to classify the majority of complaints as purely physical,
this would affect the accuracy of the regression analysis of psychosomatic com-
plaints. The discrepancy between symptom presentation as assessed by the GP
(mostly “entirely physical”) and the persistence of elevated GHQ scores would
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then indicate a need to reassess the findings. Recent research in The Netherlands
indicates that many instances of mental illness that are unrecognized by GPs
arc borderline cases; such individuals are not severely handicapped and do not
demand help [35].

Given our results, we would go one step further and take the position that
somatizing need not always refer to underlying unsolved psychosocial problems,
but may in itself be an undesirable behavioral pattern. Such a pattern could, in a
psychiatric sense, be characterized as “hypochondria,” “hysterically cognitive
style” or “obsessive behavior” [36]. However, like Portegijs et al. [15] we suggest
viewing somatizing less as a disturbance than as a personality trait. Somatizing is
then interpreted as a problem-solving mechanism at a cognitive and behavioral
level, which should be handled as such.

In other words, it is not the symptom in itself which is relevant but the help-
seeking behavior of the patient. As argued above, such patients are unlikely to be
more mentally distressed than average patients. They distinguish themselves by
help-seeking behavior which might be seen in psychosocial terms but also can be
understood as a form of consumerism.

Moreover, this behavioral pattern is not explained by the literature’s charac-
terization of the older, submissive patient who, vis-a-vis the physician, resorts
to medical language to express discomfort or distress. The patients in our
study whose physical complaints were judged to be psychosocial in no way
adopted dependent attitudes toward their physicians. It stems more appro-
priate to characterize them as self-aware consumers. The majority of the
“somatizers” are characterized neither by an oversupply of mental problems nor
by a dependent attitude, but by frequent visits to the physician and an inde-
pendent attitude.

Further, although physicians rarely discussed their assessment that particular
physical complaints had psychosocial bases with their patients, and although these
patients were rarely referred to mental health care workers, such complaints
largely disappeared over the course of the year. Somatizing patients continued to
be frequent visitors, but possibly the patient, rather than the complaint, calls for
attention. If this is the case there seems to be little point in raising the potentially
psychosocial basis of a complaint with the patient. Ford emphasizes the impor-
tance of a physician-patient relationship in which the physician, by mutual par-
ticipation (as opposed to a physician-oriented attitude), must make the patient
aware of the patient’s own responsibilities (cf. the concept “room for the patient”)
[37-39]. This implies that the general way in which the patient deals with sickness
and health should be treated.

Our interpretation of somatizing offers on the other hand a hopeful prospect: the
“somatizer” is well-equipped as an equal negotiating partner to make the desired
contribution to personal health. On the other hand, he or she may be typified as a
modern consumer who might not accept a doctor’s authority but who will argue
that one has paid for and deserves the maximum amount of care. In this respect,
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emphasis should be laid on the doctor-patient relationship, while serious attention
should be paid to the complaints as well.
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SOCIAL SUPPORT AND STRESSFUL EVENTS IN TWO
DIMENSIONS: LIFE EVENTS AND ILLNESS AS AN EVENT

M. A. R. TDHUIS,"* H. D. FLAP,> M. FOETS' and P. P. GROENEWEGEN"**

INIVEL, Utrecht, The Netherlands, *Department of Sociology, University of Utrecht, Utrecht, The
Netherlands and *Department of Human Geography, University of Utrecht, Utrecht, The Netherlands

Abstract—Previous research on the buffering effects of social support focused mainly on life events as
stressors, and mental illness as outcome. Furthermore, the question as to why support influences illness has
not been subjected to theoretical or empirical study much. In this article we develop a hypothesis on the
basis of the theory of social capital. We hypothesize that specific types of social resources are more relevant
to the consequences of some events than of others. We test this hypothesis in two ways: (1) by taking life
events as stressor and occurrence of illness as outcome, and, which is somewhat unusual, (2) by taking illness
as stressor and duration and disabilities of illness as the outcome. Analyses of a representative sample of
the Dutch population (N=10,110) reveal that receiving specific types of support does not lead to better
health or lessillness in cases of stress. On the contrary, people who are under stress and receive more support,
also appear to report more illness, more disabilities and a longer duration. We suggest that in an open sample

like ours, the disease level measured is not severe enough to assess buffer effects of social support.

Key words—health, support, life events, illness

INTRODUCTION

Support is implicated in the aetiology of and re-
covery from both physical and mental illness [1-7].
Two distinct ideas to explain the relationship between
support and health have been put forward. First, the
direct effect hypothesis argues that support enhances
health and well-being irrespective of level of stress.
Secondly, according to the buffering hypothesis,
support exerts its effects in the presence of stress, by
protecting people from the negative consequences of
stress. Direct or buffering processes are established
in empirical research when different concepts and
types of measurement of social support are used.
Direct effects tend to be found when support is
measured by the degree to which a person is integrated
within a social network, while buffering effects tend to
be shown when support is indicated by the availability
of resources that help one respond to stressful events
[8-11]. In this paper we want to contribute to the study
of social support as a buffer of the stress of events.
At present, there is an extensive literature on life
events and their effects on mental health, and also
some literature on the effects on physical health,
although the results with regard to the latter are
not straightforward [12, 13). The foregoing argument
can also be applied to illness itself. Becoming or being
ill is also an event that requires adaptation: the length
of the illness or the extent of complaints can be
mediated by support. The extent to which people
succeed in adapting to this type of stress can be learned

*Author for correspondence at: RIVM, CCM, HDE, P.O.
Box 1,3720 BA Bilthoven, The Netherlands.
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from the duration of their illness and the degree of
disabilities.
The central questions we will try to answer here are:

(1) When we consider stressful life events, does
social support buffer their effects on
becoming ill?

(2) When we consider illness as stressor, does
social support buffer the level of disabilities
and duration of that illness?

We expect that, in the case of life events, illness will
occur less often when support is provided. In case of
illness as the stressor, we expect that the illness will be
of shorter duration or will be accompanied by fewer
limitations in respect of daily activities when support
is provided.

In investigating these hypotheses we take a
somewhat different angle than what seems standard in
the literature. We argue that buffering effects can only
take place when events to be buffered are present.
Therefore, we do not analyse the often used interaction
of events and support, but instead select respondents
who have met specific events. Finding a buffer effect
through interaction actually means that people
experiencing more events and more support suffer
fewer consequences than people experiencing fewer or
no events at all or less support or none at all. But we are
not interested in the case of fewer or no events for our
analyses here, because then there is nothing to buffer.
We believe the central issue of the buffer effect is: does
support act as a buffer in case of events?

A shortcoming in existing research thus far has been
the lack of theoretically developed hypotheses. Why is
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it that support influences illness? Possible answers to
this question are sometimes suggested in a rather ad
hoc manner [5, 14]. In this paper we want to make a
contribution to the debate on buffering effects by
providing some theoretical notions that might explain
why some researchers find buffer effects and others do
not. These notions are presented in the next section.

A THEORY OF BUFFER EFFECTS

Social support is seen as a function of personal
relations [13]. Different sides to social support like
types of social support, experienced or ‘objective’
support, positively or negatively experienced support
are popular topics in the research literature. Today,
the idea of social support has been thoroughly
examined, but no one version of this concept has been
generally accepted. Here, we propose the theory of
social capital, which, we believe, makes a contribution
to the empirical and theoretical discussion as it has
developed.

The theory of social capital assumes that people
have access to resources of the people they know
[15-17). These resources are called social or ‘second
order’ resources, meaning that network-members
control the social resources ego has access to [18]. In
order to achieve certain goals (like health) people can
use their personal (e.g. economic, cultural, physical)
and their social resources. People with more resources,
including social resources, are better able to achieve
their goals [19]. People obtain social capital by
investing in their social network by way of entering in
new relations, or expanding and preserving old
relations [16). The assumption made is that people
invest in- social relations to guarantee access in the
future, or to repay investments made by others in the
past. Therefore, social capital is more than a simple
count of all people in the network and their personal
resources. Social capital is the result of:

(@)
(b)
©

the number of people willing to provide
support;

the resources that can be mobilized in this
indirect manner; and

the extent in which these people are willing
or committed to providing support.

From these assumptions it follows that access to
social resources does not imply use. The network-
members who control the resources may already have
made great investments in ego in the past: ego does not
want to become more indebted [20], or these network-
members may no longer feel indebted to ego because
they see no future repayment from ego [21]. Further,
social resources may be goal-specific: “It takes a strong
man to carry an invalid” [22]. This may be an
explanation for the fact that measures of integration
do not, and measures of available resources in times of
stress do buffer according to the literature.

In terms of the theory of social capital, the butfer
effect concerns those cases in which support is actually

M. A. R. Tijhuis et al.

mobilized. According to our theory, people may use
the social resources they have built up in the past for
achieving momentary goals. If their well-being is
threatened by stressful events (and we see the
occurrence of illness also as a stressor), they can reduce
the consequences by resorting to their social resources.
When people have more social resources and when
they are able to mobilize more of these resources, the
consequences of stressful events will be less severe or
of shorter duration. This buffer effect will not occur or
will do so to a lesser degree if the persons to whose
resources one has access to are less socially indebted.
Because social resources are often goal-specific it is
also possible that the support available is of no use in
the specific situation arising. One might suppose that
the buffer effect would also be influenced by the
availability of professional health care: i.e. when
professionals are available, no support from lay
network-members is necessary. Since professional
providers of support are more or less equally available
to all in the Dutch society, we do not imagine that the
buffer effect will be influenced to any degree by the
presence of professional health care. Studies on the
elderly and the chronically ill [22-24], as well as a study
on a representative sample of the Dutch [25] give
empirical support for this assumption. Moreover, for
problems of everyday life there are no standard
solutions, which usually are offered by professionals.
Social resources are particularly adequate in case
of such unpredictable events, in tasks with many
contingencies which can not be easily subdivided
[22] (p. 10).

Like Litwak [22], Cohen and McKay [26] and
Cutrona and Russell [27], who categorized sources and
types of social support according to the specific needs
of individuals, we assume that specific types of social
support are more relevant to the consequences of some
events than of others. The characteristics of the specific
events and of the types of social support have to match
[5, 27). A general distinction in types of support can be
found in the work of House and Kahn [28] and
Schonfeld [29]. The most frequently used categories
are emotional support, practical support, informa-
tional support and social companionship. We
hypothesize that emotional support is more relevant
when an event causes anxiety. An event will cause
more anxiety if people do not know much about it, if
the event does not occur frequently, or if a specific
event can not be related directly to a specific cause.
There is a need for practical support when the event
restricts everyday activities. And information is
supposed to benefit people who face events that do
require professional help, and when the causes of the
events are relatively unknown. Social companionship
might influence health or illness directly, but will not
be useful in case of buffering the stressors because
specific types of support and specific events have to
match. We consider social companionship non-
specific, and not meant to exchange any particular
kind of support (compare the notion of instrumental
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The match of types of events and support

versus expressive dimensions of social support [30]). )
Regarding illness as an event, similar hypotheses are
proposed, but now with regard to health-related
support. We assume that, because events and support
have to match, support related to illness is more able
to buffer illness as an event than general types of
support. Vice versa, general types of support are more
able to buffer general types of stress (i.e. other life
events than illness) than support related to health.

This theory has much in common with the social

support resource theory as developed by Hobfoll [31]
and with the theory of optimal matching as developed
by Cutrona and Russell [27]. In contrast to these
authors [27,31], we focus on ‘behavioral social
support’. Schwarzer and Leppin [7] label the activation
of support, although usually measured by self-reports
of receivers, as behavioral support, as it reflects more
concrete experience in specific situations. Perceived
support, in contrast, reflects general expectations.
Schwarzer and Leppin [7] refer to this last kind of
support as ‘cognitive’.
Perceived support may be most important under normal,
everyday circumstances where people can usually cope on
their own or have to rely only to a limited degree on others’
help. The general sense that one is loved and cared for by
others and that these others would help once they are really
needed should contribute to psychological and physical
well-being. [7] (p. 102)

With the help of the theory of social capital we
hypothesized that, for a buffer effect to take place,
available resources must be used and match with the
need raised by the stressor. Since behavioral support
refers to concrete situations, we considered this
measurement of support to be optimal to test our
hypotheses on buffer effects.

These theoretical notions provide us with a tool to
examine the relationships among stressful events,
support and illness. The goal-specific nature of social
resources, like support, may explain why social
support has a buffering effect in some studies and not
in others. We hypothesize that, for a buffering effect
to take place, the characteristics of specific events and
of the mobilized types of social support have to match.
To test this hypothesis, we conducted multiple
regression analyses on several combinations of types
of events and support. The next section gives more
details about our data and methods.

DATA AND METHODS

Data

Data is gathered as part of the national survey
‘Morbidity and Interventions in General Practice’ [32]
by means of a health interview*. The total sample

*Qver 17,000 respondents were selected from the records of
161 general practitioners. Since virtually the entire
population of the Netherlands is registered with a general
practitioner and since the sample is quite similar to the
Dutch population [33], we may consider our sample
representative.
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includes 17,047 respondents, the response rate is 77%.
Respondents of all ages are selected, but we have only
presented findings for respondents aged 18 and over
(N=10,110) here, because this group can be
considered to have more freedom in choosing their
network-members than younger people. We will first
describe the variables used in analyses on life events,
and then provide information on details of variables
used in the analyses of illness as the stressor.
Descriptive statistics of the sample are given in Table 1.

Life events in our study were measured with the help
of two separate lists: life events experienced in the year
before the interview [34] and social problems
experienced at the moment of the interview [35). For
each list, a sum-score of the number of events or
problems was constructed. We decided to use the
number of events or problems instead of specific single
events on the basis of a literature study by Cohen and
Wills [9] in which they conclude that any single event
is less likely to be health-threatening. “It is when
multiple problems accumulate [ . . . ] that the potential
for serious disorders occurs” (p. 312). At average,
respondents report 1.9 life events and 1.4 social
problems (see Table 1). The items on illness in the
list of events were not included here, to avoid

Table 1. Descriptive statistics of the sample: percentage of respondents
according to gender, age,and to education, prevalence of chronic
diseases, minor complaints, psychiatric complaints,and of perceived
health status, mean number of social problems, mean number of life
events,mean number of days respondents could not carry out their
daily routine in the last twomonths (neglecting), mean number of days
respondents were confined to bed during the lasttwo weeks (confined
to bed), mean number of days respondents have been slowing down
inthe last two weeks (quieting) and mean number of disabilities
(N=10,110)

Percentage of respondents according to:

Gender

Male 48.8

Female 51.2
Age

18-24 years 143

25-44years 44.8

45-64 years 27.0

65 and above 139
Education

Primary 19.6

Lower secondary 28.8

Middle secondary 15.3

Upper secondary 22.2

Tertiary 14.1
Chronic diseases

449

1 or more 55.1

Minor complaints
19.9

1 or more 80.1
Psychiatric complaints

1-4 positive items 87.2

5 or more positive items 12.8
Perceived health status

(Very) good 829

Not good 17.1

Mean number of (and standard deviation)

Social problems 14 .1
Life events 1.9 (1.8)
Days neglecting 28 (10.3)
Days confined to bed 0.1 0.9
Days quieting 1.1 3.3)
Disabilities 1.1 (1.9)
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contamination with the measurement of the dependent
variable, occurrence of illness. Life events in our list
range from death of a spouse to starting a new career.
Social problems range from problems in the relation
with a partner to problems with housing. To indicate
the occurrence of illness we used three indicators:
minor complaints, psychiatric complaints and experi-
enced state of health. Minor complaints experienced
during the last two weeks prior to the interview were
measured by a checklist developed by Foets and Van
der Velden [33]. Occurrence of illness is computed by
summing all reported complaints and coding this in
0=no complaints, 1=1 or more complaints, per
respondent. Nearly 80% of the respondents report 1

*Of the 42 complaints in the list, 2 were excluded for this
study because they are not direct indicators of (physical
or mental) health: problems at work, and family
problems. The list contains the following other
complaints: fever; general tiredness; general weakness;
sweating problems; headache; vertigo/dizziness; throat
complaints; ear pain/earache; buzzing; hearing com-
plaints; sneezing/nasal congestion; nose bleed/epistaxis;
cough; pressure/tightness attributed to the heart;
palpitations/aware of heartbeat; pain attributed to the
heart; nausea; vomiting; diarrhoea; heartburn; stom-
achache or pain; cramps; constipation; teeth/gum
complaints; painful urination; incontinence; neck or
shoulder complaints; hip complaints; back complaints;
arm-, hand- or finger complaints; leg-, thigh, foot- or toe
complaints; menstrual pain. These complaints were
distinguished in eight groups with the help of the ICPC
[36]): general and unspecified complaints; neurological
complaints; respiratory and ear complaints; circulatory
complaints; digestive complaints; urinary complaints;
musculoskeletal complaints and female genital com-
plaints. Prevalence figures range from 1 to 29%.

tName-generating items were: ‘A. Do you talk with people
when you have problems with your health? B. When you
have a personal problem, do you talk about this with
other people? C. Did you receive any help or assistance
from people, with regard to a disease in the last few
months? D. Did anyone help you with jobs around the
house in the last three months? E. When you are away for
a longer period of time, do you ask someone to watch the
house, water the plants etc.? F. Did you visit anyone last
month, or did anyone visit you, or have you been going
out with people?” For each item the next question was:
‘Can you tell me the names of at maximum three
persons?’.

$These 25 chronic diseases are (in order of appearance on the
check-list): chronic bronchitis/emphysema; asthma; hay
fever; hypertension; heart complaints; cardiac failure;
haemorrhoids; varices; ulcus cruris; arterio-sclerosis;
backache (slipped disc, sciatica); rheumatism/arthritis/
arthrosis; neoplasm/cancer; diseases of the nervous
system (Parkinson’s disease, multiple sclerosis, epilepsy);
migraine/chronic headache; chronic gastro-intestinal
disorders; diabetes; gall-bladder and liver diseases; kidney
diseases; thyroid gland diseases; prostatism/prostatis;
menstruation/menopause complaints; chronic skin dis-
eases/eczema; serious consequences of an accident;
hereditary handicaps. Respondents with asthma and
chronic bronchitis are included together. Respondents
suffering from heart complaints or cardiac failure are also
included together, because these diseases belong to the
same groups in terms of symptoms. The original list
consisted also of an ‘other’ category. This category was
excluded because of suspected minor reliability.

M. A. R. Tijhuis et al.

or more complaints*. The measure for psychiatric
complaints used here is the General Health
Questionnaire (GHQ-30, [37]). The GHQ usually is
used as a first stage screening instrument of
non-psychotic psychiatric illness. Anyone reporting
five or more positive items is a possible psychiatric
‘case’ [37, 38]. In our study 13% of all respondents
reported five or more positive items. The GHQ must
be viewed as measuring present mental health in
relation to a ‘normal’ status. The state of health
experienced is measured on a five-point scale [1 = very
good through 5 =very bad, recoded to 0 (scores 1 and
2) and 1 (scores 3, 4 and 5)]. 17% of all respondents
experience their current health status as not good.

The central variables of this study are indicators of
social support. To assess the amount and kinds of
social support we used the exchange method [39]. Six
name-generating questions had to be answered, each
referring to the provision of a specific type of social
supportf. Respondents were requested to list a
maximum of three network-members per question, in
reference to people outside the household. Several
types of social support can be distinguished:
health-related support (see footnote: items A and C)
and support not related to health (items B, D, E and
F), and within these categories emotional support
(items A or B) and practical support (items C or D and
E). Item F is supposed to indicate social companion-
ship, but as mentioned earlier, we have excluded this
concept for the present problem at hand. We
computed sum-scores for each respondent by counting
the number of times the respondent reported receiving
a specific type of support. Figures for support-vari-
ables can be found in our earlier work [40].

A last indicator of support is the amount of medical
information people have access to through network-
members working (or educated to work) in health care.
Nearly half of the respondents had such network-
members available to them. We acknowledge the fact
that the existence of these social relations in the
network does not mean that information is received by
the respondent. Although we stated in the section on
theory that availability of resources does not imply use
of them, and that only use of resources might buffer,
we can not analyse this to the full extent, because we
have no direct data available on receipt of
information.

For the analyses on illness as stressor, we measured
illness in terms of four indicators of which we already
mentioned three (minor- and psychiatric complaints
and experienced health status) above. The fourth
indicator concerns chronic diseases. The presence
of a chronic disease was measured by a checklist
developed by Van den Bos [41]. For each of 25
diseases}, the respondent filled in whether he or she
suffered from this disease. 55.1% of all respondents
report one or more chronic diseases. This figure is
comparable to the results of other studies carried out
by the Central Bureau of Statistics in the Netherlands,
using the same list of diseases [42]. We did not relate
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life events to the prevalence of chronic diseases,
because these diseases generally precede the events and
therefore such analyses would be causally incorrect.
Several measures were used to indicate the duration of
illness. The first is the number of days (in the last two
months before the interview) respondents were not
able to carry out their daily routine. This variable is
labelled ‘neglecting’. The second variable is the
number of days (in the last two weeks) respondents
reported having been ‘confined to bed’. The last
variable of this kind is the number of days (in the last
two weeks before the interview) respondents have been
slowing down: ‘quieting’. In contrast to the actual
duration of an illness these measures can be considered
as ‘social’ duration, or ‘social’ limitations, because
they indicate the consequences illness has for social
life. The majority of the respondents (over 80%)
reported that they did not neglect their daily routine,
had been confined to bed or were ‘quieting’. An
adjusted version of a checklist developed by the
OECD*. (OECD-16, [43]) was used to indicate the
physical disabilities people meet with. Respondents
could report to what extent they were able to perform
certain activities themselves. Over 40% of the
respondents experienced one or more disabilities.
These may range from not being able to climb the
stairs, or not being able to run a 100 m, to not being
able to get dressed or cut food. We did not relate minor
and psychiatric complaints to the disabilities people
experience. These complaints are acute in contrast to
the disabilities which may be lifelong. Such analyses
would then be causally incorrect. Finally, the support
variables employed in the analyses on illness as stressor
are the same as the ones we have described above.

Methods

Like Litwak [22] (and with regard to mental illness:
Cohen and McKay [26]) we assume that specific types
of social support are more relevant to the
consequences of some events than of others. The
characteristics of the specific events and of the types of
social support have to match. Therefore, we
categorized our measures of stress (life events, social
problems) according to the supposed buffer effects of
the types of support (see Table 2). We categorized
these measures of stress ourselves. This may be not the
best method. We expect that the life events or social
problems in our list require support not related to
health. Accordingly, we discuss this categorization
below.

We also categorized our measures of illness as event
(chronic diseases, minor-, psychiatric complaints and
experienced health status) according to the supposed
buffer effects of the different types of support. Table
3 shows our expectations regarding the needs for
support of people experiencing those illnesses. We
expect that these types of illness generally only require

*QECD stands for Organization for Economic Cooperation
and Development.
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Table 2. Expected need for support per life event or social problem

Support,
not related to health

practical emotional

Life events:

You moved, within town + 0
You moved, out of town + +
You moved out parents house + +
Your child moved out 0 +
Your wife is pregnant, gave birth to a child* + +
Your wife had an abortion or miscarriage* 0 +
You stopped working 0 +
Other in family stopped working 0 +
You started working + 0
Other in family started working + 0
You started school, college, etc. + 0
You quitted school, college, etc. 0 +
You got a degree 0 +
You/other in family failed to get a degree 0 +
Other in family married (1] +
Other in family divorced 0 +
You/other in family run away + +
You had a financial success + 0
You had a financial disappointment + +
You suffered loss due to theft, fire, violence + +
Your partner died + +
Your child died + +
Your father/mother died + +
An important other died 0 +
You married + +
You divorced + +
You/partner had or has an affair 0 +
You were promoted 0 +
Your pet died 0 +
You/other in family was involved in a lawsuit + +
Social problems:

Financial + +
Housing + +
Parents 0 +
Education + +
Work + +
Getting older 0 +
Partner 0 +
Children 0 +
Important others 0 +
Contacts in general 0 +
Sexual 0 +
Religion 0 +
Self-realization 0 +
Yourself 0 +
Future 0 +
Addiction 0 +
Loneliness 0 +
Changes in society 0 +
Neighbourhood + +
Spending leisure time + +
Life in general 0 +

*For men only.

support that is related to health. We further expect that
all chronic diseases require information, because, since
these diseases are chronical, professional help might
ease the consequences for daily life.

We state clearly that, as we are only considering
buffer effects here, and since events or illness are
the stressors that are hypothesized to be buffered
by social support, we only selected respondents
who reported events or illness. We used linear as
well as logistic regression analyses. For analyses
regarding life events and social problems we are
mainly interested in occurrence of illness: does illness
not occur when life events or social problems are
buffered by social support? Because our data on illness
were unable to follow the normal distribution of the
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Table 3. Expected need for support per chronic disease, group of minor complaints, psychiatric
complaints, or feeling in bad health

Health-related support

practical emotional information

Chronic diseases:
Arterio-sclerosis + + +
Backache (slipped disc, sciatica) + + +
Chronic bronchitis/emphysema, or asthma + + +
Chronic gastro-intestinal disorders + + +
Chronic skin diseases/eczema 0 + +
Diabetes 0 + +
Diseases of the nervous system

(Parkinson disease, multiple sclerosis, epilepsy) + + +
Gall-bladder and liver diseases (incl. bilestones) + +
Haemorrhoids 0 0 +
Hay fever 0 0 +
Heart complaints, or cardiac failure + + +
Hereditary handicaps + + +
Hypertension 0 + +
Kidney diseases (incl. kidney stones) + + +
Menstruation/menopause complaints® - + +
Migraine/chronic headache + + +
Neoplasm/cancer (incl. leukaemia) + + +
Prostatism/prostatitis® + + +
Rheumatism/arthritis/arthrosis + + +
Serious consequences of accident + + +
Thyroid gland diseases + + +
Ulcus cruris + + +
Varices + + +
Minor complaints:
General and unspecified + + +
Neurological + + +
Respiratory 0 0 0
Digestive + + 0
Circulatory + + +
Musculoskeletal + 0 +
Urinary 0 0 +
Female genital* + + +
Psychiatric complaints + + +
Feeling in bad health + + +

*For women only.
*For men only.

errors as assumed for linear regression and because we
are interested in occurrence (and not number) of
complaints, we conducted logistic regression analyses
[44]. For the analyses on illness as event we are
interested in buffer effects of support on level of
disabilities and ‘social’ duration. Since the dependent
variable for this type of analysis is continuous (the
number of disabilities, or the number of days
respondents neglected daily routine, or have been
confined to bed, or have been quieting)*, "we
performed linear regression analyses. Because a
majority of the respondents did not report disabilities
or neglecting their daily tasks etc., these dependent
variables had to be transformed to be able to apply
linear regression analyses. Best fitting results with

*Another option for dealing with this problem is to recode
the dependent variable in a dichotomous way. Then the
question is not whether social support influences the
number of disabilities, days neglecting routine etc., but
whether social support influences the occurrence of
disabilities or neglecting routine etc. Neglecting routine,
being confined to bed and ‘quieting’ must then also be
considered as a kind of disability. Such a dichotomized
dependent variable demands for logistic regression
analyses. Anyway, whether we performed linear or logistic
regression analyses, results were always quite the same.

regard to residuals and outliers [45] were obtained by
transforming the dependent variable with a square
root: /y+./(y+1), where y=dependent variable.
These data were now more able to follow the normal
distribution of the errors. All coefficients are tested for
significance at a one-tail P<0.05 level.

Because types of support seem to overlap, we
admitted only one type of support in each equation.
When practical support is provided, for instance,
people most often also experience emotional support.
In order to distinguish these different types of support,
we elicited them separately and also employed them in
separate analyses. -

In an attempt to take possible confounders into
account, age, gender, education and the number of
events or complaints were included in the analyses as
control-variables. The number of events or complaints
was included to indicate severity. We included the
number of events or complaints only for the same
category of events or complaints. All variables in
regression analyses were used as continuous variables,
except gender. Gender is a dummy-variable: 1 =male.
Education is coded as 1 =low, 5=high.

Of course, we also conducted bi-variate analyses. To
be able to determine whether events do relate to illness
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in general, and whether support relates to illness in
general, we computed product moment correlations
for our total sample. These are shown in Appendices
‘A and B, and will be discussed in the next sections
when appropriate.

RESULTS

First, we describe results for our categorization of
stress-measures according to the supposed buffer
effects of the types of support. Correlations (Pearson
product-moment, [46]) between events requiring
specific kinds of support (not related to health) and
perceiving this kind of support are given in Appendix
C. Although the statistical significance of low
correlations might be due to the large sample size,
these correlations nevertheless indicate that our
categorization could be useful. These correlations are
calculated for each number of events or problems in
combination with the receipt of one particular type of
support. All correlations indicate that the experience
of more life events or social problems is related to the
experience of more support. Relationships of life
events and social problems requiring emotional
support with receiving emotional support are
statistically significant. The relationships of life events
or social problems requiring practical support and
receiving practical support are not statistically
significant. Because the lists of events or problems
requiring emotional or practical support partially
overlap, the finding that correlations with the receipt
of both types of support are statistically significant
does not surprise us, although we would have expected
stronger correlations with the matching type of
support. Further, we see that these stressors are also
related to the receipt of health-related types of
support. We assume that, although the list of events
and problems did not incorparate items on health
problems, these correlations are due to the fact
that people very often also experience health
problems.

Correlations between types of illness and all types of
health-related support are also given-in Appendix C.
Experiencing more chronic diseases, more minor
complaints, psychiatric complaints and feeling in bad
health is generally related to receiving health-related
emotional and practical support. For the availability
of sources of information, the correlations with
measurements of illness as stressor are mostly
negative. Experiencing chronic diseases is generally
related to perceiving less sources of information.
Experiencing minor and psychiatric complaints, or
feeling in bad health is not significantly related to
receiving sources of information.

*To take the possible confounding effect of severity into
account, we also conducted analyses for people with and
without chronic comorbidity (not shown here). We found
no important differences between these analyses.
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Correlations between one type of support and
categories of, for instance, chronic diseases are always
quite the same. This is due, of course, to the fact that
the chronic diseases in each category overlap: one
chronic disease often requires several kinds of support.
The same is true for the categories of minor
complaints.

Half of the correlations between types of support
not related to health (emotional support in particular)
and types of illness as stressor are also statistically
significant. Suffering from a particular illness, of
course, does not mean that only health-related matters
are experienced. People who suffer from illness,
probably also experience certain other life events or
sociai problems. In further analyses, buffer effects of
all kinds of support are estimated with regard to all
kinds of stressors.

The next paragraphs in this results section concern
the hypothesized buffer effects.

4.1. Social support in relation to life events

That events coincide with more health complaints
can be concluded from Appendix A: the number of
events or problems and the number of specific
complaints are all positively related. The results of
testing the hypothesis that support buffers the effects
of events or problems on reported complaints are
shown in Table 4. The main conclusion to be drawn
is that there is just one statistically significant
(negative) coefficient in accord with our hypothesis:
people who reported social problems requiring
emotional support (all problems in our list) and who
also have resources available who might give them
health-related information, appear to report feeling in
bad health less often (coefficient= —0.38). What
appears more clearly is that people experiencing
complaints also receive more support, specifically
health-related emotional and practical support.

4.2. Social support in relation to illness as stressor

All types of self-reported illness are positively and
statistically significant related to the ‘social’ duration
of illness and disabilities (Appendix B). Findings on
the hypothesis about buffer effects of social support on
the ‘social’ duration and disabilities of chronic diseases
are in line with the conclusions above (see Table 5)*.

Health-related support has no buffer effects: people
who report a longer duration and more disabilities,
receive more health-related support than people who
report a shorter duration or fewer disabilities. An
exception here is information: people with chronic
diseases report fewer disabilities in combination with
the availability of sources of information (coefficients
are: for chronic diseases requiring emotional support
—0.15, for chronic diseases requiring practical
support —0.17, for chronic diseases requiring
information —0.15, all are statistically significant at a
level of P<0.001).

In all regression equations regarding people with
minor complaints, the signs of support-variables are
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Table 4. Non-standardized logistic regression coefficients for each type of support per dependent variable,

for people with social problems or life events requiring emotional or practical support, analyses are

controlled for gender (0= female, | =male), age (continuous), education (1 =low, through 5= high), and
number of problems or events in each group of problems of events

Occurrence of

minor Psychiatric Feeling in
complaints complaints bad health
(1) For people experiencing social problems requiring emotional support (N =3226)
Emotional support, not related to health 0.21 0.16 -0.17
Practical support, not related to health 0.15 0.02 —0.01
Emotional support, related to health 0.63*** 0.32%++ 0.50%**
Practical support, related to health 0.55 0.68%** 0.92%**
Information, related to health 0.01 -0.09 —0.38%**
(2) For people experiencing social problems requiring practical support (N =651)
Emotional support, not related to health 0.20 0.28 0.03
Practical support, not related to health 0.15 0.08 0.15
Emotional support, related to health 0.93** 0.32 0.36
Practical support, related to health 0.39 0.36 1.42%+*
Information, related to health -0.04 -0.09 -0.28
(3) For people experiencing life events requiring emotional support (N =2259)
Emotional support, not related to health 0.23* 0.57%%* 0.07
practical support, not related to health 0.32%%* 0.06 0.07
emotional support, related to health 0.93%*+ 0.65*** 0.57%**
practical support, related to health 1.32%%* 1.01%** 1.47%%*
information, related to health -0.07 -0.03 -0.12
(4) For people experiencing life events requiring practical support (N=1733)
Emotional support, not related to health 0.40** 0.58%** -0.03
Practical support, not related to health 0.23* —-0.01 0.04
Emotional support, related to health 1.08*** 0.83*%* 0.59%**
Practical support, related to health 1.45%** 0.9]1*** 1.44*%*
Information, related to health 0.09 —0.16 -0.08

Statistical significance: *P <0.05; **P <0.01; ***P <0.001, -test.

positive, indicating that respondents reporting more
days neglecting the routine, being confined to bed and
quieting experience more support, health-related* or
not. Results for people with psychiatric complaints are
that health-related support has no buffer effect, and
that the possible buffer effects of emotional support
not related to health are not statistically significant
(coefficients are: for number of days neglecting daily
tasks —0.27, for number of days being confined to bed
—0.09, for number of days quieting —0.29). That
emotional support not related to health might buffer
the effects of psychiatric complaints (vs the
non-buffering effects of emotional support related to
health) may not be strange since our measures of
support clearly distinguish between health problems
and personal problems. Respondents may view
psychiatric complaints as personal problems and not
as health problems. Results for people feeling in bad
health are all in line with the results for people

*We also carried out separate regression analyses for
respondents experiencing minor complaints divided in
those with and without paid employment. Perhaps people
misinterpreted the question about neglecting their daily
routine as only referring to work. There are no important
differences in signs and statistical significance of
coefficients for support variables between employed and
unemployed people. Another possible reason why we did
not find any buffer effects could be that the support
measures only refer to people outside of the household.
For this reason we performed all regression analyses both
for people living alone and for those not living alone.
Again, no differences were found with regard to buffering
minor complaints.

experiencing minor complaints: people experiencing
longer duration perceive more support.

Because most of our respondents report no days of
neglecting daily tasks, being confined to bed or
quieting at all, and nearly 60% reports having no
disabilities, we decided to perform the analyses shown
in Table 5 for respondents reporting at least one day
of being constrained through illness or at least one
disability. This may be also another way of controlling
for severity of illness to a certain extent. People who
have suffered at least some consequences of their
illness, asindicated by the report of a disability or a day
of quieting etc., may be all more severely ill than people
who have not suffered these consequences recently. In
Appendix D we show the results of these analyses.
They indicate that, to some extent, buffer effects might
exist for this group of respondents. More coefficients
of support variables show the expected buffer effect,
namely 13 as compared to 3 in Table 5. Nearly half of
all coefficients in Appendix D appear to have a
negative sign (the ‘sign’ of buffering), whereas in
Table S only 11 out of all 135 coefficients do. More in
detail, the availability of sources of information
appears to be related negatively to the number of days
being confined to bed and the number of disabilities.
Coefficients of emotional support not related to health
reach statistical significance in the number of days
quieting in the case of people experiencing chronic
diseases requiring emotional support (—0.25), and
requiring information (—0.30), and also in the case of
people experiencing minor complaints requiring
information (—0.22).- We will discuss these results in
the next section.
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Table 5. Non-standardized linear regression coefficients for each type of support per dependent variable

for people with illness as stressor, analyses are controlled for gender (0=female, 1=male), age

(continuous), education (1 = low, through 5=high), and number of diseases or complaints in each group
of diseases or complaints

Number of days
Confined Number of
Neglecting to bed Quieting  disabilities
(1) For people experiencing chronic di. requiring | support (N = 5042)
Emotional support, not related to health 0.22* 0.01 0.08 0.01
Practical support, not related to health 0.37%** 0.05%** 0.20***  -0.03
Emotional support, related to health 0.60*** 0.06** 0.4]*** 0.11**
Practical support, related to health 2.83%%* 0.41*** 1.50%** 0.83%**
. Information, related to health 0.11 0.02 0.09 —0.15%¢*
(2) For people experiencing chronic diseases requiring practical support (N =4362)
Emotional support, rot related to health 0.21 0.01 0.10 -0.01
Practical support, not related to health 0.36*** 0.06** 0.22**+  -0.03
Emotional support, related to health 0.624** 0.06* 0.41*** 0.13**
Practical support, related to health 2.81%** 0.44%** 1.50%** 0.86***
Information, related to health 0.09 0.02 0.07 ~0.17***
(3) For people experiencing chronic diseases requiring information (N = 5509)
Emotional support, not related to health 0.17 0.01 0.08 -0.01
Practical support, not related to health 0.37%** 0.05%** 0.18***  —-0.04
Emotional support, related to health 0.61*** 0.06** 0.42%%* 0.11**
Practical support, related to health 2.81%%* 0.39%°* 1.43%®¢ 0.81%*
Information, related to health 0.07 0.02 0.06 —0.15%+*
(4) For people experiencing minor laints requiring ! support (N =6264)
Emotional support, not related to health 0.07 0.01 0.05 —_
Practical support, not related to health 0.32¢°* 0.05*** 0.18*** —
Emotional support, related to health 0.48*** 0.03 0.36%** —
Practical support, related to health 2.63%** 0.41%** 1.29%** —
Information, related to health 0.08 0.02 0.10* —

(5) For people experiencing minor complaints requiring practical support (N = 7142)
01

Emotional support, not related to health 0.04 0.01 —
Practical support, not related to health 0.31%** 0.04%** 0.17%%* —
Emotional support, related to health 0.44%%* 0.03 0.33e%¢ —
Practical support, related to health 2.69%** 0.40%** | I —
Information, related to health 0.05 0.02 0.07

(6) For people experiencing minor ¢ lainis requiring infor (N=6874)
Emotional support, not related to health 0.06 0.01 0.02
Practical support, not related to health 0.30%** 0.04*** 0.17%2* —
Emotional support, related to health 0.44%** 0.03* 0.33%%* —_—
Practical support, related to health 2.68%** 0.41%°* 132800 —_
Information, related to health 0.05 0.01 0.06 —

(7) For people experiencing psychiatric complaints (N =1221)
Emotional support, not related to health .27 -0.09 -0.29 —
Practical support, not related to health 0.59** 0.11* 0.38%** —
Emotional support, related to health 0.66° 0.10 0.52%** —_
Practical support, related to health 3.520% 0.65*** 1.68*** —
Information, related to health 0.52 0.01 0.28 -

(8) For people feeling in bad health (N =1693) 2

- Emotional support, not related to health 0.41 0.07 0.25 —

Practical support, not related to health 0.61*2* 0.12%¢+ 0.39*** -
Emotional support, related to health 0.64* 0.06 0.417*
Practical support, related to health 2.65%** 0.47%%* 1.42%°* —
Information, related to health 0.36 0.03 0.41°*

Statistical significance: *P<0.05; **P <0.01: ***P<0.001, r-test. ’
Regression analyses for people experiencing minor-, psychiatric complaints and feeling in bad health with

number of disabilities are not included: these complaints are acute while disabilities may have been
present for a longer period of time. Such analyses then, would be causally incorrect.

CONCLUSION AND DISCUSSION

The main result of this study is that receiving
support does not coincide with better health or less
illness in cases of stress. On the contrary, especially
perceiving practical support related to health is
associated with occurrence of illness, a greater number
of disabilities and a longer duration. An explanation
for these results has been hinted at earlier by Dunkel-
Schetter and Wortman [47), Avis et al. [48] and
Schwarzer and Leppin [7). With cancer as the stressful

event and symptoms and physical functioning as
dependent variables, Dunkel-Schetter and Wortman
[47] conclude that stress can bring about increased
support that could mistakenly be viewed as a negative
buffering effect even in longitudinal studies. Schwarzer
and Leppin [7] call this phenomenon a ‘mobilization’
effect. In our case this probably means that we did not
take the severity of the complaints sufficiently into
account, because ‘mobilization’ could be caused by the
fact that people who are more severely ill also need
more support than those less severely ill. Studies by
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Ros [49] and Glass and Maddox [50] show that
buffereffects are found for severely ill people.
Schonfeld [29] argues that when severely threatening
life events are rare in a sample, a study does not
provide an optimum context for examining stress
buffering effects. In this study we have tried to take the
severity of complaints into account by controlling for
the number of events or complaints. We also
conducted separate analyses for people who can be
considered more severely ill on grounds of other
measurements and those who probably are less
severely ill. Finally, for illness as stressor, we also
performed analyses for people who reported at least
one day of being constrained because of their illness or
at least one disability, assuming that these people
would be more severly ill than people who did not
report these consequences. Although we found an
increased number of indications of buffer effects for
this group, this number was still not very convincing.
However, to examine the effect of severity into more
depth, one needs a case-control study in which more
specific data on physical and mental condition are
available.

Systematic buffer effects are not found in our
analyses. Buffer effects are found sometimes in the case
of information available through persons working in
health care: more health-related information available
relates to fewer complaints, shorter duration and fewer
disabilities for people suffering from chronic diseases.
Nevertheless, the number of relationships indicating
buffer effects is too small to be conclusive. Support
not related to health does not show buffer effects
systematically and this type of support does not
often show statistically significant relationships at all.

Methodological objections could be made. For
instance, we employ cross-sectional data to test
hypotheses on a longitudinal process. Still, we hardly
ever find buffer effects for support not related to
health, while other researchers in this area, also using
cross-sectional data, did find buffer effects, for
physical illness too. One reason may be for minor
complaints, that they usually are present for such a
short period that support simply does not get a chance
to buffer its course. One could also criticise our
measurement of the length of illness behaviour. This
length was limited to two months or two weeks before
the interview, but this period may have continued after
the interview or may have started before the two
.month or two weeks period. We do not have a remedy
for this problem. Further, all measurements were
reported by the respondents themselves. For the
support measure for instance this means that only
people who experienced the receipt of support report
this, for people who did not experience support we
have no data on support available. Then, there is the
problem of matching types of events and support. We
categorized events in a rather ad hoc manner. Future
studies have to test this categorization. A final remark
involves the time-frames of all variables used.
Imposing a causal order on the measures used is not

M. A. R. Tijhuis et al.

that easy, even more so since the support-variables
each refer to different time-frames.

But, notwithstanding these remarks, the design of
our study has some clear advantages over those of
others. For instance, we studied life events as well as
illness as stressor. Furthermore, the buffer effects of
social support on the occurrence of physical illness
have not been studied very often (we can only recall
one earlier study: [51]). Even more advanced in this
field is our investigation into the duration and
accompanying disabilities of the illness with regard to
illness as a stressor. This clearly fills a gap in the
research literature on buffer effects. Not only is
physical illness rarely studied, if it is, researchers only
examine utilization of health services or recovery [2].
There are still other methodological advantages in our
study worth recalling. The data are gathered for a
representative sample. And most important, the idea
of necessity of a match between types of support and
illness for the occurrence of buffer effects, has been
empirically tested in this study. As, in contradistinc-
tion to most earlier studies, we have data at our
disposal on several types of illness and support, we
were able to combine types of support and types
of events in our analyses. Although other authors
also report on matching events and support
[48-49, 52-56], this line of research is rare in the
international literature. Unfortunately, we have very
few results worth mentioning on the validity of
matching types of support and illness.

In considering the properties of our investigations
here, we think that the lack of empirical results
confirming the buffer effect can not be completely
attributed to faults in design and measurement. The
only measure of support that shows buffer effects
sometimes is ‘available information’. These results are
open to several possible interpretations. For one, it
may be that social support does not buffer the duration
or disabilities of illness in an open population. The
events or diseases studied might also be not severe
enough for the buffer effect to function. The suggestion
for future research to be concluded from this is that
social support should be asked for more specifically, in
relation to specific events, and that also the measure
of illness, or duration and disabilities must be much
more specific, and of course, longitudinal.

Another option is to withdraw the mechanism of
buffer effects as we described it in terms of actual use
of resources. Since health-related information is
measured indirectly, as access to health professionals,
we probably have measured some kind of integration
instead of the receipt of support. The mechanism
proposed alternatively is of a more psychological
nature. This other possible path consists of direct
psycho-physiological changes (like elevated blood
pressure) instigated by members of the social network,
that influence disease susceptibility. Less exposure to
social contacts then, is expected to produce a worse
physiological or psychological status that could
produce occurrence of health complaints [14]. This
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possible mechanism is expected to work irrespective of
stress level. Previous analyses [57] indicated that other
measures of integration, especially household compo-
_ sition, are positively related to health. Some first

provisional analyses on a selection of people
experiencing chronic diseases (not shown) indicate
that not living alone, being member of a church, being
member of a voluntary organization, reporting more
friends and a higher number of support-givers overall,
is related to reporting less disabilities. The causal
direction of these results has to be determined by
longitudinal analyses, because it is possible that these
measures of integration protect health, but it is also
possible that it is health status that determines the
degree of social integration.

Acknowledgement—The work reported here is supported by
a grant (NWO, Grant Number 500-279-202) as part of a
larger study on social networks and health.

1.

12.

13.

14

REFERENCES

. Leavy R. L. Social support and psychological disorder:

a review. J. Commun. Psychol. 11, 3, 1983.

. Wallston B. S., Alagna S. W., DeVellis B. M. and

DeVellis R. F. Reviews. Social support and physical
health. Hith Psychol. 2, 367, 1983.

. Wortman C. B. and Conway T. L. The role of social

support in adaptation and recovery from physical illness.
In Social Support and Health (Edited by Cohen S.
and Syme S.L.), p. 281. Academic Press, New York,
1985.

. Ganster D. C. and Victor B. The impact of social support

on mental and physical health. Br. J. Med. Psychol. 61,
17, 1988.

. Cohen S. Psychosocial models of the role of social

support in the etiology of physical disease. Hith Psychol.
7, 269, 1988.

. Cohen, S. Social supports and physical health:

symptoms, health behaviours, and infectious disease. In
Life-span Developmental Psychology: Perspective on
Stress and Coping (Edited by Cummings M., Greene A.
L. and Karraker K. H.), p. 213. Lawrence Erlbaum,
Hillsdale/New York, 1989.

. Schwarzer R. and Leppin A. Social support and health:

a theoretical and empirical overview. J. Soc. Personal
Relationships 8, 99, 1991.

. Cohen S. and Syme S. L. Issues in the study and

application of social support. In Social Support and
Health (Edited by Cohen S. and Syme S. L.), p. 3.
Academic Press, New York, 1985.

. Cohen S. and Wills T. A. Stress, social support and the

buffering hypothesis. Psychol. Bull. 98, 310, 1985.

. Israel B. A.and Rounds K. A. Social networks and social

support: a synthesis for health educators. Adv. Hith
Educ. Promotion 2, 311, 1987.

Van Sonderen F. L. P. Het meten van sociale steun
(Measuring social support). Universiteitsdrukkerij,
Groningen, 1991.

Tausig M. Measuring life events. In Social Support,
Life Events, and Depression (Edited by Lin N., Dean A.
and Ensel W. M.), p. 71. Academic Press, Orlando,
1986.

House J. S., Umberson D. and Landis K. R. Structures
and processes of social support. A. Rev. Sociol. 14, 293,
1988.

Berkman L.F. The relationships of social networks and
social support to morbidity and mortality. In Social

15.

19.

20.

21.

22,

23.

24.
25.

26.

27.

28.

29.

30.

3L

32.

33.

. Boxman E. A. W. Contacten en carriére.

1523

Support and Health (Edited by Cohen S. and Syme S. L.),
p. 241. Academic Press, New York, 1985.

Bourdieu P. Le capital social. Notes provisoires. [The
social capital. Preliminary notes] Actes Recherche Sci.
Soc. 3, 2, 1980.

. Flap H. Conflict, Loyalty, and Violence. Peter Lang,

Frankfurt, 1988.

. Coleman J. S. Social capital in the creation of human

capital. Am. J. Sociol. 94, supplement s95, 1988.

Een
empirisch-theoretisch onderzoek naar de relatie tussen
sociale netwerken en arbeidsmarktposities. (Contacts and
careers. An empirical-theoretical study on the relation-
ship between social networks and labor market
positions). Thesis publishers, Amsterdam, 1988.
Campbell K. E., Marsden P. V. and Hurlbert J. S. Social
resources and socioeconomic status. Soc. Networks 8,97,
1986.

Joosten J., Van der Horst F. and De Witte L. Chronische
patienten en hun sociale contacten (Chronic patients and
their social contacts). Paper for the Dutch-Flemish days
for Sociologists, 1986. )

Rounds K. A. and Israel B. A. Review. Social networks
and social support: living with chronic renal disease.
Patient Educ. Counseling 1, 227, 1985.

Litwak E. Helping the Elderlv. The Complementary Roles
of Informal Networks and Formal Systems. Guilford
Press, New York/London, 1985.

Van den Brink-Muinen A. and Sixma H. De zorg voor
ouderen in Almere (Care for the elderly in Almere).
NIVEL, Utrecht, 1990. '

Janssen M. Personal Networks of Chronic Patients.
Datawyse, Maastricht, 1992.

Felling A. J. A., Fisclier A. A. M. and Van der
Poel M. G. M. Primaire relaties en sociale steun.
Achtergronden van de behoefie aan steun, de aard en de
omuvang van informele steunverlening en daarbij opgedane
ervaringen (Primary relationships and social support.
Backgrounds of the need for support, the tvpe and
amount of informal care-giving, and experiences with
informal care). Instituut voor Toegepaste Sociale
Wetenschappen, Nijmegen, 1992.

Cohen S. and McKay G. Social support, stress and the
buffering hypothesis: a theoretical analysis. In Handbook
of Psychology and Health, Vol. 4 (Edited by Baum A.,
Singer J. E. and Taylor S. E.), p. 253. Erlbaum,
Hillsdale/New York, 1984. :
Cutrona C. E. and Russell D. W. Type of social support
and specific stress: toward a theory of optimal matching.
In Social Support: An Interactional View (Edited by
Sarason B. R., Sarason 1. G. and Pierce G. R.), p. 319.
Academic Press, New York, 1990. :

House J. S. and Kahn R. L. Measures and concepts of
social support. In Social Support and Health (Edited by
Cohen S. and Syme S. L.), p. 83. Academic Press, New
York, 1985.

Schonfeld 1. S. Dimensions of functional social support
and psychological symptoms. Psychol. Med. 21, 1051,
1991.

Lin N. Conceptualizing social support. In Social
Support, Life Events, and Depression (Edited by Lin N.,
Dean A. and Ensel W. M.), p. 17. Academic Press,
Orlando, 1986. ‘
Hobfoll S. E., Freedy J., Lane C. and Geller P.
Conservation of social support resources: social support
resource theory. J. Soc. Personal Relationships 7, 465,
1990. :

Foets M., Van der Velden J. and de Bakker D. De Survey
Design. National Study of Morbidity and Interventions in
General Practice. NIVEL, Utrecht, 1992.

Foets M. and Van der Velden J. Een Nationale Studie van
ziekten en verrichtingen in de huisarispraktijk. Basisrap-
port: Meetinstrumenten en procedures (National Study of

o1




DEMAND FOR CARE

1524

34.

35.

36.
37.

38.

39.

41.

42

43.

morbidity and interventions in general practice.
Basis-report: Measurements and procedures). NIVEL,
Utrecht, 1990.

Ormel J. and Koeter M. W. J. De Groningse
gebeurtenissen lijst (The Groningen events list). Aca-
demic Hospital, Department of Social Psychiatry,
Internal publication, Groningen, 1985.

Furer J. W. and Tax B. Somatische klachten,
psychiatrische symptomen en psychosociale problemen.
Prevalentie, overlappingen en verbanden met de-
mografische variabelen (Somatic complaints, psychiatric
symptoms and psychosocial problems. Prevalences,
overlap en relations with demografic variables).
Eindrapport van het Regioprojekt Nijmegen, deel 1.
Instituut voor Sociale Geneeskunde, Katholieke Univer-
siteit Nijmegen. ISG-publikatie nr. 17, 1987.

Lamberts H. and Woods M. International Classification
of Primary Care. Oxford University Press, Oxford, 1987.

44,
45.
46.
47.

48.

49.

M. A. R. Tijhuis e? al.

Hosmer D. W. and Lemeshow S. Applied Logistic
Regression. John Wiley and Son, New York, 1989.
Weisberg S. Applied Linear Regression. John Wiley and
Son, New York, 1985.

Hays W. L. Statistics. Holt, Rinehar and Winston, New
York, 1981.

Dunkel-Schetter C. and Wortman C. B. The interper-
sonal dynamics of cancer: problems in social relation-
ships and their impact on the patient. In Interpersonal
Issues in Health Care (Edited by Friedman H.S. and
DiMatteo M.R.), p. 69. Academic Press, New York,
1982.

Avis N. E., Brambilla D. J., Vass K. and McKinlay J. B.
The effect of widowhood on health: a prospective
analysis from the Massachusetts women’s health study.
Soc. Sci. Med. 33, 1063, 1991.

Ros W. J. G. Sociale steun bij kankerpatienten (Social
support in cancer patients). Thesis Publishers, Amster-

Goldberg D. The Detection of Psychiatric Illness by dam, 1990.

Questionnaire. Maudsley Monographs No. 21. Oxford  50. Glass T. A. and Maddox G. L. The quality and quantity

University Press, London, 1972. of social support: stroke recovery as psycho-social

Tarnopolsky A., Hand D. J., McLean E. K., Roberts H. transition. Soc. Sci. Med. 34, 1249, 1992.

and Wiggins R. D. Validity and uses of a screening 51. Lin N. and Ensel W. M. Life stress and health: stressors

questionnaire (GHQ) in the community. Br. J. Psychiat. and resources. Am. Sociol. Rev. 54, 382, 1989.

134, 508, 1979. 52. Schaefer C., Coyne J. C. and Lazarus R. S. The

Fischer C.S. To Dwell among Friends: Personal Networks health-related functions of social support. J. Behav.

in Town and City. Chicago University Press, Chicago, Med. 4, 381, 1982.

1982. 53. Cohen S., Mermelstein R., Kamarck T. and Hoberman
. Tijhuis M. A. R., Flap H. D., Foets M. and Groenewegen H. M. Measuring the functional components of social

P. P. Netwerken in Nederland. Een onderzoek naar support. In Social Support: Theory, Research and

persoonlijke netwerken van Nederlanders (Networks in Applications (Edited by Sarason I. G. and Sarason

the Netherlands. A study of personal networks of the B. R.), p. 73. Martinus Nijhoff Publishers, Dordrecht,

Dutch). Mens en Maatschappij 67, 5, 1992. 1985.

Van den Bos G. A. M. Zorgen van en voor chronisch _54. Dooley D., Rook K. and Catalano R. Job and non-job

zieken (Care for the chronically ill). Bohn, Scheltema and stressors and their moderators. J. Occup. Psychol. 60,

Holkema, Utrecht, 1989. 115, 1987.

Van den Berg J. and Van den Bos G. A. M. Het (meten ~ 55. Ensminger M. E. and Celentano D. D. Unemployment

van het) voorkomen van chronische aandoeningen, and psychiatric distress: social resources and coping. Soc.

1974-1987 [The (measurement of the) prevalence of Sci. Med. 27, 239, 1988.

chronic conditions, 1974-1987]. Maandbericht Gezond-  56. Buehler C. and Legg B. H. Mothers’ receipt of social

heid 3, 4, 1989. support and their psychological well-being following

Van Sonsbeek J. L. A. Methodische en inhoudelijke marital separation. J. Soc. Personal Relationships 10, 21,

aspecten van de OESO-indicator betreffende langdurige 1993.

beperkingen in het lichamelijk functioneren (Methodo-  57. Tijhuis M. A.R., FlapH. D., Foets M. and Groenewegen

logical and substantial aspects of the OECD-indicator P. P. Kenmerken van sociale relaties en gezondheid

concerning long-lasting limitations in bodily function- (Characteristics of social relations and -health). Tijd-

ing). Maandbericht Gezondheid 6, 4, 1988. schrift voor Sociale Gezondheidszorg 7, 341, 1994.

APPENDIX A

Pearson’s product moment correlations for stressful events, types of support, minor complaints,
psychiatric complaints and feeling in bad health (N =9662-10,110)

Emotional support, not related to health
Practical support, not related to health
Emotional support, related to health
Practical support, related to health
Information, related to health

Social problems requiring emotional support
Social problems requiring practical support
Life events requiring emotional support

Life events requiring practical support

Minor Psychiatric Feeling in
complaints complaints bad health
0.08** 0.10** —0.09**
0.05%* 0.04** —0.02*
0.19*** 0.13%** 0.09**
0.19%** 0.17+** 0.16%**
0.01 0.01 —0.11%*
0.42%** 0.53%** 0.2]%**
0.26%** 0.33%** 0.12%%+
0.11** 0.13%** 0.01.
0.11** 0.12** —0.01

Statistical significance: * P <0.05; **P <0.01; ***P <0.001.
Correlations between life events and chronic diseases are not included, because these diseases
generally precede the events, and therefore these analyses would be causally incorrect.
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APPENDIX B
Pearson’s product moment correlations for illness as stressor, types of support, and consequences of iliness
(N=9106-10,110)
Number of days
Confined Number
Neglecting to bed Quieting  disabilities
Emotional support, not related to health —0.01 0.01 0.01 —0.12**
Practical support, not related to health 0.04** 0.03** 0.05** —0.03**
Emotional support, related to health 0.08** 0.04** 0.10***  —0.03**
Practical support, related to health 0.20%** 0.16%** 0.2]%** 0.22%**
Information, related to health ~0.01 -0.01 —0.01 —0.15%**
Chronic diseases requiring emotional support 0.17%** 0.11%** 0.18%** 0.4]1%**
Chronic diseases requiring practical support 0.17%** - (.12%** 0.19%** 0.39%**
Chronic diseases requiring information 0.16%** 0.10%** 0.17%** 0.38%%*
Minor complaints requiring emotional support 0.12%** 0.14*** 0.2]%** —
Minor complaints requiring practical support 0.15%** 0.14%** 0.26%** —
Minor complaints requiring information 0.15%** 0.13%** 0.24*** —
Psychiatric complaints 0.22%** 0.15%** 0.26%** —
Feeling in bad health 0.23%** 0.13%** 0.25%** —
Statistical significance: *P <0.05; **P <0.01; ***P <0.001.
Correlations for minor-, psychiatric complaints and feeling in bad health with number of disabilities are
not included because these complaints are acute in contrast to the disabilities which may have been
present for a longer period of time. These analyses would be causally incorrect. ’
APPENDIX C
Correlations between receipt of support and expected need for support
Support, not
related to health  Health-related support
Practical Emotional Practical Emotional Information N
Number of:
Social problems requiring emotional support 0.01 0.08* 0.07** 0.16%** 0.04*** 3257
Social problems requiring practicai support -0.02 0.01 -0.01 0.09** 0.02* 661
Life events requiring emotional support 0.03 0.06** 0.02 0.07** 0.08** 2283
Life events requiring practical support 0.03 0.05 0.01 0.10%* 0.08** 1748
Chronic diseases requiring emotional support ~ —0.02 —0.05%* 0.13%** 0.01 —0.07** 5099
Chronic diseases requiring practical support —0.01 —0.04* 0.13%** 0.02 —0.05%* 4412
Chronic diseases requiring information -0.01 —0.05** 0.12%** 0.03* —0.06** 5570
Minor complaints requiring emotional support 0.01 0.06***  0.13%** 0.13%** 0.01 6335
Minor complaints requiring practical support 0.02 0.06** 0.14%** 0.14%** 0.01 7220
Minor complaints requiring information 0.03* 0.05** 0.15%%* 0.13%** —0.01 6948
Psychiatric complaints —0.02 0.02 0.08**  -0.01 —0.04 1240
Experienced health status
(1 =very good, 5=very bad) -0.01 ~0.05* 0.09**  —0.01 —0.05 1720

Statistical significance: *P <0.05; **P <0.01; ***P <0.001.
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APPENDIX D

Non-standardized linear regression coefficients for each type of support per dependent variable for people

with illness as stressor and at least one day of neglecting, being confined to bed, or quieting, or at least one

disability, analyses are controlled for gender (0=female, 1 =male), age (continuous), education (1 =low,
through 5= high), and number of diseases or complaints in each group of diseases or complaints

Number of days
Confined Number of

Neglecting to bed Quieting  disabilities
(1) For people experiencing chronic diseases requiring emotional support
N= 977 256 984 2544
Emotional support, not related to health -0.11 —0.11 —0.25* -0.01
Practical support, not related to health 0.30 —-0.04 0.01 0.05
Emotional support, related to health 0.55 0.13 —0.02 0.09*
Practical support, related to health 1.30%** 0.68*** 0.78%** 0.77%**
Information, related to health —0.38 —0.48* —0.21 —0.11*
(2) For people experiencing chronic diseases requiring practical support
N= 882 239 904 2241
Emotional support, not related to health -0.05 -0.17 —0.25 -0.02
Practical support, not related to health 0.31 —0.04 0.06 0.06
Emotional support, related to health 0.52 0.11 —0.07 0.09*
Practical support, related to health 1.41%** 0.63** 0.74%** 0.76%**
Information, related to health —0.46 —0.50* —0.22 —0.13**
(3) For people experiencing chronic diseases requiring information
N= ' 1062 271 1042 2638
Emotional support, not related to health —0.16 -0.15 —0.30* —0.02
Practical support, not related to health 0.28 —0.01 -0.02 0.04
Emotional support, related to health 0.62* 0.11 —0.03 0.07
Practical support, related to health 1.31* 0.64*** 0.68*** 0.76%**
Information, related to health —-0.43 —0.45* -0.20 —0.12*
(4) For people experiencing minor complaints requiring emotional support
N= 1318 343 1228 —
Emotional support, not related to health  —0.26 -0.07 -0.16 —
Practical support, not related to health 0.24 0.07 0.07 —
Emotional support, related to health 0.68** 0.08 0.15 —
Practical support, related to health 1.49%** 0.77%** 0.77%** —
Information, related to health —0.45 —0.46** —0.10 —
(5) For people experiencing minor complaints requiring practical support
N= 1471 360 1349 —
Emotional support, not related to health —-0.22 -0.09 -0.20 —
Practical support, not related to health 0.20 0.04 0.05 —
Emotional support, related to health 0.64** 0.09 0.11 —
Practical support, related to health 1.56%** 0.73%** 0.80%** —
Information, related to health —-0.43 -0.37* —-0.14 —
(6) For people experiencing minor complaints requiring information
N= 1430 350 1323 -
Emotional support, not related to health -0.21 —0.08 --0.22* —
Practical support, not related to health 0.21 0.06 0.06 —_
Emotional support, related to health 0.62** 0.10 0.09 —
Practical support, related to health 1.56*** 0.74%** 0.79*** —
Information, related to health —0.46* —0.40* -0.17 —
(7) For people experiencing psychiatric complaints
N= 390 121 415 —
Emotional support, not related to health —0.81 0.05 -0.19 —
Practical support, not related to health —-0.07 —0.07 0.07 —
Emotional support, related to health -0.31 -0.18 -0.32 —
Practical support, related to health 1.19* 0.76* 0.62** -
Information, related to health —0.28 —-0.10 0.09 —
(8) For people feeling in bad health
N= 488 139 550 —
Emotional support, not related to health —0.08 0.02 —0.08 —
Practical support, not related to health 0.11 0.05 —0.08 —
Emotional support, related to health 0.23 0.30 —0.08 —
Practical support, related to health 0.39 0.40 0.37* —
Information, related to health 0.12 —0.52 —-0.16 —

Statistical significance: *P <0.05; **p <(.01; ***P<0.001, ¢-test.

Regression analyses for people experiencing minor-, psychiatric complaints and feeling in bad health with
number of disabilities are not included because these complaints are acute in contrast to the disabilities
which may have been present for a longer period of time. These analyses would be causally incorrect.
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Determinants of the help-seeking process: Goldberg
and Huxley’s first level and first filter

PETER F. M. VERHAAK!
From the Netherlands Institute of Primary Health Care, Utrecht, The Netherlands -

syNopsis This paper discusses minor psychiatric morbidity in the community and its relation to
help-seeking. The research is aimed at identifying the demographic and social characteristics that
enhance the likelihood of minor psychiatric morbidity, as measured by the General Health
Questionnaire, and to reveal how these determinants relate to health status. In the second stage of
the study, the same characteristics are related to their effect on the decision to consult a general
practitioner and, more specifically, on presenting psycho-social problems to the GP. At the
population level, the likelihood of a high GHQ score was greater for women, divorced persons and
the unemployed, other variables remaining equal. However, GHQ score was contaminated by poor
subjective health perception, especially for unemployed persons. Chronic physical illness did not
have an independent effect on the GHQ score. Chronic physical illness did influence help-seeking.
In addition, several socio-demographic characteristics showed an independent effect on consulting
behaviour for both GHQ-positive and GHQ-negative patients. Women, unemployed persons and
publicly insured patients with a minor psychiatric disturbance were more apt to visit their GP,
regardless of their physical health status. However, no socio-demographic characteristics increased
the likelihood that a GHQ-positive patient would present unambiguous psycho-social complaints

as a reason to see their doctor.

INTRODUCTION

The filter-model of Goldberg & Huxley was
originally designed to describe ‘the pathway to
psychiatric care’. It depicts psychiatric morbidity
encountered among patients on several levels
(population, primary care, psychiatric settings).
Moreover, it identifies points of decision, the so-
called filters between the different levels: which
psychologically disordered individuals will seek
care; which ones will have their disturbances
detected; who will be treated in a primary care
setting and who will be referred for psychiatric
care? (Goldberg & Huxley, 1980).

The model, however, might also be under-
stood as a research programme. In this respect,
much epidemiological research has been done
already at the several levels and in different
countries, e.g. the UK, USA, Australia, Spain
and the Netherlands (the ECA-studies; Gold-
berg et al. 1976; Finlay-Jones & Burvill, 1977;

! Address for correspondence: Dr Peter F. M. Verhaak, Nether-
lands Institute of Primary Health Care, PO Box 1568, 3500 BN
Utrecht, The Netherlands.

Marks et al. 1979; Goldberg & Bridges, 1987;
Hodiamont et al. 1987; Vdzquez-Barquero et al.
1987; Regier et al. 1988, 1993; Wilmink, 1989;
Bensing & Beerendonk, 1990; Ormel et al. 1990,
1991; Verhaak et al. 1990; Robins & Regier,
1991; Verhaak & Tijhuis, 1992; Verhaak, 1993).
In regard to the points of decision (the filters
in the model) much attention has been directed
to the second filter: recognition of mental illness
by the general practitioner (Marks ef al. 1979;
Ormel et al. 1990; Sartorius et al., 1990; Cooper
& Eastwood, 1992). However, concerning the
decision of the disturbed patient to seek care, a
paucity of research literature on psychiatric
morbidity in the community and its relation to
help-seeking behaviour was reported as late as
1990 (Giel et al. 1990). In another review,
Williams et al. (1990) discussed the weak
theoretical foundation of research in this area;
the authors recommended taking recourse to
general models of health service utilization, as
developed by Andersen & Newman (1973).
One of the few studies carried out according
to this recommendation is the secondary analysis
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by Williams et al. (1986) of the West London
survey. They determined the joint effects of
minor psychiatric morbidity (estimated by the
GHQ-30), socio-demographic variables (gender,
age, marital status, socio-economic group (SEG)
and employment status), and health status (self-
assessment, chronic illness and social impair-
ment) on general practitioner consultation. Each
of the health related variables (including GHQ
score) had an independent effect; socio-demo-
graphic variables had no independent effects.
The effect of minor psychiatric morbidity did
not vary according to sex, marital status or
another socio-demographic variable.

Vasquez-Barquero and his  colleagues
(Vazquez-Barquero et al. 1990) described minor
psychiatric morbidity (measured by the GHQ-
60) in the population. Psychiatric morbidity was
higher for females than for males and increased
with age. Previously married men had a higher
rate of minor psychiatric morbidity than cur-
rently married or single men. Unemployed men
had higher rates than employed men, as did
poorly educated women compared to highly
educated women. These investigators also ex-
~amined the effect of psychiatric morbidity on the
probability of being in contact with primary
care physicians and the socio-demographic
variables which influenced that effect. They
found independent effects of a positive GHQ
score and a number of socio-demographic
variables (age, sex, marital status for females
and employment status for men), but no
interaction between GHQ status and socio-
demographic variable, could be demonstrated.
A more recent publication (Vdzquez-Barquero
et al. 1992), calls attention to the strong
association between physical illness and medical
consultation for people with probable minor
psychiatric morbidity.

These investigations suggest a relatively high
probability that patients with a minor psychiatric
disorder (as expressed by the GHQ) will pass
Goldberg & Huxley’s first filter. Furthermore, a
number of socio-demographic variables are
related to the likelihood of a high GHQ score as
well as that of consulting a general practitioner.
In the latter case, however, those variables
disappear as independent factors when minor
psychiatric disorder and health status are con-
sidered together.

A number of issues remain unsolved, one of

. Verhaak

these is the possible interrelationship of GHQ
score and health status. As we recently found,
patients with an elevated GHQ score felt less
healthy, experienced more acute symptoms
during the previous 2 weeks, reported more
chronic diseases and had a higher level of
absenteeism than patients with a low GHQ
score. Also, they reported a higher level of
medical attention over the previous year, men-
tioning not only an increased use of mental
health services, but also of medical specialists,
physiotherapists, and alternative medicine (Ben-
sing & Verhaak, 1994). This is in line with the
results of Vdzquez-Barquero et al. (1992). One
conclusion is that ill health is a consequence of
mental distress; alternatively the GHQ may be
sensitive to mental distress as well as to ill
health. In the latter case, it is imperative to
investigate whether ill health acts as a con-
founder in the relation between GHQ and other
determinants.

The second issue to be discussed in this paper
is the interrelation between health status, socio-
demographic factors and the likelihood of
consulting a GP. Vazquez-Barquero et al. (1990)
do not consider health status in their study.
The independent effects of socio-demographic
variables that they found for GHQ-positive
(GHQ+) as well as GHQ-negative (GHQ—)
cases, might be attributed for example to a
poorer healthy status of women or older patients.
They did incorporate health status in an ex-
ploratory analysis in their recent study Vazquez-
Barquero et al. (1992) and they found a sizeable
effect of serious physical illness. Williams et al.
(1986) also considered this interrelationship, but
looked at the undivided sample, and treated the
GHQ score as variable in their sample. In
contrast to this approach, we followed GHQ +
as well as GHQ— cases, and have analysed
each group for the influence of health status
and socio-demographic characteristics on the
decision to consult a GP.

A final objective of this paper is to specify the
concept ‘help-seeking behaviour’. In the re-
search mentioned above, help-seeking was de-
fined as visiting a doctor, or more specifically, a
GP. Help-seeking behaviour was measured by
asking the respondents if they had seen a
doctor/GP during the last...weeks. The data
provided here allow us to use a more specific
measure. We have a 3 month registration of
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doctor—patient contacts at our disposal. From
_these records we can determine with certainty
whether there have been one or more contacts
with the GP and whether the patient has
presented any psycho-social symptoms during
one of those contacts. Of course, this measure
does not cover the whole concept of ‘help-

seeking behaviour’. A patient might express his-

distress in physical symptoms. Nevertheless, it
might be a better approximation of help-seeking
than the patient’s response to direct questioning.
To elucidate the interrelationship mentioned
above, we first considered the socio-demo-
graphic determinants of minor psychiatric
morbidity, as expressed by the GHQ score. By
adding indicators of health status subsequently,
we analysed whether the GHQ measures ‘health’
as well as ‘minor psychiatric morbidity’.
Secondly we considered the use of health
services by two separate groups of patients:
those with either high or low GHQ scores.
Following the model of Andersen & Newman
(1973), we used three groups of explaining
variables: predisposing variables; enabling
variables; and illness level. Thirdly we analysed
the presentation of psychological and social
symptoms by those two groups of patients. This
third analysis was only carried out on the
subsample of patients who actually visited their

In this study we have asked the following
questions.

1 Which demographic and social charac-
teristics are related to minor psychiatric mor-
bidity in the population, as measured by the
GHQ?

2 In what way are these relationships modi-
fied by perceived health status?

3 Which demographic, social and enabling
characteristics are related to help-seeking by
patients with either an elevated or a low GHQ
score?

4 How does perceived health status interfere
in this respect?

5 Which demographic, social and enabling
characteristics are related to the presentation of
psycho-social symptoms by patients with an
elevated GHQ score who visit their GP?

METHOD
Data collection

The data were derived from the Dutch National
Study of Morbidity and Interventions in General
Practice. During this nationwide survey,
161 GPs registered all their doctor—patient con-
tacts over a period of 3 months. Participating
practices were randomly selected according to a
stratification procedure that guaranteed a suffi-
cient number of practices from each region and
each level of urbanization. For a detailed
description of this morbidity survey, see Foets
et al. (1982).

General practitioners in The Netherlands have
fixed lists, as is the case in the UK. For each
participating GP, approximately 100 patients
were selected from these lists at random. In total
17342 patients were approached; with 13340 of
them a 2 h health interview was held, resulting
in a positive response rate of nearly 77 %. The
main reasons for non-participation were patients
having moved, patients not found at home on-
several occasions, and refusal. There is a slight
over-representation among the respondents of
the 25-44 age group, compared with the Dutch
population as a whole. However, the sample
can be considered representative of the Dutch
population with respect to age and sex. Inter-
views took place during the second month of the
morbidity registration.

Variables used in the analysis

This National Survey was designed to provide
data for an extensive array of health services
research questions. For the aim of this present
study, only a small number of variables gathered
in the survey have been used. The health
interviews provide excellent data to answer the
first two research questions. The first dependent
variable considered is ‘minor psychiatric
morbidity’. The score on the General Health
Questionnaire (30-items-version) was used as an
indicator of mental illness. The GHQ was in fact
developed as a first-stage screening instrument.

‘Taking a psychiatric clinical instrument as a

reference standard, specificities between 0-74
and 0-86 and sensitivities between 0-72 and 1-00
have been established (Goldberg, 1985). The
usual cut-off point between 4 and 5 ‘positive’
items was used to discriminate between ‘cases’
and ‘non-cases’.
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Table 1. Proportion of respondents scoring high
on the GHQ, according to socio-demographic
characteristics

GHQ+
N (N=1293)
(10305)* (%) X P
Age (years)
15-24 2005 10-8 967 < 0:05
25-44 4342 128 ‘
45-64 2605 136
65-75 912 116
=75 62 14-1
Sex
Male 5092 93 98:56 < 0-0001
Female 5213 15-8
Marital status
Married 6469 115 82:63 < 00001
Divorced 370 256
Widowed 606 182
Never married 2833 12:0
Employment status
Homemaker 1404 161 73:16 < 0-0001
Unemployed 227 185
Incapacitated 317 240
Retired 1296 123
Working/student/ 7061 111
military service
Education
Primary 5510 130 2:80 NS
Secondary 3265 118
Higher 1053 12:2
Insurance
Public 6924 13-4 13-64 < 0001
Private 3310 10-8

* For most variables N will not add up to 10305, due to missing
values.

The following predisposing, enabling and
illness variables (Andersen & Newman, 1973)
were assessed in the course of the interview.
Predisposing/demographic  variables  were:
age, sex, marital status (married/co-habiting,
divorced, widowed, never married). Pre-
disposing/social variables were: employment
status (house-wife/husband, unemployed, inca-
pacitated, retired, working (including students
and the military); and education level, primary
(primary school, technical and vocational train-
ing for 12-16 years), secondary (technical and
vocational training for 16-18 years, secondary
schools), and higher (technical and vocational
training for > 18 years, university). Enabling
variables were: health insurance, private/public.
Illness variables were: general health feeling (a
5-point scale, stating ‘my health status in general
is: very good/good/not good /not bad/bad /very

bad); number of acute symptoms and complaints
during the previous 2 weeks (the respondent had
to mark each of the symptoms from a list of 45
which had given trouble during the previous
2 weeks); number of chronic conditions (the
respondent had to mark each chronic condition
from which he/she suffered from a list of 28).

To answer the third, fourth and fifth research
questions, a link has to be made between minor
psychiatric morbidity and perceived health
status assessed during the health interview and
consulting behaviour as registered during the
morbidity registration respectively. Consulting
behaviour was defined operationally as a patient
having had at least one consultation or home
visit with a general practitioner during the 3
month registration period.

All reasons for a health visit initiated by the
patient 1n the contacts registered during this
registration period, were recorded in the words
of the patient and coded according to the
International Classification of Primary Care. If
any of these reasons for visit of a patient was
classified within the chapter Psyche or Social,
the patient was considered as presenting psycho-
social symptoms.

As the health interview took place during the
second month of registration, only registration
data from this second month have been used. In
this way, assessment of GHQ status and per-
ceived health took place within a few weeks of
the index consultation.

Analysis
To answer the first two questions descriptive
statistics were first computed for each of the
questions. The influence of the socio-demo-
graphic variables and health status on GHQ
score was then evaluated by logistic regression.
First, the influence of all socio-demographic
variables was estimated by step-forward selec-
tion. Subsequently health status variables were
added to the significant socio-demographic
determinants. SPSS routine logistic regression
was used.

To control any interaction effect between the
significant socio-demographic determinants and
health status, the following model was fitted:

In(p/[1-p]) =
constant 4+ socdem + hlth + socdem*hlth,

where p is the proportion of GHQ cases re-
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spectively of people who visit their general
practitioner, socdem is the socio-demographic
variable under consideration and hith is health
status of the patient, as assessed by the patient.

To answer questions three and four, the same
procedure was followed, for patients with a high
and a low GHQ score separately. For patients
with a high GHQ who actually visited their GP,
logistic regression was carried out with socio-
demographic factors as independent variables.
This should supply us with the answer to
question five.

RESULTS

Approximately 12:5% of the population at large
are likely to be mentally ill, according to the
GHAQ. This probability increases gradually with
age, with a decline for the 65-74 year age group.
About twice as many women as men have high
GHQ scores. People suffering a loss, either
through divorce or widowhood, are clearly apt
to have a high GHQ score, as are the unemployed
and the incapacitated. GHQ cases are fairly
evenly distributed among the different levels of
education. More publicly than privately insured
people are found among the GHQ ‘cases’.
Logistic regression with GHQ ‘caseness’ as
the dependent variable and the socio-demo-
graphic measures as independent variables re-
sulted in the effects depicted in Table 2 (first three
columns). The relationships that seem to be the
strongest in the bivariate cross-tabulations also
remain the most important ones in the multi-

Table 2. Determinants of GHQ ‘caseness’
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variate analysis. Gther variables being equal, it
is women, divorced and widowed people, the
unemployed and the incapacitated who are more
at risk of being mentally ill, as indicated by the
GHQ.

The logistic regression analysis was repeated,
this time including the health indicators men-
tioned above, in order to assess the degree of
confounding caused by this relationship. The
results are shown in the last three columns of
Table 2. Two out of three health indicators have
a significant effect on GHQ ‘caseness’: patients
with a subjective feeling of ill health and patients
who had experienced acute complaints during
the last 2 weeks have a higher chance of a
positive GHQ score. Reported chronic (physical)
illness does not have a significant effect.

Furthermore, this analysis indicates weaker
effects of the determinants that were previously
strong: being a woman or being divorced. These
effects are still significant, however. The effects
of being unemployed or incapacitated disappear
when general health status is held constant.
However, negative effects of being married or
having retired appear. In other words, the
chances that these groups would have a high
GHAQ score decrease when general health status
is held constant.

There were no significant interactions between
health status on the one hand and sex, employ-
ment status or marital status on the other.

With regard to research questions 1 and 2, we
can conclude that sex and marital status exert .
effects on GHQ status, independent of the effect
of health status. Persons who have lost their job,

, before and after adding health indicators

Before adding health

After adding health

Determinant B P Odds B P Odds In respect of
Marital status . Never married
Married -010 NS 091 -014 NS 0-87
Divorced 0-76 0-000 215 0-50 0-001 1-64
Widowed 035 0-009 1442 012 NS 1113
Sex Female
Male —0-59 0-000 0-56 -031 0-000 073
Employment status Employed
Unemployed 0-56 0-002 174 0-34 NS 1-40
Incapacitated 1-03 0-000 279 0-06 NS 1-06
Retired -0-07 NS 093 —0-42 0-000 066
General health feeling — — — 0-55 0-000 1-73
N of acute complaints — — — 0-55 0-000 173
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Table 3. Socio-demographic characteristics of people scoring high and low on the GHQ, visiting or
not visiting a doctor

GHQ+ GHQ-
Visit + Visit — Visit + Visit—
(N=352) (N=941) (N =1400) (N =7612)
(%) (%) X P (%) (%) X P
Age (years)
15-24 14 18 1418 > 001 16 20 6015 < 00001
25-44 40 44 36 43
45-64 28 27 29 24
65-75 10 7 12 8
275 8 4 6 4
Sex
Male 29 39 1273 < 0-001 45 52 2545 < 00001
Female 71 61 55 48
Marital status
Married 59 57 1392 <001 66 63 2539 < 00001
Divorced 8 7 3 3
Widowed 12 7 8 5
Never married 21 29 24 28
Employment status
Homemaker 23 15 50-59 < 0-0001 16 13 12997 < 0-0001
Unemployed 3 3 2 2
Incapacitated 8 5 4 3
Retired 19 10 20 11
Working/student/ 46 67 58 72
military service
Education
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