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Preface

This book takes a new look at mental disorder in the population and in
primary care settings. The development of theory is based on empirical
data, gathered in the Dutch National Survey of Morbidity and Interventions
in General Practice. This survey was conducted by NIVEL (the Netherlands
Institute of Primary Care) and supported financially by the Ministry of
Welfare, Health and Cultural Affairs and the National Health Fund
Council. '
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Introduction

So many people are in need of psychiatric treatment (in the view of psychia-
trists) and so few are, actually treated. This phenomenon has been discussed
frequently, but mostly from a one-sided point of view: the psychiatrist’s.
Much might be gained by also considering the viewpoints of other parties
involved: the patient and the intermediary between patient and psychiatrist,
the general practitioner. Hence the subtitle of this book: doctors’ views and
patients’ demands.

It is often difficult for the man in the street to recognize the reality he
knows in the state of affairs represented by psychiatric epidemiological
figures.

One or more of the psychiatric disorders ... had been experienced at
some time in their lives by 32% of the American adults, and 20% had

an active disorder, ...,

Robins, Locke and Regier (1991, p.329) thus begin their concluding chapter
on prevalence of psychiatric disorders in America. And such figures are not
incidental nor are they a typical product of the latest epidemiological
research efforts. In 1964, Taylor and Chave presented a review of studies
from 1929 to 1960, giving prevalences of mental disorders, ranging from
0.8% to 81.5% of the population. Leighton, author of one of the studies in
this review, wrote:

we feel fairly sure that 370 per 1000 is the firm core of a prevalence
figure for our population; that is, we could expect fairly general agree-
ment among psychiatrists that the individuals represented in the 37 per
cent are psychiatric cases and that, whether under treatment or not,
they need it (Leighton 1956, p.721).

These high figures are surprising for the layman at first sight. As most of



the people consider themselves "normal”, they are led to believe that about
one in two or three others must be kind of "insane". But, as Michael
Shepherd put it in his "Sir Geoffrey Vickers Lecture" of 4 February 1976,
we should look beyond the layman’s madness to identify the larger part of
mental disorder. Shepherd points to the contribution of the so called minor
mental disorders (neuroses, personality disorders, behaviour disorders of the
childhood, sexual deviation), drug-associated disorders, and mental illness
associated with somatic disease, to the prevalences cited above. These
minor mental disorders probably form the majority of cases, reported by
epidemiologists. The number of psychoses and cases of mental retardation,
more easily associated by the layman with psychiatric disorders, are thus
reduced to a number, more comprehensible to him. To avoid further
misunderstanding, we will use the term "mental disorders" to refer to the
whole set of minor mental disorders and the more classical psychiatric
disorders together.

Nevertheless, these high figures, about which a lot more can be said, and
will be said in the next chapters, are still in contrast to admission rates in
mental health services. They don’t fit the data about the presentation of
mental health problems by patients in primary care either. As will be shown
at a later stage, about 5 to 7 per cent of patients, visiting a General Practi-
tioner, bring forward symptoms or complaints of a psychosocial character
spontaneously. By "psychosocial", we mean complaints or symptoms refer-
ring to emotions, feelings, relationships or material circumstances. The great
majority of patients, visiting a General Practitioner, consider their reasons
for visit to a doctor physical in nature. And though the General Practitioner
may have other reasons as well, relatively few patients are referred to
mental health specialists or institutions.

As a result, in the Netherlands 6% of the population above 14 years of
age has been treated by a psychiatrist or mental health institution over a 5-
year period (Foets and Sixma 1991), although a figure of more than 20% of
the population suffering from mental disorder can be reproduced in the
Netherlands as well (Hodiamont et al. 1987). In the United States of
America, according to the same study which produced a yearly prevalence
of 20% of active mental disorders, fewer than one in five persons with such
a disorder sought and received care; mental health care being broadly
defined to include a single visit to a general medical provider or a mental
health specialist for a mental health reason (Klerman et al. 1992).

In short, there is a discrepancy between mental disorder, as defined by
psychiatrists and the patients’ demands, deduced from requests for help. Of
course, it is not a surprising discrepancy. A diagnosis, made by an expert, is
based on the symptoms and experience of the patient and cannot be
equated with them. One could even argue that that is exactly what experts
are for: to shed light on unclear symptoms and to provide a frame of



reference to explain the patient’s suffering. However, this is where, in case
of mental disorder, an intriguing complication comes to the fore. Particu-
larly in case of the minor mental disorders, for which Shepherd demanded
attention, the experience of suffering by the patient constitutes an intrinsic
aspect of the diagnosis. We are therefore confronted with a situation which
can be looked at in three ways: either a lot of people suffer in terms of
psychiatric standards, but do not share these standards, or a lot of people
suffer but do not seek help, or a lot of people suffer but they are not
recognized as suffering. Those sceptical about psychiatric epidemiology (or
psychiatry in general) will be inclined to favour the first position arguing
that psychiatrists stick the label of illness upon persons with deviant behav-
iour. Friends and supporters of psychiatry will take the last one, pointing at
the incompetence of laymen and generalists to recognize cases of mental
disorder. These different positions have been found regularly opposite each
other during the last decennia.

The most impressive confrontation between such different positions has
been the debate between supporters of social system theories (some of
them presenting themselves as "anti-psychiatrists") and those who believed
in individual determinants of mental disorder (traditional psychiatrists) in
the 60’s and early 70’s. The anti-psychiatrist stand of Thomas Szasz (1961)
may be summarized by the statement that mental illness as such does not
exist and that the medical metaphor "illness”" was invented in order to
suppress potential opponents of the system. Thomas Scheff (1966) argued
that reactions of the social environment contribute significantly - along with
individual characteristics - to the origin and development of mental disorder.
Mental deviation, in his eyes, is a product of a labelling society. Eric Berne
(1964), emphasized the interactional element in the process of putting a
meaning on someone’s behaviour, basing mental disorders on social systems
instead of on individual determinants. They all share the idea that people
are not so much themselves mentally ill, as made so by society. Psychiatric
standards have incorporated society’s tendency to normalize, and in fact the
need expressed by psychiatric standards is not always felt as such by the
individuals who were supposed to suffer. As a result, the demand for help is
less than it should be from a psychiatric point of view. .

As clinical psychiatrists saw their daily confrontation with suffering people
more or less disregarded by "contemporary verbal games", as Shepherd
(op.cit., p.91) put it, they reacted furiously against this. As Gerald Klerman,
former president of the American Psychiatric Association, said more than
twenty years later:

Psychiatry as a profession had come under attack from anti-psychia-
trists, such as Szasz (1961) and Laing (1971); from social scientists,
such as the labelling theorists and anthropological relativists; ... The



criticism of psychiatry during the 1960’s included more than
psychometric issues of validity and reliability, extending to a social and
political critique that psychiatry was serving as an agent of social
control, disguising its power by benevolent medical rhetoric, imagery
and metaphor. Confronted with these widespread and formidable
criticisms, the psychiatric research community responded slowly but
vigorously (Klerman 1990, p.30).

A more moderate argument occurs at regular intervals when psychiatrists or
epidemiologists observe dangerous decreases in community’s mental health.
Hutschemaekers (1990) traces these observations back to the early eight-
eenth century, when Cheyne (1671-1743) described the increase of the
"English Malady", a kind of hypochondria, to be cured, among other things
by returning to the countryside and diets without meat or alcohol. In 1893,
Erb (cited by Shorter 1994) spoke of "the growing nervousness of our own
age; in 1971 in Dutch medical literature a furious debate was held about the
"mental degeneration of the Dutch people". The immediate cause was the
inaugural address of Trimbos, professor of Social Psychiatry, who demanded
attention for epidemiological data of the kind we mentioned above. His
opponent, de Groot, disputed the conclusions drawn by Trimbos, on
methodological grounds alone, but the atmosphere in the debate was that of
a religious war, between two groups of "believers" (c.f. De Groot 1971,
Trimbos 1971).

A last example of the discrepancy between demand for help, put forward
by the patient and need, as measured by epidemiologists, arises when the
issue of the recognition of mental disorder by general practitioners is raised.
Epidemiologists conclude that recognition rates among general practitioners
are low:

Psychiatric interviews (PSE) with patients who were not diagnosed as
being mentally disturbed by the General Practitioner in the previous
year, indicated mental disturbance in nearly half of the cases (Giel et
al. 1991, p.171)?

General Practitioners respond by saying:

there is no reason to presuppose a substantial non-recognition of
mental disturbances. On the contrary, General Practitioners recognize
or know about most of the cases of mental disturbance. If they do not
pay attention to them, they have there reasons for it in most cases...
The fact that, .. people with psychological problems "run wild" is

1 Originally Dutch citation, translated by PV
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another story. It is debatable whether these people should be detected
and sneaked into the medical circuit. And the conclusion of the debate
does not impose a prior requirement for the General Practitioner to
detect them (Van der Velden 1991, in a commentary with Giel et al.,

p.155).
Goldberg commented on such situations twenty years ago saying that

in a case, detected by a psychiatric screening test the patient ... (will)
typically be aware of her symptoms but will either consider herself not
ill at all or physically ill (Goldberg 1974, p.1245).

As was said before, this discrepancy between the need established among
the population in terms of psychiatric norms and the demand for help is an
intriguing one and worth studying further. Questions that need to be
answered include the following: What is the subjective experience of those
who are classified as disturbed by psychiatry? For what reason do they not
arrive at the gates to psychiatric help? Who seeks help and who does not?
And, how do patients manage, who should be in treatment according to
Leighton’s citation on page 1, but who actually are not? These answers
should not be given in the terminology of psychiatry alone. Thanks to
numerous psychiatric epidemiological investigations, we already know a lot
about mental disorder as psychiatrists! define it; but too little about mental
disorder as patients experience it. Knowledge about mental disorder as
psychiatrists define it is knowledge of "diseases". Where disorder is a
category like "illness", patient’s experience of being ill, "disease" is a deriva-
tive of it, a scientific abstraction. A disease is a kind of external state by
which patients are affected. Disease can be diagnosed by experts, on the
basis of objective definitions. Knowledge about disease is necessary but not
sufficient to provide an understanding of the epidemiology of human
suffering and problem solving. Such an understanding has to take into
account the subjective experience of being mentally unwell and its relation-
ship with disease as well.

Moreover, solely relying on knowledge about disease might be misleading
too. Classification in terms of "diseases" gives the "disease" approach a
monopoly:

if you can’t label it, you can’t count it; if you can’t count it, it does not
exist an therefore it is not worth labeling,

White (1988, p.41) ironically observes. As long as the complex concept of
mental disorder is only described in the reductionist terminology of scientific
disease classification, such a reduction will represent "reality". Whether this



representation is suitable depends on the questions one wishes to answer.
This representation might be very useful indeed to describe a population in
an objective way, or to provide a common language for the sake of
communication between providers. For the purpose of out-reach offering
unrequested help or mental health care planning, other viewpoints (espe-
cially the patient’s) should be taken into consideration. Therefore, it is
crucial to at least try to describe the subjective point of view of the patient
as well.

And here we arrive at the main goal of this book. This is, to combine the
interpretation of disease and the subjective experience of patients, in order
to obtain an integrated picture of the doctor’s view and patient’s require-
ments. The data which provide this picture were gathered during a nation-
wide survey of Morbidity and Interventions in General Practice, carried out
by the Netherlands Institute of Primary Care in 1987-1988. For the purposes
of this study, all doctor-patient contacts in a population of 335,000 patients
in 103 Dutch general practices were recorded during a three month period.
A random sample of about 16,000 patients from this population was
extensively interviewed. The combination of both data-sets provides us with
information about feelings of distress, experienced by patients, problem
situations, and indicators of mental illness and also about their help-seeking
behaviour during the three months, the complaints they presented to their
General Practitioners, diagnoses made by the General Practitioner and
consequently, treatment or possible referral.

This data presents the opportunity of analyzing mental disorder in the
community, help seeking behaviour as a consequence of such disorder, the
resulting morbidity presented in general practice and general practitioners’
treatment of such complaints. The whole pathway to a possible psychiatric
diagnosis will be studied from the perspective of psychiatric epidemiologists,
of general practitioners and of the patients themselves.

The book is organized as follows:

Chapter 1 presents a further theoretical elaboration of the problem
sketched above. How is mental disorder defined, how can it be measured
and what is the tension between doctor’s views and patient’s demands.

Chapter 2 summarizes research method and instruments, used in the
National Survey, mentioned above. This chapter is of a somewhat academic
nature, which is considered necessary to enable the reader to estimate the
results at their true value. It contains information about the representative
nature of the data and about the instruments used.

Chapter 3 describes psychiatric morbidity in the population, as it is
experienced by the patient and as it is defined by psychiatrists. Chapter 3
also discusses the patient’s decision to seek help. In this chapter the issue



raised at the beginning of the chapter, i.e. the large number of cases of
mental disorder in the population, according to psychiatrists without appro-
priate treatment is the central point.

Chapter 4 is dedicated to the complaints presented to the general practi-
tioner and the recognition of mental disorder by the General Practitioner.
Special attention is paid to the demands for help from those subgroups of
patients who either report experience of mental distress themselves (and
thus are in subjective need) or via psychiatric screening-questionnaires
(objective need).

Chapter S describes treatment by the General Practitioner. It is relevant in
several ways: it is important to assess how patients are treated in case of
mental disorder, which may be a disorder in the view of the professional
without any experience of distress by the patient, or an experience of
distress without a probable disorder in psychiatric eyes, or a disorder on
which everybody agrees. It is also important to assess what patient charac-
teristics determine the likelihood of treatment. One aspect of the General
Practitioner’s treatment, his capacity to refer the patient to a more special-
ized agency, brings us to the end of the scope of our work.

Chapter 6 discusses the consequences of this study for the picture of
mental illness in the community and in general practice.



Notes

1. The terms "psychiatrist" and "psychiatric" viewpoints are oversimplifi-
cations, referring to the naturalistic paradigm in psychiatry (cf. Wulff,
Pederson and Rosenberg, 1986), being the current vision in the last
decades.



1 Theoretical considerations

The gentle art of making simple things complicated

In the introductory chapter the research problem was presented as the
contrast between psychiatric epidemiological data and patients’ demands for
psychiatric help. In this chapter we will elaborate - and also complicate -
this contrast.

From a historical point of view, one should realize that the first
professional descriptions of mental disorder stem from the mental hospital.
When in the first half of the twentieth century psychiatric epidemiologists
began to describe psychiatric morbidity outside the asylum, the nomencla-
ture developed in institutional settings was exported to the community.
However, definitions that are applicable to an institutionalized population
cannot automatically be applied to persons in the population at large. The
ideal types encountered in the mental hospital do not present themselves as
such in the population.

When we discuss the difference between the patient’s perspective and the
psychiatrist’s the general practitioner plays an intermediary role. At first,
most patients arrive at primary care settings with an unordered set of
complaints and symptoms. The general practitioner selects some of them for
psychiatric referral and keeps many for treatment in primary care. Primary
care physicians are seldom confronted with the clear-cut cases they have
been taught about during their training in psychiatric wards. On the con-
trary, they run across patients with vague symptoms, perhaps borderline
cases, on whom psychiatric diagnoses seldom apply. For this reason, general
practitioners have developed their own concepts and classification schemes,
where more room is reserved for symptomatology.

When we define mental disorder in this chapter, we will consider the
definition in two contexts. We will first define mental disorder according to
the frame of reference of the psychiatrist, then the general practitioner and
finally the patient. Secondly, we will consider mental disorder at different
levels in the health care system: in the population, in primary care and



within specialized mental health care settings.

Before starting this definition exercise, one etymological remark needs to
be made. We refer to "mental disorder" as the concept we are defining.
When we are defining it from the perspective of the medical model, we
might refer to "mental illness", "mental disease" or "psychiatric disease"
respectively "diagnosis". In these cases, a (medical) diagnosis has been
made. The diagnosis was based on the symptoms, presented by the patient.
When we refer to the way a patient experiences feelings of being emotional-
ly or psychologically unwell, we use concepts like "psychological”, "emo-
tional" or "psychosocial" problems / symptoms / complaints. The difference
between problems and complaints on the one hand and symptoms on the
other is the clinical relevance of the latter. A symptom is considered as an
indicator for a medical diagnosis by the clinician (c.f. Koeter 1992).

Mental disorder according to psychiatrists:
The psychiatric disease concept

Psychiatry is traditionally a medical discipline and mental disorders are thus
considered in that context as "diseases". At least, this has been the situation
since about half of the former century. Ideally, a disease is an entity that
can be objectively defined by its etiology (most preferable), pathogenesis or
symptoms. Especially when the etiology, and thus the cause of disease is
known, a doctor can predict its course and take decisions regarding the
most desirable therapy. This situation, which made physical medicine so
successful in case of infectious diseases, makes the disease model desirable
for psychiatric illnesses too. There is a problem, however. Let us take for
example influenza. Doctors can agree on criteria as to when a person is to
be defined a "flu patient". It is true that some of the patients in question
may not feel at all "fluey” (and there may well be others who would like to
qualify as "flu patients”, but do not), but in this case there are objective
biochemical criteria that can be taken to indicate the presence or absence
of the flu virus.

One of the features of most mental disorders is the very lack of this kind
of physical substratum which enables one to decide unambiguously whether
or not a patient is suffering from such a disorder. This situation may change
in due course, but anno 1994 psychiatrists and other clinicians have to rely
on agreement among themselves on the criteria they apply to the predicate
"disturbed" in respect of particular behaviour, feelings or requests for help.
As we shall see below, the current way of categorizing mental disorder relies
heavily on such agreements.

The "disease interpretation” has two important features. First, it is the

10



expert, the doctor, who determines the diagnosis. Disease is an entity
distinct from the patient. By analogy with physical diseases, mental disorder
is regarded as a condition that can be unambiguously defined on the basis
of its symptoms and course. This interpretation is important for the clinician
as well as for the epidemiologist. It provides a basis for treatment and for
communication between professionals (for example the referring general
practitioner and the psychiatrist consulted). This last aspect, the common
language, is especially important for the epidemiology: if we are to arrive at
a reliable classification of disorders, we desperately need such a definition.
And a reliable classification is the first necessary condition in order to be
able to count and provide a good epidemiological overview.

The second feature of the "disease interpretation” is the conceptualization
of mental disorders as entities, as distinct categories which can clearly be
distinguished from one another. This is a more debatable point, even among
psychiatrists.

In an introductory editorial in Psychological Medicine, Héfner (1987)
wrote,

Development of disease constructs for certain mental disorders is
meaningful if they provide at least an adequate explanation of the
symptom clusters, the underlying pathological mechanisms and the
course of the disorder. (Héfner 1987, p.14)

But in his view disorders that are better explained as learned behaviour
ought not to be described as "diseases". So, a disease construct for Alz-
heimer’s disease or major depression, is more acceptable in his eyes than a
similar definition for agoraphobia. In general, classical psychiatric syndromes
are well suited to a definition in terms of disease.

In the same spirit, Wulff, Pederson and Rosenberg (1986) conclude that

it remains a fact at present the biological disease concept is better
founded in psychotic conditions than in neuroses and personality
disorders. Most psychiatrists agree that psychoses are diseases in a
medical sense (Wulff, Pederson and Rosenberg 1986, p.112)

These disorders are encountered relatively infrequently in the community
and in general practice, but often in psychiatric hospitals.

However, if we consider those mental disorders that occur more frequently,
it seems hardly justified to consider them as entities and to try and classify
them in mutually exclusive categories. The metaphor of the medical model
resulting in mental disease categories such as anxiety or depression has been
severely criticized, for instance by psychologists such as Eysenck. In the

1



words of the latter:

Diagnostic categories .... are a scientific anachronism, but professional
consensus among psychiatrists and their need to justify themselves to
other physicians as practising a proper medical specialty treating
categorical disease entities demand categories (Eysenck, Wakefield and
Friedman 1983, p.185).

The reason for diagnostic categories in psychiatry being scientifically

unsound in general has been expressed by Kraiipl Taylor (1971). Put briefly,

Kraiipl Taylor’s criticism is as follows:

- Psychiatric categories are not logically mutually exclusive;

- The same syndrome may have several causes, and one cause may
result in various syndromes;

- Psychiatric illness is treated as being a matter of all or nothing, where-
as the transitions are generally gradual;

- Characteristics in terms of dimensions are regarded as separate
entities.

As we shall see below, the current classification systems in psychiatric
epidemiology (the Diagnostic Statistical Manual, DSM, of which the fourth
version has appeared) are categorical systems (although mutual exclusion of
categories is not required in the strictest sense, because patients are allowed
to suffer from several diseases). Thus, Eysenck et al., offering recommenda-
tions for future revisions of the psychiatric classification system DSM-III,
propose first to replace categorical diagnosis with dimensional assessment.
In this connection Goldberg and Huxley (1992) discuss the common
mental disorders "anxiety" and "depression" and the difficulty of distinguish-
ing them from one other as separate categories. This proves impossible for

a variety of reasons:

- The more anxious people become, the more depressive they become,
and vice versa: these are not exclusive categories;

- People who score high on "anxiety" and those who score high on
"depression” turn out to have the same sociodemographic characteris-
tics and the same co-morbidity;

- In both cases the transition between the category of illness and that of
normality is a gradual one;

- The reliability with which patients can be classified in one category or
the other is limited;

- The stability of a diagnosis over a period of time is limited;

- Effects of treatment are independent of the diagnosis.

Based on the factual material they present (see also the overview by Angst
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1990), Goldberg and Huxley suggest a dimensional model for "common
mental disorders". They base this on an "anxiety dimension" and a "depres-
sion dimension". A number of symptoms are indicative on both axes.
However, there is a certain line along each dimension above which
psychopathology can be said to exist. How many symptoms are allowed
before deciding that a disorder exists remains arbitrary.

Foulds (1976) points to the same phenomenon that various disorders tend
to go together, and as such mitigate against a classification of "illnesses" in
categories. He postulates a hierarchy of mental disorders and, on the basis
of empirical research, distinguishes four levels of disorder which form a
cumulative scale. If a person is suffering from a disorder at the highest
level, he will generally also be suffering from disorders at the levels below.
The levels distinguished by Foulds are:

1) non-integrated psychotics, patients with a distorted picture of reality,
which cannot be controlled.

2) integrated psychotics, whose disturbed picture of the world can be kept
under control by means of medication.

3) neurotics

4) people suffering from mood disturbances.

The hierarchy worked for 93 per cent of the 480 persons examined in a

psychiatric clinic; in other words, where the diagnosis was "neurosis" or

"integrated psychosis", the patient was also suffering from mood distur-

bances, but not vice versa. Thirteen per cent were not suffering from any

disorder at all, 18 per cent were only suffering from a mood disturbance, 34

per cent showed neurotic symptoms (and mood disturbances), 19 per cent

were suffering from delusions which could be kept under control (and

neurotic symptoms and mood disturbances) and 8 per cent from non-

integrated psychoses.

According to this theory, less serious disorders are always found in people
with serious mental disorders, without being specific to the serious disorder
in question. In a large-scale study in the Netherlands at the beginning of the
eighties, (Hodiamont, Peer and Syben 1987) the extent to which a popula-
tion of 3000 persons had a psychiatric disease and the extent to which they
were experiencing psychosocial problems was established. Most of the
psychiatric cases in the project also experienced psychosocial problems,
while, conversely, most of the patients with psychosocial problems (of whom
there were many more than the psychiatric cases) did not have psychiatric
problems (Hodiamont 1986). The danger Hodiamont points out is that for
many patients, where the two kinds of problem occur simultaneously, the
psychosocial problems ("which we all have at some time or another") mask
the more serious psychiatric problems. The other side of this is that names
are used for the psychosocial problems that are derived from "full-blown
psychiatry”, and thus create the opposite confusion.

13



The similarity between these findings and those of Foulds’ will be clear.
Most people with serious psychiatric problems are also in great personal
distress, but not everybody who experiences emotional distress has a serious
psychiatric problem.

We have dwelled for some time on the topic of mental disorder as a
category or dimension because of its implications for disorders encountered
at the population and primary care level. It should be emphasized that in
current research practice, the disease concept is not affected by a dimen-
sional interpretation of mental disorder. This is because, within that dimen-
sional interpretation it remains possible, and is in fact customary, to draw
demarcation lines and divide the world into two categories: those scoring
above and those scoring below these lines.

Thus, in current psychiatric research practice people are categorized as
mentally ill according to objective criteria, irrespective of the patient’s own
evaluation of his condition.

Measurement of mental disorder in psychiatric epidemiology

A classification of "mental disorders" as separate entities is extremely useful,
especially for epidemiological purposes. Epidemiology is, among other
things, a matter of counting and countable units are a prerequisite for
counting.

Originally, the point of departure was the psychiatric nosology as formu-
lated by Kraepelin. The classical syndromes, mostly psychotic disorders like
dementia praecox, dementia, affective psychoses and manic-depressive
disorders were classified in the International Classification of Diseases
(ICD). Less severe disturbances, the neurotic disorders, constituted kind of
a residual category. One of the major problems with these disease-
categories was the far from complete agreement between different diagnos-
ticians. Mcguire (1973) provides an overview of reliability research, indi-
cating average over-all agreement scores between 32% and 63%?.

Dohrenwend (1990) briefly sketches the history of psychiatric
epidemiological research. Such an enterprise had, until 1940, to rely on
ICD-diagnoses, made by clinicians who got their information often from
informants. Cases were counted on the basis of informants’ reports, preva-
lence and incidence were equivalent to the number of cases known to
psychiatrists and the number of new referrals respectively.

In the second generation of epidemiological studies (1940-1970), which
includes several classic studies such as the Midtown Manhattan Study and
the Stirling County Study, some degree of standardization exists. Psychia-
trists conducted clinical interviews with a sample of the population; more or
less standardized interviews were used, which were sometimes even struc-
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tured in such a way as to produce standard scores (for example the Langner
Scale). These American studies did not state their outcomes in the form of
detailed diagnostic categories (as was the tradition in Europe), but rather
confined themselves to the dichotomy between case and non-case (Klerman
1990). The major imperfections of this situation remained the

"little consensus ... about the population of signs and symptoms to be
sampled”, as Dohrenwend (p.197) puts it, and the lack of criterion-oriented
validity. The first comment points to the lack of a common nomenclature to
replace the old ICD-categories, that were found not suitable anymore. The
latter comment indicates the lack of any

attempt to test the ability of the diagnostic procedure to identify and
classify known cases of important types or to test whether the main
measures agreed with very different measures of the same types of
disorders (Dohrenwend, p.197).

Since 1970, important developments have taken place, that should at least
solve the problem of lack of common nomenclature and standardization.
Three major innovations deserve our attention.

1) DSM-IL This is the third revised version of the Diagnostic Statistical
Manual. DSM-III gives precise operational definitions, which must be
satisfied before a patient is put into a particular diagnostic category. It
claims to establish psychopathology in an objective and reliable fashion,
using standardized interviews in which the history of the illness and the
symptoms are recorded. Objective, because the outcome is independ-
ent of the preoccupations of the person making the diagnosis. Reliable,
because the definitions are so unambiguous that, in principle, every
evaluator should reach the same conclusion. In DSM-III, disorders are
classified according to explicit inclusion and exclusion criteria, yielding
disorders that are either shown or presumed to be distinguished by
other differences in course of illness, familial pattern, and predisposing
factors (APA, 1980). DSM-III is a-theoretical in nature. The various
diagnostic categories are descriptive and do not imply an etiological
basis in the disorders. The nonetiological, atheoretical, and descriptive
nature of the DSM-III was intentional so as not to alienate potential
users from diverse theoretical orientations (Eysenck, Wakefield and
Friedman 1983). DSM-III provided psychiatry with a common
language, precisely because it eschews a theoretical basis.

2) Screening instruments. A second development is the further elabora-

tion of screening questionnaires, already started with the introduction
of the Langner-22 scale. Because of its relatively low prevalence,
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3)

screening large samples of the population for the existence of
psychopathology was a time-consuming exercise. This is why question-
naires were developed that could be administered quickly, and whose
outcomes showed a high degree of correspondence with the presence
of psychopathology. It thus became possible to screen large groups of
the population, using the General Health Questionnaire (GHQ),
(Goldberg 1972), the Symptom Check List (SCL-90) (Derogatis 1977,
Arindell and Ettema 1986), the Centre of Epidemiological Studies
Depression Scale (CES-D), (Radloff 1977) or the Psychiatric
Epidemiological Research Interview (PERI), (Shrout, Dohrenwend and
Levav 1986). In general, a score above a given threshold indicates that
there is an increased likelihood of psychopathology. Thresholds are
chosen in such a way that a maximal number of "true cases" are
identified while a minimal number of "non-cases" are wrongly indicated
as a case. Some of the instruments (SCL-90, PERI) provide scores on
several dimensions (for instance depression, anxiety, or somatization)
while the original form of the GHQ limits itself to an over-all score.
After a first screening with a screening-instrument a standardized
interview is conducted to arrive at DSM-diagnoses with the group of
potential "cases", as well as with a small proportion of the remainder.
In this way a relatively expensive method of data collection can be
employed in a comparatively economical fashion.

PSE and DIS. To provide a standardized approach to DSM-III diag-
noses, a number of standardized clinical interview schedules have been
developed. The Present State Examination and the Diagnostic Inter-
view Schedule are the most often used standardized interviews for
establishing psychopathology in the manner outlined above. DIS results
directly in DSM-III diagnoses, PSE, though in fact developed before
DSM-III, has a similar function.

Psychiatric classification has thus become more objectified than ever. There
is a division into categories: either a person is a case or he is not, and if he
is a case there is a name for the disease, and all this according to standards
that are outside the patient’s control. Klerman (1990) regards DSM-III as a
victory for the neo-Kraepelinians.

The essential tenet of this Neo-Kraepelinian paradigm was that
psychiatry was the specialty of medicine...The categorical approach to
mental illness emphasized the theory and measurement of these
disorders (Klerman 1990, p.29).

In his view it is now time to get back to "normal science" and pluck the
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rewards: the reliability and validity of screening instruments must be
improved; as validation improves so will knowledge about etiology and
pathophysiology; a good insight into the incidence of various psychiatric
diseases will be developed by means of longitudinal studies; and when the
diseases can finally be properly established it will be time for international
and cross-cultural comparisons and comparisons over time.

Have these developments resolved the problems of inadequate nomencla-
ture and lack of validity?

DSM-III anyhow has introduced a common nomenclature. Since 1980 it
has become customary in clinical practice as well as in epidemiological
research to refer to DSM-III categories. Eysenck, Wakefield and Friedman
(1983) in their rather critical discussion of DSM-III (see above) report more
satisfactory agreements than was the case in earlier research. Over-all
kappa’s range from .66-.78, kappa being a more severe criterium than the
earlier percentages agreement, reported by McGuire (1973).

More comments have been made, however, regarding the way one should
arrive at DSM-III diagnoses: the standardized interviews and screening
questionnaires. Dohrenwend (1990) remarks that little research has been
done into the validity of semi-structured interviews. These measuring
instruments derive their credibility from the fact that they were developed
on the basis of psychiatric cases, and this is considered a weak basis for use
in the community at large. This is demonstrated by conducting one of these
semi-structured interviews (the Psychiatric Status Schedule) with samples of
the population and with psychiatric patients. The internal consistency of the
various scales proved good when applied to the latter group, but not at all
so within the cross-section sample. In that group PSS grossly overestimated
the occurrence of a diagnosis such as "schizophrenia", when compared to
the diagnosis reached by a psychiatrist in an independent interview. Dohren-
wend does not regard this result as applying specifically to PSS, but to any
standardized interview modeled on a psychiatric population.

Similar results emerge from research into another interview schedule, the
PSE by Wing et al. (1978). Only one of the 22 women from a sample of the
general population that the PSE indicated as having a "depressive disorder"
satisfied the "Feighner Criteria" (a clinical standard). Of a sample of in-
patients in a psychiatric hospital, 16 of the 23 selected by the test satisfied
the criteria.

A different kind of problem is noted by Dohrenwend, following validation
studies on the Diagnostic Interview Schedule. The diagnoses obtained by
psychiatrists using the DIS correspond reasonably well with the results of
their own assessment, but the degree of correspondence is much less when
a DIS diagnosis reached by a lay interviewer is compared with that of a
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psychiatrist. This low degree of correspondence is dramatically illustrated
when DIS lifetime diagnoses (assessed by lay interviewers) are compared
with lifetime diagnoses of the same patients one year later: 2456 out of 3572
cases with a lifetime diagnosis for a particular disorder did not have a
lifetime diagnosis one year later (Dohrenwend 1990, p.203). Here, reliability
of the lay interviewer as well as reliability of the answers obtained with a
self report method are under discussion.

The screening questionnaires, such as the GHQ, also suffer validity
problems. According to Dohrenwend, their correlation with factors such as
self-esteem, helplessness/hopelessness, grief and confusion is extremely high.
We came across this phenomenon in our own research, when we tried to
correlate GHQ scores of patients who had sought help from social work
agencies with the presence of psychopathology, measured using DIS (Friele
and Verhaak 1991). We found no connection between the two measures,
which must probably be attributed to the extreme hopelessness and grief
experienced by the respondents at the time, which resulted in high GHQ
scores in all cases. The expected relationship was clearly demonstrable
within an out-patient mental health population, which was probably selected
more on the basis of psychopathology as the primary cause of the trouble
(Friele and Verhaak 1991).

Nevertheless, broadly speaking this is the situation on the basis of which
current figures, as presented in the Introduction, are produced. These are
figures from the psychiatric point of view. Methodologically speaking, they
are better than the figures presented thirty years ago. They are based on
generally accepted and widely used operational definitions, which means
that morbidity figures have become much easier to compare. There is more
general agreement as to when a person is suffering from a "psychiatric
illness". On the other hand, as we have demonstrated on the foregoing
pages, there are serious methodological shortcomings.

Even if these shortcomings are taken away, we should bear in mind that
those figures are based on one specific frame of reference, the medical
disease model. The unanimity reached is based on arbitrary agreements
about the number of symptoms required to be able to say something is a
"definite case" of a particular category, as in DSM-III or PSE, or about the
cut-off points applied in the screening instruments, such as GHQ.

What is more, it would seem that these standardized methods are more
specific when used on a preselected population than when they are applied
to the population at large. This is a point for discussion in the section of this
chapter on the different levels where mental disorder can be measured.
First we will look at the concept of mental disorder from the view of
general practitioners and patients.
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Mental disorder from the viewpoint of general practitioners
Diagnoses in primary care settings

Lamberts (1991) has introduced a taxonomy of diagnoses in general
practice, which may clarify the differences between morbidity in general
practice and morbidity in specialist settings. A medical diagnosis, reflecting
by definition the evaluation by a doctor of the request for help by the
patient in medical terms, may be based on evidence of pathological-
anatomical or pathophysiological nature. These diagnoses are labelled as
pathological or pathophysiological diagnoses which refer definitely at
diseases, and which can be concluded to on basis of objective evidence.

A next category Lamberts distinguishes is the nosological diagnosis. The
etiology and pathological or pathophysiological substratum are unknown.
They are a result of consensus between doctors to define certain combina-
tions of symptoms as an illness. The family of psychiatric illnesses, discussed
previously, belongs largely to this category.

As we defined earlier, symptoms are complaints, brought forward by the
patient, which are indicators for medical diagnoses, be they pathological,
pathophysiological or nosological diagnoses. A symptom, such as headache,
might refer to a whole number of different diagnoses. However, the diag-
nosis of the general practitioner often remains limited to such a symptom:
i.e. "symptom-diagnosis".

Finally, general practice is confronted with requests for help concerning
psychological or social problems which cannot be defined as "illness", not
even on nosological grounds. These are problems which, though not
considered illnesses, require medical help and for which the general practi-
tioner feels responsible. Examples of such problems are nervousness,
relational problems or working problems and they are labelled by Lamberts
as 'problem behaviour". A more or less comparable category is that of
"functional complaints" :physical sensations resulting from emotions, for
which no pathological or pathophysiological explanation can be found.
Again, it is legitimate to seek medical help and general practitioners
consider treatment their business. Whereas pathological and
pathophysiological diagnoses can be established objectively; problem
behaviour and functional complaints exist only because help was sought for
them.

A feature of morbidity in general practice is that general practitioners come
across relatively few "ideal types" of syndromes and many more cases of
individual symptoms, or even more subjectively, problem behaviour and
functional complaints. Specialists work with patients who have illnesses that
are both more severe and less likely to remit spontaneously than those
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commonly seen by family doctors (Goldberg 1992). As we shall discuss in
greater detail below, it is precisely for this reason that primary care morbid-
ity classifications suitable for the registration of symptom-diagnoses as well
as fully elaborated medical diagnoses, have been developed. Lamberts
(1991), using such a primary care oriented classification system (the Interna-
tional Classification for Primary Care: ICPC) demonstrated the overrepre-
sentation of "symptom-diagnoses" for the psychosocial domain as well as for
physical illnesses. His results show that if one considers the initial contacts
in an episode of illness - and 80 per cent of episodes of illness consist of no
more than one contact - over 80 per cent of the diagnoses in which mental
disturbance or social problems are found, consists of symptom diagnoses.
However, also in the sections "Musculoskeletal", "Neurological" and "Female
Genital System", half or more of the initial contacts are diagnosed on the
basis of symptoms.

The situation is of course different in follow-up contacts within a single
episode of illness. In follow-up contacts the general practitioner has had
opportunities to carry out further diagnostics and as time goes by, more
understanding is gained in the course of the illness. Nevertheless, even after
follow-up contacts, diagnoses based on symptoms still comprise 60 per cent
of diagnoses where mental disturbance is found; 100 per cent where the
diagnosis is social problems; 75 per cent of diagnoses within the "Female
Genital System"; and more than 20 per cent in such common areas as
"General", "Digestive", "Musculoskeletal", "Neurological", "Respiratory" and
"Pregnancy”. In other words, "symptom diagnosis” is very common in general
practice.

Compared with the psychiatric disease concept, as elaborated earlier in
this chapter, the viewpoint of the general practitioner leaves more room for
the experiences and perceptions of the patient. In doing so, he is able to
incorporate the context in which the symptoms occur. Symptoms are not
simply considered as contributing to an "objective" classification or diagnosis,
but viewed within the situation in which they appear. Concepts like
"problem behaviour" and "functional complaints" provide the general
practitioner with the opportunity to take the context into account.

Classification in general practice

Current morbidity classifications in general practice reflect these characteris-
tics of morbidity in general practice. Compared to a specialist, a general
practitioner sees relatively few well-defined syndromes and relatively large
numbers of symptoms for which it is (as yet) impossible to give a definite
diagnosis. Of the approximately 9,000 ailments in the International Classifi-
cation of Diseases (ICD), general practitioners come across some 1,000 with
some regularity (Lamberts 1991). That means that general practitioners
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have always had a need for classifications that are on the one hand limited
to those disorders that can be regularly expected in primary care, while at
the same time enabling them to respond to symptoms and so-called ill-
defined conditions.

The oldest classification for general practitioners, the E-list, is basically an
extract from the ICD. The first classification that was developed specially
for general practitioners was the International Classification of Health
Problems in Primary Care (ICHPPC), which was an attempt to meet the
needs of general practitioners as outlined above while still retaining a link
with the ICD. Mental disorders are classified in broad diagnostic terms,
derived from the psychiatric categories within the ICD. However, it also has
a typically general practice section containing social and family problems. It
cannot be used to classify the patient’s complaint. This was felt to be an
omission (Lamberts 1982).

This was why the International Classification of Primary Care (ICPC) was
developed, in which the Reason for Encounter was adopted as the starting
point (c.f. Lamberts and Wood 1987; Lamberts, Meads and Wood 1982).
The reason a patient consults a general practitioner may be because he is
experiencing symptoms or complaints, or it may be because of a previous
diagnosis. This is why, for each section (which include Psychological and
Social, in addition to, for example, Digestive, Eye, Skin and Male Genital
System) the ICPC has a sub-section of symptoms and a sub-section of
diagnoses. The latter have more or less been imported from ICHPPC-II. In
addition, each section contains categories in which to record a patient’s
request for a medicine, an examination, or a referral. In other words the
ICPC to some extent reflects the general practitioner’s focus on what the
patient wants.

The ICPC may be used to classify the reasons for encounter presented by
the patient, but also to classify the diagnosis of the general practitioner. This
means that a general practitioner not only may use psychiatric diagnoses for
the classification of mental problems, but is also able to confine himself to
emotional symptoms, such as feeling nervous or depressed. The reason for
the consultation can also be classified in terms of a wide range of relational,
family and material problems, and each "physical" section also contains
help-seeking behaviour that is connected with the fear of a particular illness
or the mental and emotional problems such a complaint can cause.

The problems of reliability which hampered psychiatry before the arrival
of standardized classifications apply all the more to classifications in primary
care, with its global and poorly defined categories. Jenkins, Smeeton and
Shepherd (1988) carried out research into the manner in which general
practitioners classified emotional disorders using two systems of classifica-
tion, ICD and ICHPPC-IL. They conclude that general practitioners rarely
agree among themselves as to the diagnoses they make, that often no
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diagnosis is made at all, that they agree better as to the individual psycho-
logical, somatic and social features (symptoms) than to the resulting diag-
nosis, and that they often feel that all three components are involved at the
same time. Nevertheless, despite the defects in the systems of classification
they examined, the authors feel that the value of classification as such is not
denied, because, as they put it, "to discard classification is to discard
scientific thinking". Field studies and feasibility studies have been conducted
for the ICPC, but neither reliability nor inter-doctor variation has been
studied systematically.

The patient’s view

Regarding the patient’s definition of his situation, his subjective needs as we
may call them, we can be rather short. To begin with, the patient has
sensations. Sensations which are pleasant or unpleasant. Sensations which
sometimes have a significant meaning for the patient, implying that help-
seeking is desirable, legitimate or perhaps even necessary. In such cases,
sensations become problems. These evaluations may be different for each
patient, dependent on his health beliefs, his layman’s vision and the extent
to which he has been initiated into mental health affairs. Some problems
result in complaints for which a medical solution seems desirable and there
is a demand for help. As we mentioned earlier, when professionals are
confronted with such demands, they recognize complaints as symptoms,
possibly implying a diagnosis. At that moment the translation from demand
to a need in the eyes of a professional has been made. More will be said
about this in the following section.

What needs to be noted about the patient’s view yet, is its ego-syntomic
character. A patient’s experience of psychological problems is solely
dependent on his own experience. One cannot measure psychological
problems in a patient who himself is not aware of them, in contradistinction
to some diagnoses of "mental illness" which are to be made by professionals
without agreement of the patient, as we saw earlier.

Classifications of patient’s own subjective feelings are numerous. They vary
from answers on questions "how have you been feeling in general?" to
detailed questionnaires such as the Nottingham Health Profile (Hunt et al.,
1986)) or the Sickness Impact Profile (Deyo et al, 1983). But in fact,
answers on screening questionnaires or psychiatric interviews may be
considered reports of patient’s subjective feelings too, if one limits oneself
to the answers sec. At the moment that answers are combined or added
together on theoretical grounds and cut-off points are calculated, the
subjective feeling ends and the professional frame of reference is intro-
duced.
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Mental disorder at several levels within the health care system

It has been mentioned several times before, that mental disorder can be
observed at various levels within the health care system and that the level of
observation has consequences for ‘the content validity of the diagnoses
made. The validity and reliability of psychiatric classification tends to
decrease as the population examined becomes less selected (Dohrenwend
1990). The population is of course least selected at the level of the
community at large, before any demand for help has been developed. It
becomes more selected when we consider the patients visiting primary care
workers, usually general practitioners or primary care physicians while the
most selected level is that where patients are admitted to a mental hospital.

These different levels come back in what is known as Goldberg and
Huxley’s model (Goldberg and Huxley 1980, 1992). Goldberg and Huxley
distinguished between five levels at which mental disorders could manifest
themselves, five levels among which there are filters that have to be passed
in order to progress from one level to the next. In consequence, in an "ideal
type" of case, at each subsequent level there are fewer "cases" than at the
previous one. Figure 1.1 illustrates Goldberg and Huxley’s model.

At the first level, the incidence of mental disorders in the population is
considered. Level II contains all those people with mental disorders who
have been seen in primary care. Thus we can say that the first filter to be
passed is the decision to manifest "illness behaviour". As Mechanic (1986)
puts it,

Illness behaviour involves the manner in which individuals monitor
their bodies, define and interpret their symptoms and symptom change
over the course of an illness and how this affects behaviour, the
remedial actions taken, and response to treatment. (Mechanic 1986,

p1)

In other words, a simple visit to the doctor stands for a world of consider-
ations and decisions. After level II there is another filter: the general
practitioner has to recognize that the patient has a mental illness. As a
result, level III includes all those people with mental disorders who have
consulted a general practitioner and whose problems have been designated
mental illness by him. The next filter is the general practitioner’s decision to
refer the patient to a more specialized mental health agency. If he does not
do this, but decides to treat the problem himself (by talking to the patient,
prescribing antidepressants or hoping that time will bring a cure) the patient
remains at the third level. However, if he does refer the patient, the patient
reaches level IV, psychiatric care. And if, ultimately, the final filter is passed
and it is decided to admit the patient to a psychiatric hospital, he has
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reached level V. In Goldberg and Huxley’s terminology the patient has
completed his "Pathway to psychiatric care".

Level 5 sychiatric

in-patients
Level 4 Psychiatric

patients
Filter 3 / Referral \
Level 3 Conspicious psychiatric morbidity/
primary care visitors
Filter 2 / Recognition \
Level 2 Psychiatric morbidity/
primary care visitors

Filter 1 / Help-seeking \
Level 1 Psychiatric morbidity/population

Figure 1.1 Goldberg and Huxley’s model

In the above we have already used the term "ideal type". However, a patient
will not necessarily always follow this path (c.f. Gater et al. 1991). In health
care systems where the general practitioner is not a compulsory interme-
diary between the patient and the specialist, levels two and three may be
omitted. In the Netherlands, a lot of patients apply directly to ambulatory
mental health services. There are also but few systems where out-patient
psychiatric care services fully control access to the psychiatric hospitals.
General Practitioners in the Netherlands regularly decide to admit a patient
to a psychiatric hospital, thus eliminating the fourth level.

Nevertheless, broadly speaking the system does work as set out above.
This has several notable consequences for the morbidity found at the
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various levels. In a quantitative sense it means that the higher up the
hierarchy we go the smaller the numbers become. After all, the "supply" at
each level is dependent on the previous level, and the filters ensure that
something "gets left behind" at each level. In a qualitative sense the morbid-
ity undergoes a change at each level. While at the level of the community a
relatively high proportion of complaints remain symptoms which do not fit
within a nosological syndrome or diagnosis, the more specialized the
psychiatric care becomes, the more serious the psychiatric syndromes.
Because, apparently, the urge has driven the patient or his environment to
pass all these filters. And these serious examples are more outspoken too.
See the better performance of diagnostic instruments in clinical settings
reported by Dohrenwend. The depressive patients seen by a general
practitioner cannot easily be equated with the depressions that are treated
in a psychiatric hospital.

The Goldberg and Huxley model as a research model

Goldberg and Huxley’s model has been a source of inspiration for a vast
amount of psychiatric epidemiological research. By examining epidemiology
in such a highly differentiated fashion, Goldberg and Huxley’s model has
contributed to the fact that the diagnostics employed in general practice and
the community are no longer simply extrapolated from those used in
psychiatric clinics.

Although their model demands attention for other levels of health care
than the traditional psychiatric field, it considers these other levels in the
language of the psychiatric disease concept, as we defined this in earlier
sections of this chapter. Goldberg and Huxley are searching for psychiatric
diagnoses in the community and among general practice visitors, they are
comparing diagnoses by general practitioners with the diagnoses made by
psychiatrists, etc.

If we are to study the discrepancy between psychiatric epidemiology and
the demands put forward by patients, we could consider starting at the level
of the population using the patient’s frame of reference and ending on the
level of the mental hospital using the frame of reference of psychiatry, with
the general practitioner’s interpretation in between.

In 1972, Bradshaw (cited by de Jong 1986) introduced a useful taxomy to
distinguish the several kinds of need, which reflect these different frames of
reference. He distinguished:

1) Normative need, need assessed by experts. DSM-III diagnosis are an
example of normative need. Results from screening questionnaires
being approximations of psychiatric diagnosis are another one. The
diagnosis made by the general practitioner should also be regarded as
a normative need, the general practitioner being a professional and an
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expert too, though at a more general level.

2) Felt need, the need expressed on request by the population, patients,
etc. The experience of psychological problems is a felt need.

3) Expressed need/demand, needs which have been translated into a
request for help. The complaints put forward by the patient at the
doctor’s office are regarded as demand.

4) Comparative need, people not receiving help but having the same
characteristics as those who do.

As de Jong argues, each approach has its own shortcomings and gives a

distorted picture.

Only assessing the normative need results in the inclusion of those people
who may share characteristics of clinically disturbed patients but who can
cope with it. Consequently they do not translate their sensations in
complaints, requiring treatment. Relying solely on the felt need, leads to
wrongly attributing a mental illness label to those who are not disturbed
enough to justify such a label. On the other hand, people who do not
recognize their disturbance as abnormal will be missed. Such is especially
the case with patients with a disturbed view of reality.

The same kind of errors are to be expected when the expressed need is
taken as point of departure. The false negative error - disturbed patients
not seeking help - will even be amplified by factors affecting accessibility.

We can apply this taxonomy to the different perspectives, distinguished by
us in the previous pages. When mental disorder is defined in terms of
psychiatry we are confronted with normative need. A general practitioner’s
diagnosis is a normative need as well, but in terms of slightly different rules.
The need expressed finally on request by the patient, approaches the mental
problems from the viewpoint of the patient. We use the verb "approach” on
purpose, because a patient will focus in particular on those experiences
which cause a certain amount of concern. When this concern is strong
enough, the expressed need might be translated as a demand for help.

Now we may use this terminology to complete the Goldberg and Huxley
model.

With such an approach at the first level, the community, the sensation of
emotional unwell-being experienced in the population should be measured.
We shall label this as the Felt need, the need for help experienced by the
patient.

At the second and third levels, in other words, general practice, the
approach adopted should be based on the patient’s request for care. Here
Demand (or expressed need) is central. The ICPC, in which the Reasons for
Encounter are recorded in terms of the patient, is the ideal measuring
instrument for this purpose. When this demand is stated in psychosocial
terms, the differences between the two levels are not so great, because the
patient’s explicit request for help with emotional problems is recognized by
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the general practitioner in almost all cases (Verhaak and Wennink 1990).
However, if demand for help is formulated in physical terminology, a
difficult process of reattribution is needed, and often discrepancies will
remain between patient’s experience and the general practitioner’s diag-
noses. The general practitioner translates the patient’s demand into a
diagnosis (Normative need according to the general practitioner, as set out
in either ICPC or ICHPPC). If the diagnosis occasions it, he will refer the
patient to a specialist.

The problems that end up at the fourth and fifth levels - generally via the
general practitioner - require specialized help. Here the rules of the special-
ist apply, and he determines what the patient’s Normative need according to
the specialist is, using the terminology of psychiatric syndromes (e.g. DSM-
III).

However, the standard method is different in epidemiological research
that is based on the filter model. Here, the starting point is the Normative
need according to the specialist which is the ending point as well. The
extent to which this need is present in the general population and in people
who consult their general practitioner, and the extent to which it is recog-
nized by general practitioners, as well as what proportion eventually reaches
a psychiatrist, are determined in retrospect. Thus it is usual to estimate the
incidence of psychiatric problems at the level of the population using GHQ,
possibly supplemented by standardized interviews (Goldberg and Huxley
1980, 1992; Giel et al. 1991; Vazquez-Barquero et al. 1990; Williams et al.
1986). In short, the pathway to a psychiatric admission is followed from the
viewpoint of the professional and not from that of the demand of the
patient.

The crucial point in this matter may be found in the demand for help.
Looking for diseases among people who might not be inclined to look for
help, might be fruitful in case of diseases which are not recognized in an
early stage, which cause serious damage in the long run, and for which an
effective therapy exists. Screening for cervical cancer is an example leading
him to a diagnosis. In the case of most mental disorders, however, defined
by the subjective experience of the patient, it is of little use to consider
them as diseases when the patient does not ask for help. In this respect
there is a difference between the attitude of a general practitioner and a
specialist. It need hardly come as a surprise that a psychiatrist, using a
disease model, will try to find symptoms. A general practitioner has a
broader view of the patient he knows, with the specific complaint that is
troubling him at that moment in time. A general practitioner tries to
integrate the demand of the patient within a broader context: "why has this
patient come to me now, with this request for help" (c.f. also White 1988).
In this respect a general practitioner resembles a psychologist more than a
medical specialist such as a psychiatrist. A psychologist, as a specialist with a
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behavourial background is less interested in underlying diseases but more in
patient’s style of coping and the relationship between supporting power and
burden. Eisenberg (1992) notes that research into general practice should
not be directed purely at objective morbidity: '

That service orientation distinguishes research on primary care from
epidemiological studies which use symptom counts and cut-off scores to
tote up "cases" without reference to disability or to care-seeking
behaviour. (Eisenberg 1992, p.4)

This explains why a general practitioner, faced with a patient whose
emotional problems he knows, is only inclined to intervene when secondary
problems result in the suffering becoming too great.

Although we have objections against solely describing patients on their
pathway to psychiatric care in terms of normative needs, the approach of
describing each level in its own terminology has the undesirable conse-
quence of incomparability of the several levels. Therefore a combination of
terminologies is proposed in the following research questions.

Research questions

This brings us back to the research problem as we defined it at the end of
the introductory chapter. We shall have to compare both approaches to
learn more about the gap between the observed need according to psychia-
tric epidemiology and the realized demand for help. And we shall have to
use both the concepts of psychiatry as well as those of the lay-man and the
general practitioner to arrive at valid conclusions about both the need, met
and unmet, at the first three levels of Goldberg and Huxley’s model: the
population and general practice.

In the introduction we referred to the Dutch National Survey of Morbidity
and Interventions in General Practice, which would provide us with the
necessary data to undertake such an exercise. In this cross-sectional study
we have tried to combine both views by measuring (an approximation of)
mental disorder in the "disease - interpretation” and subjective experiences
of the same patients as well. These patients will be followed on their
"pathway to mental health care", to paraphrase the title of Goldberg and
Huxley’s work which is already a classic (Goldberg and Huxley 1980).
Taking this approach we hope to gain insight into the added value of that
part of illness which is not covered by the concept of disease.

In the following research questions we label the mental disorder as a
psychiatrist defines it as the "normative need" of a patient. The subjective
experience of psychosocial problems is referred to as the "felt need" of the
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patient. In this book we will look for an answer to the following questions,

regarding Doctor’s views and Patient’s demands:

1. How do felt needs of patients relate to their normative needs as
established by psychiatric screening-instruments and with what patient
characteristics are felt and normative needs connected?

2. What consequences do felt and normative needs have for help-seeking
behaviour?, and with which characteristics is help-seeking behaviour
connected?

3. What demands for help result from felt and normative needs and what
characteristics is problem presentation connected with?

4. To what extent are felt and normative needs of patients recognized as
such by their general practitioners and how is this related to patient
characteristics?

5. How do general practitioners treat the problems of patients with a felt
and/or normative need?

When studying this field of tension between felt need and resulting demand

for help on the one hand and normative need according to psychiatry on

the other hand, patient characteristics influencing the use of medical

facilities should be taken into consideration. Andersen and Newman (1973)

distinguish three important groups of individual determinants in studying the

use of health care facilities:

- predisposing determinants.

- enabling determinants.

- illness level. As illness level (from the point of view of the patient and
of the doctor) is already the central concept in our research questions,
we shall consider both other kinds of determinants briefly.

In Dutch research on risk-indicators in psychopathology the following
characteristics or living conditions are repeatedly mentioned:

- age

- sex

- social economical status

- marital status

- urbanization

Elderly people, women, lower social economical status, singles and people
in large cities being more at risk (De Ridder 1988, Ypema and de Haen
1983).

Ormel (1980) concluded that persons out of work because of unemploy-
ment or disability run higher risks, together with less well- educated people.
Offerhaus (1978), conducting a Dutch study on need for psychiatric help,
pointed to the inhabitants of large cities, the widow/widowers, divorced and
sick persons as those with the highest risks in this respect.
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We conclude from these overviews that we should take the following into
consideration as predisposing determinants:
- age
- sex
- marital status
- education
- employment status
- degree of urbanization

Although social economic status is not taken into account directly, it will
be highly correlated with level of education and employment status. Almost
the same kind of characteristics have been considered in the international
literature. (Goldberg and Huxley 1992, Vazquez-Barquero et al. 1990,
Williams et al. 1986).

Regarding the enabling determinants: some of the predisposing variables
might be considered enabling as well. Education in particular and degree of
urbanization might be considered as such, although in different directions.
In the case of education, less well-educated people seem to be more at risk
of developing mental disorder. Better educated people, on the other hand,
being more "protoprofessionalized” (De Swaan 1979) might find it easier to
find their way to mental health institutions. In urban areas, mental disorder
is more prevalent. On the other hand, in urban areas mental health facilities
are more common, thus specialized mental help is more accessible in urban
areas. A last enabling determinant to be mentioned is insurance status
(private vs public). Publicly insured patients in the Netherlands have fewer
financial barriers to primary and specialized health care than (some)
privately insured people. We will elaborate on this topic - the Dutch Health
Care system- in some detail in the next chapter. However, there is, by
definition, a relationship between public insurance and low social economic
status, so again the enabling factor outweighs the predisposing one.

In the next chapter we shall consider in detail how the different concepts,
summed up in these last pages, have taken shape in our study.
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Notes

1.

McGuire (1973) gives the following summary of psychiatric research
before 1968 when WHO introduced the psychiatric standardization
DSM-IL

Summary of percentage agreement on diagnostic categories between
psychiatrists found in several investigations

Authors No. Broad Specific
of pt. Categories Categories
Ash (1949) 52 64% 38%
Hunt et al. (1953) 794 54% 32%
Schmidt & Fonda (1956) 426 84% 55%
Kreitman (1961) 90 78% 63%
Beck et al. (1962) 153 70% 54%
Sandifer et al.(1964) 91 73% 57%

McGuire adds:

it may be small consolation to the psychiatrists and psychologists
operating within the present classification systems to realise that
the position is not significantly different in general medicine.
Wilson and Deming (1927) horrified to find only 66 percent
agreement on their psychiatric diagnoses, found that this figure
was very similar to the agreement between cause of death on the
death certificate and the diagnosis arrived at by autopsy. The
medical figure was, of course, a validation figure, whereas the
psychiatric one was only reliability, in which case the validity is
likely to be much less. (p.6)

Help-seeking behaviour differs from demand for help in the following
way. "Demand" in our research questions implies an explicit demand
for help for psychosocial problems. "Help-seeking behaviour” is defined
as any contact with professional health care providers, irrespective of
the reason for contact. A demand for psychosocial help thus implies
help-seeking behaviour, but not the reverse.
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2 Methodological
background information!

Introduction

From April 1987 through March 1988 a large scale study on morbidity and
intervention in general practice was conducted in the Netherlands. The
study was designed to supply answers to questions concerning the position
and function of the Dutch general practitioner. The research was financed
by the Ministry of Welfare, Health and Cultural Affairs and the National
Council of Sickness Funds.

In a number of respects the survey was inspired by the National Morbidity
Surveys held every ten years in England and Wales (Crombie and van der
Zee 1982, Royal Coll. Gen. Pract. 1986). They too are aimed at achieving a
review of morbidity in general practice, linked with more information about
the patients than merely age and sex.

Data from this study serve to provide answers to the questions put
forward in the last chapter. In order to interpret these answers correctly it is
necessary for the reader to be informed in some detail about the health
care system where the data were collected and about the way the study was
conducted.

In this chapter both purposes are served. It contains a review of some
relevant aspects of the Dutch health care system and a review of the survey
design is presented. A review will be given of the data collection methods
and the study population covered in this study will be described. Finally the
main measuring instruments will be discussed.

The Dutch health care system?
General practitioners in the Dutch health care system

The Dutch health care system, as most health care systems in Western
Europe is organised on an insurance basis. General practitioners work in a
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capitation system in the case of publicly insured patients. In contradistinc-
tion to many other western European countries, only slightly more than
60% of the Dutch population are insured against costs of medical care on a
compulsory basis. This compulsory scheme applies to all employees below a
fixed wage level, to old age pensioners who prior to retirement were
publicly insured, and to persons in receipt of social benefits. Privately
insured persons have a range of insurance options: approximately 70% of
privately insured persons have general practitioner coverage.

The payment system for general practitioners differs for publicly and
privately insured groups of patients. They receive a fixed sum of money for
each publicly insured patient on their lists, irrespective of the number of
consultations. Privately insured patients pay the general practitioner directly
and are refunded, if covered.

All general practitioners have both privately and publicly insured patients.
Publicly insured patients are on the list of general practitioners , while
privately insured patients are not, although they usually do consult the same
general practitioner.

General practitioners in the Netherlands have a central position as
gatekeepers to specialist care, which is only accessible after referral by a
general practitioner. Although this is not strictly the case with ambulant
mental health care, it is not unusual in these cases too, to require a referral
by the general practitioner. Accordingly, most contacts between the public
at large and the health care system take place in the general practitioner’s
practice. The general practitioner decides who is to be referred for further
treatment and who is not. Without his permission there are no appoint-
ments with medical specialists and without a referral there is no reimburse-
ment of the costs for physical therapy or other paramedical help. Because
of this position in the health care system, the general practitioner holds the
key to a boundless store of information concerning morbidity patterns as
well as the treatment of diseases. For a more elaborate description of the
Dutch health care system compared with other systems, see Boerma et al.
(1993).

This position of the Dutch general practitioner has the following conse-
quences for patients’ pathway to psychiatric care as Goldberg and Huxley
outlined it.

Basically there are no financial barriers for most patients to pass the first
filter and seek medical help for their problems or complaints. There is a
relatively small group (+ 10% of the total population) whose primary care
costs are not covered. Young, unmarried persons will be overrepresented in
this group.

The first filter may be relatively easy to pass, the psychiatrist in a hospital,
on the other hand, is mostly not reached without intervention of the general
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practitioner. In daily practice. especially better educated people, who know
where to get therapeutic help, and people with a higher income, who are
less dependent on insurance rules, succeed in getting specialist help without
a referral. Institutions for ambulatory mental health care (to be discussed
below) are more frequently reached without general practitioner interven-
tion.

A last feature of the Dutch health care system which is not without
significance for mental health care in primary care is the fixed list. As an
average, the Dutch general practitioner sees a patient about four times a
year. Each general practitioner keeps a registration system which allows him
to combine different medical events and demands for help. What is more,
the regular relationship with his patients allows the general practitioner time
to test his provisional diagnoses and perhaps time to do its work. As mostly
complete families are listed with the same practice, the general practitioner
also has the opportunity to get information second-hand and to monitor
patients unobtrusively. Of course, all these advantages are much stronger in
rural areas with less mobility than urban areas (c.f. Verhey et al. 1992).

Mental health care in the Netherlands

A referral for mental disorder by a general practitioner is in most cases a
referral to a more specialized institution for mental health care. We shall
discuss the supply and geographical distribution of these facilities below.
Before doing this we have to pay some attention to another opportunity a
general practitioner has for such a referral: the social worker. Although a
social worker is not considered part of the mental health care system in a
restricted sense; since the sixties, the social worker has been an important
partner in primary care where treatment of psychosocial problems are
concerned. Traditionally social workers applied themselves to marital
problems, relational therapy, bereavement groups, in short all kinds of
counselling. It appears rather difficult to make a clear distinction between a
target group with relatively simple "psychosocial problems" without severe
psychopathology to whom social work should be directed and the more
severe disorders requiring specialized mental health care (Friele and
Verhaak 1991, 1993). Nevertheless, general practitioners do use the social
worker as a possible point of referral. Social workers are easy for potential
clients to reach, as social work is a community facility with an intricate
distribution. In 1993, 166 institutions for social work with 1,227 visiting
addresses were reported. They employed 2,914 social workers (staff and
executives; Buitink 1993). About twenty-five per cent of all social workers
keep regular contact with general practitioners (de Veer 1991). Clients of
social work appear to be less well educated and from lower income classes
than clients of specialized institutions, to be discussed below (Friele and
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Verhaak 1991).

Of the specialized mental health institutions a general practitioner can
refer to, the non-residential ones are the most obvious. There are 58
Regional Institutions for Ambulatory Mental Health Care (in Dutch:
RIAGG), which are regionally distributed. The catchment area of a RIAGG
ranges from 150,000 to 300,000. The professional staff of a RIAGG includes
specialized social workers, psychiatrists, social psychiatric nurses and
psychologists. In addition, there are psychiatric outpatient clinics, connected
to psychiatric hospitals and general hospitals. Of all non-residential mental
health care, about 80% was delivered by RIAGGs in 1986 (Bauduin 1988).
Although the RIAGGs in more rural areas, in particular, have a decen-
tralized structure with a number of auxiliary branches, out-patient mental
health care is in general less easily accessible than primary care in the form
of the general practitioner or the social worker. Again, the difference
between rural and urban areas - where all services are concentrated - might
be of importance in this respect.

The National Study of Morbidity and Interventions

Data collection

The study is based upon three central measuring instruments: the registra-
tion of contacts, the patient registration and the patient survey. They will
now be discussed in some detail.

Registration of contacts. Over a period of three months the participating
general practitioners kept a complete record of the morbidity presented in
their practice and of all associated activities.

The contacts registered included face-to-face contacts as well as consulta-
tions with receptionists. Consultations by telephone were registered only
when they resulted in a repeat prescription or referral.

The registration form included sections on the contacts, on morbidity and
also on interventions.

The contact registration form included a number of sections to identify the
contact between patient and general practitioner. The following items were
recorded:

- point in time when the contact took place (during the day; evening;
night)

- length of the consultation;

- nature of the consultation (consultation in the practice; home visits
etc);
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- initiator of the consultation (patient; general practitioner; someone
else);

- type of the consultation (first consultation; repeat consultation; recur-
rence of disease; periodic check up).

General practitioners were asked to record the reason(s) for the patient’s

contact and their diagnosis (diagnoses). In one consultation, more than one

reason for encounter and diagnosis could occur and, consequently, be
recorded. For each diagnosis, the general practitioner recorded the degree
to which somatic or psychosocial factors played a role on a 5-point scale.

Reasons for encounter mostly are complaints and symptoms. However,
sometimes the reason why the patient visits the doctor is a request for
medication or referral while it is also possible that - in a repeat consultation
- the patient presents an already established diagnosis as the reason for
encounter. The reason for encounter is considered the demand for help.

Reasons for encounter as well as diagnoses recorded by the general
practitioner on the registration form had been classified using the Interna-
tional Classification For Primary Care (ICPC) by well trained coders with a
medical background. Thus, as regards coding activities the participating
general practitioners were not involved themselves, but they were for data
quality control.

During the registration period a patient could consult the general practi-
tioner more than once for the same condition. If this happened the diag-
noses were linked together into episodes of care. Two possibilities could
arise. They were:

- episodes also involving pre-registration period contacts;

- episodes where the first consultation occurred in the registration
period; a distinction was made between completely new problems and
recurrent problems.

Only the second category of episodes can now be used to calculate
incidence statistics; all episode types can be used for calculating the preva-
lence. Conversion to statistics on a twelve months-basis is possible by
quadrupling the incidence rates. Such a solution would result in unreliable
statistics for prevalence rates, since chronic conditions exceed the registra-
tion period.

As an episode can include several diagnoses, general practitioners have
been able to amend the diagnosis in the successive contacts within one
episode. For epidemiological purposes it has been decided in general to use
the diagnosis of the latest contact to label the episode. Studies on general
practitioners interventions, however, are not primarily interested in the final
diagnoses but in the diagnosis in every single contact.

The way in which doctors react to the complaints presented, can best be
understood from the conclusions on diagnoses drawn at that moment. For
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that reason the separate diagnosis of every reason for encounter has been
stored in the database as well.

General practitioners have recorded the following data on interventions for

every reason for encounter:

- requests for laboratory investigations and the results of those investiga-
tions;

- activities concerning health promotion, counselling, vaccinations and
minor surgery;

- prescriptions for medicines: brand name, strength, daily dose and
prescribed dose; prescribed medicines are classified according to the
ATC classification;

- referrals to primary and secondary health care providers as well as to
hospital; purpose and type (new or repeated) of referral are recorded
as well.

- consultations with colleagues and follow up appointments.

Patient registration. It is important to consider the morbidity data against the
population at risk and not just against those consulting the general practi-
tioner. Accordingly, information was collected for the whole practice
population on the age, sex, marital status, education, sickness insurance type
and employment status of the patients registered with the practices of par-
ticipating general practitioners.

Patient survey and diary. The objectives of the patient survey were to gain
information on the morbidity perceived by the population and on factors
influencing the presentation of illness to the general practitioner. Indeed, a
morbidity registration by general practitioners relates only to reported
morbidity, and gives no information on illness not reported to the general
practitioner. Moreover, patient registration only provides information on a
limited number of patient characteristics.

The survey (a two hour health interview) included several indicators of
perceived morbidity: information is collected on recent complaints, on
chronic diseases and on psychosocial problems; a disability measure is
included as well as the General Health Questionnaire. The survey also
includes information on the illness and utilization behaviour of the respon-
dents.

In addition respondents were asked to keep a diary during a period of
three weeks in order to furnish insight into the number and kind of health
problems for which no professional help was sought.

The current study. In the current study, the several databases were com-
bined. This allows us to consider data from the patient survey and diary
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together with the registration data from the same patients. In this way we
have data at the several levels of the Goldberg & Huxley model, stemming
from the same population. As we are only including those above fourteen
years of age, this common population counts 10787 persons. For this
population we shall present results on mental illness in the community, their
help-seeking behaviour, their presentation of psychosocial reasons for visit
at the general practitioner’s office, their morbidity, as diagnosed by the
general practitioner and the treatment of their diseases..

In addition, we shall also present data from the total research population
(N=335.000) in the chapters on morbidity and treatment in general prac-
tice. In that case, however, we are no longer able to combine these figures
with patient characteristics, other than those collected in the patient regis-
tration. GHQ and experience of psychological distress reported by the
patient can only be combined with morbidity figures of the survey popula-
tion.

Study population

General practitioners. It was decided to choose a non-proportional stratified
sample of general practitioners. A random procedure guaranteed the
smallest possible selection. The stratification variables were: degree of ur-
banization, region and distance from the hospital. Four degrees of ur-
banization were distinguished according to the classification of the Dutch
Central Statistical Bureau; three regions (the northern, the middle and the
southern part of the country) and three distance groups (the doctor’s
surgery is in the immediate vicinity of a hospital, his surgery is at a distance
of between 0 and 15 km from a hospital, or the distance to the nearest
hospital is over 15 km). Non-proportional stratification guaranteed that all
values of the stratification variables were well represented in the sample.
The sample was drawn from the NIVEL file of general practitioners
practising as principals on 01-01-1985.

General practitioners were invited to participate in the study by means of

a letter accompanied by a recruitment folder and letters of recommendation
from the Dutch GPs Association and the National College of general
practitioners. It must be emphasized that general practitioners themselves
were approached, and not the practices as such.
Colleagues of general practitioners in the sample working in the same
surgery, were also requested to participate for several reasons. In the first
place the age-sex register was linked to the practice as a whole and often
not to the doctors as individuals. Furthermore, patients often visit more
than one general practitioner in a practice. As it was our aim to link reasons
for encounter to episodes of care, the morbidity presented to these
colleagues was indispensable.
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In a limited number of the stratification cells it was necessary to accept
the participation of general practitioner volunteers.

161 general practitioners participated in the study. The average age of the
doctors taking part in the study was lower than the national average; more
female general practitioners participated, and fewer doctors working in
single handed practices. These general practitioners were paid for their
participation.

Patients. On the patient side some basic information was gathered on the
total patient population of the participating general practitioners. In addi-
tion, supplementary information was collected in a random sample of 100
patients per participating general practitioner by means of a health inter-
view study (the patient survey).

For each practice an age/sex patient register was set up. The study
covered a population of approx. 335 000 patients treated by the participa-
ting general practitioners. There was a high level of correspondence on both
age and sex distributions.

Background and social data was collected by means of the patient registra-
tion for the total patient group. It was possible to collect information for
about 90% of the total patient group. Nevertheless, this response per-
centage differed depending upon the questions asked. Non response was
higher for indicators of social class such as education and occupation. In
addition to this patient registration, a random sample of 100 patients on the
list of every general practitioner participating in the study was invited to
take part in a health interview study and a health diary covering a three
week period. Thus, patients selected for the interview did not necessarily
have to have visited their general practitioner to be selected for the inter-
view. Patients of all ages were selected. The response rate for the health
interview was 76%, including 13,014 completed interviews. Nearly 93% of
the respondents participating in this interview also completed the health
diary. The age/sex distribution of the patients participating in the health
interview study shows only small differences with the total Dutch popula-
tion: the number of respondents in the 25-44 age group is slightly over-
represented.

Operationalization of crucial concepts
In the last chapter, we have introduced the concepts "felt need", "normative
need", and "general practitioner’s diagnosis". The operationalization of these

concepts and the ideas behind it deserve some clarification.

Felt need Felt need comprises the problems and problem situations as the
patient experiences them. Felt need exists irrespective of whether (medical)
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help has been sought for or not. It is the condition of the patient in the so-
called pre-medical stage. As we know from population studies, only about
ten per cent of all physical and psychological complaint leads to a request
for professional help (vd Lisdonk 1988).

Felt need might be measured by open questions (for example Furer en
Tax 1987) but results from such an approach may be hard to compare.
Consequently, a list of 65 acute physical and psychological complaints and
problems was handed out to the respondents during the health interview,
requiring them to indicate the complaints and problems experienced during
the past two weeks. Eight items indicated a psychological or social
complaint/problem; if one or more of those were indicated, the respondent
was considered to have experienced a "felt psychosocial need".

A disadvantage of such a measurement is that it invites people to
complain. This invitation to complain is more or less inherent to the
interview method. Fortunately, all participants to the health interview were
also requested to keep a health diary during three weeks. All physical and
psychosocial complaints, experienced during this period, were to be regis-
tered by the respondent in this diary. This was to be in the respondent’s
own words, which were classified afterwards. Each respondent noting at
least one problem or complaint classified as "psychological” or "social" was
regarded as having experienced a "felt psychosocial need". In this way the
subjective experience of being unwell is reported strictly at the patient’s
initiative.

A last indicator was the recent experience of psychosocial stressful events.
It was measured by the Biographical Problem Inventory (Biopro), originally
developed by Mooney as the Mooney Problem List (1950), later adapted by
Furer and Tax (1987). It contains 22 items, about relational, social and
psychological problem situations which are recently experienced. If a
respondent had experienced one or more problematic situations, his score
on the Biopro was considered positive. It should be mentioned that the
Biopro is not so much an indicator of need, as one of the psychological
burdens a patient is experiencing and as such a possible predictor for "felt
psychosocial need".

Demand The demand for help as it is expressed by the patient, was regis-
tered by the general practitioner during each contact and coded afterwards
in the ICPC. Patients reporting at least one complaint within ICPC-chapter
"Psychological" or "Social" were considered to be expressing a psychosocial
demand for help.

Normative need We defined "the mental disorder as a professional defines it
as normative need". As we saw in the foregoing chapter, nowadays the most
sophisticated way of assessing a person’s psychiatric status is by a stan-
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dardized psychiatric interview. Such an approach has been followed in the
American Epidemiological Catchment Area studies, but is in general too
expensive. Because of this drawback, the two stage sampling approach has
been developed, in which case a screening instrument precedes the stan-
dardized interview, to be held with only a small sub-sample of the original
sample. The interview serves the function of calibrating the screening test.

In many cases the GHQ is used as screening test, and as a result the
GHQ is very well documented, regarding its sensitivity and specificity.
Goldberg (1985) reports figures for specificity ranging from .73 - .93 and for
sensitivity from .67 - 1. The positive predictive value ranges from .55 to
753

An objection against such screening-lists in general and the GHQ in
particular is its possible contamination with general feelings of demorali-
zation and physical unwell-being. As Dohrenwend et al. (1980) pointed it,
"elevated scores on these scales tell you that something is wrong". It does
not necessarily mean that that "something" is associated with
psychopathology and on the other hand, some psychopathology may be
possible without non-specific psychological distress the screening lists are
measuring. DeMarco (1984), reporting on the physiological and psycho-
logical dimensions on the Langner-22 item scale (a comparable screening
test), concludes that his results

strongly support the interpretation that the scale measures primarily
one major dimension which ... can be presumed to be mild undifferen-
tiated psychopathology (DeMarco 1984, p.64).

This conclusion is based on the results that both physical and psychological
symptoms of the scale made an effective contribution in differentiating
subjects at risk from controls, that all the items correlated substantially with
the total score and therefore are likely to measure the same underlying
trait, and that Cronbach’s alpha of .86 indicated the existence of one
dimension. Nevertheless, in case of this Langner scale, caution was required
because of low specificities. Ormel et al., (1989) analyzing longitudinal data
in which both GHQ-28 and PSE-score were available, conclude that the
GHAQ indicated the changes in severity, the PSE was measuring.

These considerations, combined with the fact that the GHQ is often used
in the international literature as an indicator for psychopathology, make it
legitimate to use the GHQ, as assessed during the health interview, as an
indicator for the "normative need" of the patient. Because, it seems plau-
sible to assume that an important part of the respondents, scoring high on
the GHQ, would have been diagnosed as mentally disturbed by a psychia-
trist, had he been interviewing the respondent concerned. We should be
aware however of the possible contamination with physical unwell-being.
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Another point of consideration is the assessment of the GHQ on one
particular point in time, while following the respondents during a three
month period. This issue will be considered if necessary.

GP’s diagnosis The "normative need" from the point of view of the general
practitioner has been registered by the general practitioner on the occasions
that patients visited his office during the registration period. The general
practitioner gave a diagnosis which was coded in the ICPC. Furthermore,
the general practitioner assessed each diagnosis on a 5-point scale, ranging
from "completely somatic" to "completely psychological". This provided the
general practitioner with the occasion to evaluate diagnoses which fell into
categories like "gastro-intestinal" or "neurological” also with an evaluation
that the abdominal pain or headache was not entirely a physical matter in
his eyes.

Figure 2.1 summarizes the indicators for need and demand and the samples
in which they have been measured.

Population > 14 year Interview > 14 year
268.000 enlisted patients Sample of 10.787 enlisted patients

Felt need Acute psychological complaints
reported in interview
Psychological complaints reported
in diary
Recent stressful life events

Demand Reason for Encounter, stated by the patient, coded in ICPC

Normative need Score on the GHQ, assessed

(psychiatrist) during interview

Normative need - Diagnosis coded in the ICPC

(GP) - 5-point scale (completely somatic - completely psychological)
assessment of each diagnosis

Background Age, Sex, Educational level, Marital status, Employment status,

characteristics Insurance, Urbanization

Note: As the interview sample is a sub-sample from the population, all variables

available in population sample are also available in interview sample, but not
the other way around.

Figure 2.1 Core variables in the study as measured in population and
in interview samples respectively
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Notes

1.

The information of this chapter is derived from Foets, M., Velden J.
van der, Bakker D. de, Dutch National Survey of General Practice - A
Summary of the Survey Design. Utrecht, NIVEL, 1992.

The situation as it existed during the data gathering of the National
Study (’87-’88) will be described.

Specificity can be defined as the proportion of "true non-cases" not
correctly identified by the screening test. Sensitivity is the proportion of
"true cases" which is correctly identified as a case by the test. Predictive
value is the proportion "true cases" among those identified by the test
as a case. The relationship between a test’s score (T) and the probable
"real" prevalence (P) is dependent on the test’s sensitivity and specific-
ity and can be expressed in the following equation (Goldberg and
Huxley, 1980):

P = (T - (1-specificity))/(sensitivity - (1-specificity))

When we assume the average specificity for the GHQ to be .80 and
the average sensitivity .85, the equation goes:

P = (T - .20)/(:85 - .20) or P = 1.54T - .31

It can be concluded that a GHQ’s test score with such test-characteris-
tics is only a raw approximation (and usually an overestimation) of the
true prevalence. This is mainly due to the relatively large proportion of
people who are indicated wrongly by the GHQ as probable cases of
mental disorder.
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3 Mental disorder in the
population and
help-seeking behaviour

Introduction

Subject of this chapter are felt need and normative need in the population,
or, in other words, mental disorder as it is experienced by the persons in
question and as it is assessed by psychiatric screening methods. Further-
more, the resulting help-seeking behaviour will be considered. First,
evidence from the literature on this topic will be discussed. Next, results
from our own survey will be presented.

A review of literature on mental disorder in the population
The psychiatric perspective: normative need in the population

As has been illustrated in chapter 1, recent psychiatric epidemiological
research in the population (i.e. among people who have not already been
selected by seeking help) is generally carried out by means of a two-stage
sampling approach. Among large representative samples a first screening
instrument (such as the General Health Questionnaire (GHQ) or Symptom
Check List (SCL-90) is administered. In the second shift, proportioned sub-
samples are questioned, using standardized psychiatric interviews, like the
Present State Examination (PSE) or the Diagnostic Interview Schedule
(DIS). Many psychiatric morbidity statistics are based on GHQ, DIS or
PSE. In this review we shall consider recent findings of these kind of
surveys.

GHQ-research Figure 3.1 (next page) summarizes prevalence rates as they
are measured by the GHQ. In most surveys where the probability of mental
disturbance was estimated using this screening-instrument prevalence rates
between 150 and 250 per 1000 population were reported. Women are
generally more at risk than men, and divorce or unemployment enlarges the
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chances considerably. The several studies are inconclusive about age-effects:
Finlay-Jones and Burvill (1977) and Williams et al. (1986) report more
young people (up to forty years of age) as potential cases than older people,
while Vazquez-Barquéro et al. (1990) find an increase with age.

Investigator Prev/1000 g:9 Details

Finlay-Jones and 163 1:1.4 N = 2324

Burvill (1977) Peak o, age 30-39; ¢, age 15-29.

GHQ-60 Australia Divorced > married, widowed or
single people. ¢ lower SES > ¢
higher SES

- Goldberg, Kay 184 1:2 N =213

Thompson (1974)

GHQ-60 UK

Hodiamont et al. 227 1:1.1 N = 3232

(1987) GHQ-30

The Netherlands

v. Limbeek et al. 254 N = 2628

(1994) Large city population

The Netherlands > 18 year

Vazquez-Barquero 185 1:21 N = 1223

et al. (1990) increase with age. High for divorced

GHQ-60 Spain and unemployed &

Williams et al. 1986 234 1:1.2 N = 3314

GHQ-30 UK High risk for young &' (<30yr.). Also

for unemployed &, divorced ¢ and
middle class 2.

Figure 3.1 Prevalence rates per 1000 population at risk for random
samples of the general population; based on direct assess-
ment by the GHQ

Moreover, Viazquez-Barquéro et al. (1990) and Williams et al. (1986)
reported more general practitioner contacts by people scoring above GHQ-
threshold, compared with those scoring below threshold.

Population surveys with PSE The PSE is usually administered in relatively
small samples together with the GHQ. By means of logistical regression,
models are fitted to estimate from the GHQ-score the prevalences of PSE-
diagnoses in the larger population. As the sensitivity and specificity of the
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GHQ in relationship with the PSE is not perfect, prevalences measured by
the PSE tend to be lower than GHQ prevalences.

Hodiamont et al. (1987) followed this procedure and found 72/1000 male
PSE-cases and 75/1000 female cases in a Dutch survey. These results were
compared by them with Australian data (Henderson 1979), where 90/1000
cases were found for both sexes. The probability of being a PSE-case were
higher for elderly people, the divorced and widows/widowers, the less well-
educated, the unemployed and the chronically ill.

Lethinen et al. (1990), doing the same in Finland, found 174/1000 PSE-
cases (145/1000 male, 196/1000 female), a prevalence increasing with age.

Vazquez-Barquéro et al. (1987, 1988) report a total prevalence of
147/1000 PSE-cases, being 81/1000 male and 206/1000 female.

Population research with DIS: the Epidemiological Catchment Area (ECA)
Surveys The ECA-surveys are large-scale psychiatric epidemiological investi-
gations in five locations in the United States of America (Robins and
Regier 1990). These results deserve special attention because for all respon-
dents (19.640) a complete DIS-interview could be assessed. The DIS, as the
PSE, can be regarded as a real diagnostic instrument, in contradistinction to
the GHQ which only provides an estimate of the probability of mental
disorder. The PSE results, mentioned above, were based on estimates of the
GHQ. The DIS, however, was administered to all respondents, involved in
the ECA study.

Mpyers et al. (1984) reported preliminarily 72/1000 to 86/1000 respondents
with a DSM-III diagnosis during the two weeks before the interview. These
rates increase when a longer time-span has been taken into consideration,
cumulating in a lifelong prevalence of 230/1000 to 252/1000.

The definite report (Robins and Regier 1990) concluded at 200/1000
people with an active disorder last year and with 320/1000 people having
experienced a mental disorder once in their lives. In a later refinement, on
the basis of a follow-up one year later, Regier et al. (1993) corrected the
one-year prevalence in 280/1000 (220/1000 without addiction). The odds are
higher for women, for younger people, the separated and divorced and the
socially deprived.

ECA-data have been used to study help-seeking behaviour of mentally
disturbed people. Persons with a DSM-III diagnosis visit medical doctors
more frequently than persons without a diagnosis. Leaf and Bruce (1987)
and Shapiro et al. (1984) reported more wonien seeking help in case of a
diagnosis than men. Women tended to seek help from non-specialized
agencies, such as family doctors. Men, on the other hand, were more likely
to go to specialized mental health services, to see psychiatrists and mental
health centres. Older patients only rarely visited a specialized agency.
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The patient’s perspective: felt need

Mooney’s Problem Inventory has been used in Dutch research to inventa-
rize the problem situations experienced. It is a measure for the mental
burden, not necessarily concomitant with mental distress, but very often
related to it The inventory measures the prevalence of problems in 22
different domains (work, finance, relationship, education, addiction etc.).

In the Dutch Nijmegen Regional Study (Furer and Tax 1987), 25% did not
experience any problem situations, 35% experienced problems in one or
two domains and 40% in three domains or more.

In other research, patients were asked directly about their feelings of
mental distress, without any standardization. Lehtinen et al. (1990) asked
the respondents in their population survey if they considered psychiatric
treatment necessary, a question which was answered affirmatively (abso-
lutely or probably) by 7.3%. 1.5% felt sure that they needed psychiatric
help. More women than men felt themselves in need of treatment and this
feeling was highest in the 50 to 60 age group. This self-assessed need could
be compared with PSE estimations. 28% of those who were diagnosed as
"psychotic", 11% of those with a diagnosis of "depression" and only 5% of
those respondents with an other diagnosis felt themselves in absolute need
of treatment.

In the Nijmegen Regional Study patients reported on negative feelings
during the preceding week by completing the Affective Balance Scale,
developed by Bradburn (1969) The ABS has five positive and five negative
items, the negative ones asking if "you have been very lonesome / restless /
bored / depressed / agitated during the past weeks". One third of the
respondents had not experienced any negative feeling, five per cent
responded affirmatively to all five questions.

Conclusions from the literature

Point prevalence of psychiatric disturbance, measured by screening instru-
ments is between 15% and 25% of the population. Structured psychiatric
diagnostic interviews result in point prevalences of about 10%. Prevalence
rates increase substantially when longer periods are considered.

All these rates reflect the viewpoint of the psychiatrist.

From the point of view of the patient we can conclude that many people
experience feelings of disturbance or problem situations, but only a few
consider themselves in need of psychiatric treatment, even when a psychi-
atric diagnosis has been established. In this respect the results of
Hodiamont et al. (1986) discussed in chapter 1 are relevant: most patients
with a psychiatric diagnosis experience negative feelings, but only a small
number of those who have experienced negative feelings received a psychi-
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atric diagnosis.

As was mentioned in the previous chapters, mental disorder within our
research population has been assessed from each of the perspectives,
discussed here. In the next part of this chapter we will express the preva-
lence of mental disturbance in the study population in the following ways:

- by measurement of feelings of mental disturbance, experienced during
the previous two weeks

- diary notes during the previous three weeks

- by measurement of number of psychosocial domains in which problem
situations exist

- by using the GHQ-score, as an approximation of the result of a psy-
chiatric examination.

Mental problems in the population: prevalence and patient characteristics

Felt need in the population: the experience of psychosocial complaints and
feelings of mental distress

Positive responses on check-list. People experience a lot of complaints and
problems in the short time span of fourteen days. Table 3.1 gives the
proportion of respondents that indicated each item, when questioned about
it during the interview. The psychosocial items are presented first in line3.

When we take the eight psychosocial problems together, 4051 respondents
(37.6% of the population) indicated they had experienced one or more of
these complaints. About half of them had experienced one psychosocial
problem, one quarter had experienced two of the psychosocial complaints
mentioned, fourteen per cent had experienced three complaints and
fourteen per cent had experienced four or more complaints. In the follow-
ing analyses we distinguish between respondents who did not report any
psychosocial complaints and respondents who reported at least one.
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Table 3.1
Experienced complaints in a 2-week period (N=10787)

Psychosocial complaints:

Nervous 20% Sleeplessness 16%
Easily agitated 15% Listlessness 12%
Aggressive. feelings 7% Problems at work 3%
Family problems 3% Chronically nervous 0%
Physical complaints:

Headache 32% Tiredness 31%
Stuffy nose 20% Cough 20%
Complaints back 19% Complaints neck/shoulder 16%
Complaints leg/knee/foot 14% Sore throat 12%
Dizziness 11% Excessive perspiration 11%
Complaints hand/finger 11% Hearing difficulty 10%
Tightness of the chest 8% Oppressed in chest 8%
Abdominal cramp 8% Compl. Bowel movement 7%
Ringing in the ear 7% Heartburn 7%
Stomachache 6% Complaints hip 6%
Heart palpitations 6% Nausea 6%
Increase in weight 6% Swollen ankles 5%
Diarrhoea 5% Menstrual pain 5%
Fever 4% Earache 4%
Toothache 4% Vomiting 3%
Incontinence 3% Nose bleeding 2%
Eating problem 2% Burning feeling 2%

on urination

Table 3.2 gives the distribution of characteristics. Experience of psychosocial
complaints increases with age, among women as well as among men.
Female respondents in general experience more psychosocial complaints
than men.

Widows/widowers and divorced respondents, people who have suffered a
loss, report far more psychosocial complaints than married persons or those
who have never been married.

Although there are differences between the various educational levels, this
relationship is not a linear one. One could say that those who had technical
or vocational training as their highest level of education reported fewer
psychosocial complaints than those with only primary school and those with
a secondary or tertiary.

Employment status has a clear effect on the experience of feelings of
mental disturbance. Those who are still studying and those who have paid
employment have the least psychosocial complaints. Those who run a
household or who no longer have a employment report psychosocial
complaints much more frequently. Those who are out of work because of
disability experience psychosocial complaints very frequently.
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Table 3.2

Proportion of respondents who experienced psychosocial complaints,
with different background characteristics

Sex
Age

Marital status

Highest level
of education
completed

Employment
status

Insurance

Urbanization

Men

N

5284
15-24 1031
25-44 2263
45-64 1387
65-74 429
75+ 174

Married
Divorced
Widows/widowers
Unmarried

Primary school only

Techn./Voc Training 12-16 yrs
Lower general second. education
Techn./Voc Training 16-18 yrs
Higher general second. education
Techn./Voc Training 18+
University

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired

Working

Public
Private

Rural
Suburban
Urban

3 Large cities

* p < .0001 (chi-square)

51

%

31%

26.1%
29.3%
353%
29.8%
43.1%

Women
N

5503
1077
2275
1346
514
291

N

6793
395
630

2969

3030
2739
1467
1307

- 654

867
212

2489
1482
232
334
1348
3826

7237
3475

4196
4320
1673

549

%

4% *°
39.4% *
39.4%
50.1%
53.5%
53.6%

%

35.7% °
59.5%
54.9%
35.2%

42.8% *
34.6%
37.0%
32.0%
37.9%
36.4%
36.8%

34.5% *
43.3%
43.5%
60.2%
44.5%
32.5%

39.4% °
33.8%

342% *
36.5%
44.1%
49.9%



Insurance also has an effect: those who are publicly-insured have a higher
rate of psychosocial complaints than privately-insured respondents.

Finally, people experience more psychosocial distress, when they live in a
more urbanized environment. About one third of those living in the country-
side report psychosocial complaints, while almost half of all the inhabitants
of the three large cities in the Netherlands (Amsterdam, Rotterdam, The
Hague) do so.

Of course, there are a number of interrelationships between these charac-
teristics: widows/widowers and divorced people are older in general than
married people and those who are as yet unmarried. The age-sex distribu-
tion for employment status certainly is not equal, privately-insured people
are older, but have also a higher level of education and a better employ-
ment status. To get a better insight in these interactions, a multivariate
analysis has been carried out. In such an analysis the effects of each param-
eter is estimated, while controlling for the effect of the others. The logistic
regression is given at the end of the chapter*.

After controlling for others variables, the effect of the education-level
disappeared. Among the categories of marital status, being a
widow/widowers does not exercise any effect. Being divorced, on the other
hand, considerably increases the probability of experiencing psychosocial
complaints. Among the several categories of employment status unemploy-
ment and being incapacitated are the important factors.

When we consider all the determinants together, we might state that
people in general experience psychosocial complaints when they are older,
female, divorced, publicly-insured, living in an urbanized area and/or out of
work (be it because of disability or not). In the case of disabled people
(compared to working people), the divorced (compared to unmarried
people), women (compared to men) and people from large cities (compared
to those living in rural areas) the chances are considerably higher (more
than 1.7 times as much).

Psychological complaints in the diary. Although about one third of the
respondents indicated experience of psychosocial complaints, only fifteen
per cent of those who kept a diary during three weeks after the interview
recorded psychological complaints during one or more of these days. Most
of them are coded as "stress".

Although there is a certain overlap between those who answered the
question as to whether they had experienced certain psychological problems
affirmatively and those who spontaneously recorded those problems in a
diary, only thirty per cent of the former belonged to the latter and sixty per
cent of the latter to the former. We cannot speak of the "problem-
recorders" as being a selection of the larger group who complain on request.
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The characteristics of those who recorded psychological complaints in their
diary, given in table 3.3 are also slightly different from the characteristics of
those who reported psychosocial complaints.

Again, women more frequently record psychological problems than men.
The effect of urbanization is also comparable in its effect on the experience
of psychosocial problems, reported during the interview. With respect to
employment status, maintaining a household means a risk in respect of paid
employment, but being disabled leads to a comparable probability and those
who are unemployed or retired run less risk of psychological complaints in
their diary than the working people. Divorced people in both cases (inter-
view and diary) run a higher risk of mental problems, but widows and
widowers do not distinguish themselves in their diary to the extent they did
when questioned about their mental problems.

When people are asked to record their psychological complaints sponta-
neously, overrepresentation of the 25-44 age group, the better educated and
the privately-insured is found. This is contrary to the findings from the
interview, where psychological problems increased with age, decreased with
education and were more abundant for publicly-insured.

Taking all the effects together, women, the better-educated, the disabled,
divorced and the inhabitants of urban areas are significantly more likely to
record mental problems in their diary. The regression table is given in the
notes at the end of the chapters. From the high odds ratios for the better
educated, as well as from the disappearance of effects of greater age,
unemployment and public insurance we might cautiously conclude that the
method of measurement has somehow been of influence on the results.
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Table 3.3

Proportion of respondents who recorded psychosocial complaints,

in their diary with different background characteristics

Sex
Age

Marital status

Highest level
of completed
education

Employment
status

Insurance

Urbanization

* p < .0001

..

Men

N

4879
15-24 970
25-44 2112
45-64 1287
65-74 384
75+ 126

Married
Divorced
Widows/widowers
Unmarried

Primary school only

Techn./Voc Training 12-16 yrs
Lower general second. education
Techn./Voc Training 16-18 yrs
Higher general second. education
Techn./Voc Training 18+
University

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired

Working

Public
Private

Rural
Suburban
Urban

3 Large cities

p < .05 (chi-square)

54

%

12.5%
10.6%
14.1%
12.7%
9.1%
6.3%

Women
N

5034
1028
2148
1225
437
196

N

6327
339
487

2760

2689
2585
1373
1232

189

2254
1399
213
303
1142
3621

6625
3220

3925
3997
1530

461

22.8% °
211% °
25.5%
21.9%
18.1%
17.9%

%

16.8% *
28.9%
18.7%
18.1%

13.5% *
14.3%
20.3%
20.2%
23.8%
28.0%
31.7%

15.5% *
22.2%
14.1%
19.1%
14.1%
18.6%

17.0%™
19.0%

15.4% *
16.8%
22.7%
27.8%



Keeping a health diary might have been easier for those who are more used
to expressing themselves through the spoken and the written word.

Presence of potential problem situations in the population

52% of the respondents indicated at least one psychosocial domain which
could be characterized as being troublesome. The most frequently indicated
domains were "bad prospects for the future", "changes in society", "one"s self
image" and "impossibility for self-development". Each of these situations was
indicated by 12 to 16% of the respondents. Material problem situations
("work", "financing", "housing", "living situation") were each indicated by 6 to
8% Relationships ("parents", "partner", "children" , "other relationships")
were problematic in one way or another for 13%.

Table 3.4 shows the existence of problem situations for respondents with
different characteristics. More women than men had at least one problem
situation. Differences between age-groups are not that large, although
statistically significant. For both sexes the 65-74 age group catches the eye
by having the least persons with problem situations.

The divorced and widows/widowers notably often experience problem
situations, as do the unemployed and incapacitated respondents.

People in the city not only experience more psychosocial complaints, they
also report more troublesome situations than people from rural and subur-
ban areas. .

Finally, the effect of education is striking, because the number of persons
with problems increase with level of education. Problems in personal
relations contribute significantly to this tendency.

Taking all the effects together in a multivariate analysis, the risk of
problem situations is significantly higher for the divorced and
widows/widowers, for women, for the better educated, those living in
urbanized areas and for the unemployed or disabled. The risk is significantly
lower for retired people. The regression table is given in the notes at the
end of the chapter$
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Table 3.4

Proportion of respondents with at least one problem situation

Sex
Age

Marital status

Highest level
of completed
education

Employment
status

Insurance

Urbanization

Men
N
5186
15-24 1005
25-44 2232
45-64 1364
65-74 417
75+ 168
Married
Divorced
Widows/widowers
Unmarried
Only primary school
Techn./Voc Training 12-16 yrs

Lower general second. education
Techn./Voc Training 16-18 yrs
Higher general second. education
Techn./Voc Training 18+
University

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired

Working

Public
Private

Rural
Suburban
Urban

3 Large cities

: p < .0001 (chi-square)

56

%

49.6%
46.0%
51.2%
51.5%
41.0%
54.2%

Women
N

5396
1052
2237
1321
501
285

N

6793
395
630

2969

2965
2690
1438
1289
643
858
208

2427
1459
229
323
1318
3764

4132
4226
1641

534

%

54.9% *
531%
56.8%
55.0%
50.9%
53.3%

%

35.7% *
59.5%
54.9%
35.2%

50.9% *
48.8%
51.7%
54.1%
58.8%
572%
66.8%

50.3% °
55.6%
71.6%
62.8%
47.9%
51.1%

482% °
52.5%
583%
65.2%



Normative need: psychopathology in the population, as measured by the GHQ

Figure 3.2 presents the distribution of the scores on the GHQ among the
respondents. We use the cut-off point of 4/5, as is common with the 30-item
version of the GHQ. 9.3% of the male respondents and 15.7% of the
women score above threshold and are to be considered potential cases of
mental disturbance. Distribution of other characteristics are given in table
35

The GHQ increases with age for male respondents, except for the 65-74
age group, where the line is interrupted. For females the relationship is
curvilinear with a peak for the 45-64 years age group.

The divorced and widows/widowers clearly have an increased probability
of psychopathology, according to the GHQ.

There is no clear relationship between educational level and proportion of
GHQ-caseness. On the other hand, the probability of a score above the
threshold for certain categories of the unemployed (in the first place the
disabled, but also unemployed and housewives) is markedly higher than for
people with paid employment. Publicly-insured people have a higher risk on
a high GHQ-score than the privately-insured. People from urbanized areas
have a higher average GHQ-score than people from rural and suburban
areas.

After logistic regression, four of them remain keeping an independent
effect. These are: marital status, sex, urbanization and employment status’.

Other variables remained constant, women, divorced and widows/widowers
persons, people from large cities and people who are out of work are at a
greater risk of being considered a potential case of mental illness.

Thousands
7

I S R AN S S T T S R S U S TN UH SN NN S S S |

o
01234567 8 91011121314151617 18192021222324262627282930
GHQ-score

Figure 3.2 Distribution of GHQ-scores
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Proportion of respondents, scoring above GHQ-threshold,
according to their characteristics

Sex
Age

Marital status

Highest level
of completed
education

Employment
status

Insurance

Urbanization

* p <.0001

s

Table 3.5

Men
N
5092
15-24 990
25-44 2184
45-64 1340
65-74 414
75+ 164
Married
Divorced
Widows/widowers
Unmarried

Primary school only

Techn./Voc Training 12-16 yrs
Lower general second. education
Techn./Voc Training 16-18 yrs
Higher general second. education
Techn./Voc Training 18+
University

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired

Working

Public
Private

Rural
Suburban
Urban

3 Large cities

s

p < .001

58

* p < .05 (chi-square)

%

9.3%
6.8%
9.6%
10.8%
6.8%
13.4%

Women

5213
1015
2158
1265
498
277

6469
370

2833

2616
1407
1230

628

209

2364
1404
227
317
1296
3671

7237
3475

1618
519

15.7%

14.8%""

16.0%
16.4%
15.7%
14.4%

%

11.5%
25.6%
18.2%
12.0%

-

14.0%"*"

11.9%
11.8%
10.6%
14.0%
121%
12.4%

11.5%
16.1%
18.5%
24.0%
12.3%
10.4%

13.4%
10.8%

10.7%
12.7%
14.7%
18.9%



Felt need, problem situations and normative need compared

There is a certain kind of overlap between the three indicators derived from
the health interview, as is illustrated in Figure 3.3.

9.7% 1: GHQ +
SYMP +
BIOPRO +
36.5% 2: GHQ-
SYMP -
BIOPRO -
24%  3: GHQ-
SYMP -
BIOPRO +
9.8% 4 GHQ-
SYMP +
BIOPRO -
17.1% 5. GHQ-
SYMP +
BIOPRO +
1.5% 6: GHQ +
SYMP -
BIOPRO +
1.0% 7. GHQ +
SYMP +
BIOPRO -
4% 8 GHQ +
SYMP -
BIOPRO -

Figure 3.3 Overlap between problem situations, experienced psycho-
social complaints and GHQ

These three indicators all reflect the response to an invitation to express
precoded complaints. Figure 3.3 shows a hierarchy between these three
indicators. Many people experience problem situations, quite a lot of them
have had feelings of mental distress, and a relative minority scores above
threshold on the GHQ. Problematic situations appear to be a necessary -
but not a sufficient - prerequisite for feelings of mental distress, which in
turn were a necessary, but again not sufficient condition for a high GHQ-
score. In other words: not all need, expressed on request, will be assessed as
a need by experts.

More than one third did not refer to any problem situation, did not
experience psychological distress and scored below threshold on the GHQ.
Another quarter mentioned problem situations without referring to psycho-
logical distress or scoring high on the GHQ. Seventeen per cent combined
problem situations with psychological distress, without being a GHQ-case.
Ten per cent of the population are positive on all three indicators. Thus,
this hierarchy holds true for 87.3% of all respondents. The majority of those
who do not comply with this hierarchy are people who report psychological
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distress without indicating any problematic situation. Of all GHQ-cases,
85% also reported psychological distress and 89% indicated at least one
problem situation.

However, the records in the diary do not fit within this hierarchy. Too
many people, more than thirty per cent, recording emotional problems in
their diary, did not express psychological distress during the interview. The
same holds true for the GHQ-diary relationship. The diary data are of
another order: they are spontaneously expressed and therefore, a better
reflection of the patient’s need of feeling of subjection. On the other hand,
the overrepresentation of better educated, young adults seems to indicate
that such an expression might be selectively easier for some respondents
than for others. In each case, it would seem advisable to consider the help
seeking behaviour and illness presentation of this group separately.

The other three indicators can be combined. This has the advantage that
the different groups are mutually exclusive. In the foregoing analyses one
had to take in mind that the group of GHQ-positive persons is partly the
same as the group of persons who experienced psychosocial problems. By
making mutual exclusive groups differences can be better interpreted. The
following four groups of respondents are distinguished:

1) People without problem situations, without psychological distress, and
GHQ below five.

2) People who have experienced at least one problem situation, without
psychological distress, and GHQ below five.

3) People who have experienced at least one problem situation, with
psychological distress, and GHQ below five.

4) People who have experienced at least one problem situation, with
psychological distress, and GHQ above five.

In this way the effect of the three simultaneous indicators can be disen-

tangled.

Apart from this, we will consider the group indicating mental distress in
their diary. This group may contain members of each of the four previous

groups.

Going to see the doctor

By combining the data from the health survey or the diary with the three-
month registration of contacts with the general practitioner, we are able to
describe the consulting behaviour of the four groups, created in the last
paragraph.

In terms of the Goldberg & Huxley model, we are analyzing the permea-
bility of the first filter: to what degree do mentally disturbed people seek
help from a general practitioner and in which degree do they present
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psychological or social complaints to their general practitioner? In terms of
need and demand: how do felt need and normative need relate to demand
for psychosocial care?

Indicators from interview. Mental disorder is now operationalized from the
view of the patient and of psychiatry by the three indicators "experience of
psychosocial problems", "presence of problem situations" and "GHQ", which
have been combined into four groups. For these indicators, the results are
presented in table 3.6

Table 3.6
GP-contact and presentation of psychosocial complaints by patients
with different needs

Group 1! Group 2 Group 3 Group4
N: 3721 2440 1745 987
GP visit N: 1190 790 692 515
in 3-months: %: 32% 32% 40% 52%
Average N of visits 1.95 2.05 22 29
Psychol. compl.  %: 2,9% 5,7% 10,7% 22,3%
(ICPC: P)
Social compl. %: 2,9% 42% 4.8% 12,2%
(ICPC: Z)

1 Group 1: No problsituations, no psychological distress, GHQ < §
2: At least one problem situation, no psychological distress, GHQ < 5
3: at least one problem situation, with psychological distress, GHQ < 5
4: at least one problem situation, with psychological distress, and GHQ = §

Table 3.6 should be read as follows: Group 1, people without any problem
situation, who did not report any feeling of distress in the past two weeks
and who scored negatively on the GHQ, consists of 3721 respondents. Of
these 3721 persons, 1190 (32%) has contacted their general practitioner at
least once during three months of registration. The average number of
contacts of those who visited the general practitioner was 1.95. 2.9% of
those who visited the general practitioner presented psychological com-
plaints as reason for visit and also 2.9% presented social complaints,
psychological and social complaints being those reasons for visit which were
coded in ICPC-chapter P or Z.

Comparing the four groups, there seems to be little difference between
groups 1 and group 2, who are similar in not having experienced
psychosocial complaints and by scoring below GHQ-threshold, but differ
from each other because of the problem situations existing for group 2.
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There are marked differences however between these two groups together
and each of the other groups. Consulting behaviour and presentation of
psychosocial complaints increases from group 1/2 to group 3 and even
further to group 4. If feelings of mental distress during the past period have
been experienced, it makes a difference in terms of frequency of consulting
a general practitioner and for the presentation of explicit psychological or
social complaints and it makes a difference again, if those experiences are
combined with a positive score on a screening list or not.

Something that is not reproduced in table 3.6, but is worthy of mention, is
the help-seeking behaviour of the small group of patients who are GHQ-
cases without reporting feelings of mental distress or problem situations.
These patients show exactly the same help-seeking behaviour as the GHQ-
cases who did report feelings of distress and problem situations.

The presence of problem situations alone does not influence medical
consumption. People in these circumstances only present slightly more
psychosocial complaints, when they visit the doctor. What matters, converse-
ly, is the recent experience of emotional distress, especially when this is
combined with an elevated GHQ-score. Therefore, in the remainder of this
chapter we shall focus our attention on these two groups.

Although the probability of visiting a general practitioner is considerably
higher for those who experience mental distress and/or are identified by the
GHQ as probably mentally ill, we must stress the point that more than half
of them did not contact their general practitioner at all during the three
months of registration.

In the health interview, questions were asked about the date of the last
general practitioner contact. This allows us to extrapolate the contact-rates
for the different groups to longer periods, as is depicted in figure 3.4. This
figure gives the cumulative proportion of patients who had at least one
contact with the general practitioner within a certain time-interval. It is
given for the three groups of patients we distinguished: those who felt no
psychosocial need (and who accordingly were not attributed a normative
need), those who felt a need but were not indicated as such by the GHQ,
and those who both experienced mental distress and were considered
probable cases of mental illness by the GHQ.

From this graph, it becomes clear that within a year the great majority of
people, irrespective of their mental health status, had a contact with their
general practitioner. However, those who combined feelings of mental
distress with a positive GHQ generally had contact with the general practi-
tioner within a considerably shorter time-interval than those without any
problem.
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Figure 3.4 Proportion of persons from different groups, having had a
GP contact over various periods of time

Although most mentally disturbed patients will see their general practitioner
at some time, this certainly is no guarantee that they will contact him with
psychosocial reasons for the visit. This is only true for less than one third of
the group with probable psychopathology + experience of mental distress +
problem situations, at least, if they do contact their general practitioner. The
latter is true for about half of this group, so one sixth of this part of the
population will take the initiative in discussing their mental problems with
their general practitioner. When we restrict ourselves to those people who
experienced mental distress in the previous weeks, but scored below GHQ-
threshold, less than fifteen per cent of the visitors, being six per cent of that
part of the population, are involved.

Indicators from diary. general practitioner-contact and problem-presentation
of patients who indicated mental distress in their diary are presented in
table 3.7.

Compared with the previous group of patients who responded affirmative-
ly to questions about mental distress (Group 3 in table 3.6), these people
who spontaneously recorded mental distress have visited their general
practitioner more frequently, and have presented more psychological and
social reasons for those visits.
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Table 3.7
GP-contact and presentation of psychosocial complaints by patients
for patients recording mental distress in their diary

All patients Patients recording
recording mental mental problems
problems (GHQ < 5)

N: 1754 1234

GP visit N: 769 493

in 3-months: %: 44% 40%

Average N of visits 24 23

Psychol. compl. %: 15.7% 9.5%

(ICPC: P)

Social compl. %: 6.8% 41%

(ICPC: Z)

However, group 3 in table 3.6 were patients who indicated emotional com-
plaints but who were negative GHQ-cases. If only those persons who
recorded mental problems in their diary and who scored below threshold on
the GHQ are taken into account (last column in table 3.7), there is no
difference in help-seeking behaviour between patients who affirm precoded
questions about mental distress and patients who record their distress in a
diary. Consequently, identifying a felt need by means of diary yields no
other results for help-seeking than the interview method. For the sake of
clarity, we will continue with the classification from table 3.6, based on
health interview data.

Help seeking and patient characteristics

How is help seeking behaviour, given the presence of feelings of distress or
probable psychopathology, related to patient characteristics? And how does
health status interfere in this respect. As it appeared, in earlier analyses of
our material, that patients, scoring high on the GHQ, also reported more
chronic diseases, more acute complaints and a worse perception of health
than people scoring low (Bensing and Verhaak 1994; see also Williams et
al. 1986), multivariate analyses were carried out to assess the determinants
for contact with the general practitioner within the three months of
registration.

These analyses were carried out for three groups separately: patients
without reported feelings of mental distress and a low GHQ-score, for
patients with reported feelings and a low GHQ-score and for patients with
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reported feelings and a high GHQ-score (Group 1+2, Group 3, Group 4).
A two-step analysis was carried out. In the first step all relevant background
characteristics were included, in the second step health indicators were
added. The tables with the logistic regression are given at the end of the

chapter®.
Figure 3.5 summarizes the results for these three subgroups as well.

Determinants!:  Group 1/2 Group 3 Group 4
BH? AH BH AH BH AH
Sex Male - - - - - -
Female + + + + + +
Highest level Primary +
of finished Secondary +
education: Higher -
Employment Housewife/man + + + + + +
status Unemployed + +
Incapacitated + + + +
Retired + + + + + +
Working/Student - - - - — -
Insurance Public + + + +
Private - - - -
Subjective health perception 0 + 0 + 0
N of acute complaints 0 + 0. + 0
N of chron. conditions 0 + 0 0 +

1 Age, and urbanization and marital status have been omitted, because no significant

odds could be reported

2 BH: before introducing health indicators
AH: after introducing health indicators
+: odds in respect of other values significantly > 1
—: odds in respect of other values significantly < 1
0: determinant not included in analysis

Figure 3.5 Determinants contributing to the probability of help-seeking

In general, the following major trends can be distinguished. Women are
more likely to visit their general practitioner in each condition, irrespective
of their health status. The same is true for employment status: housewives
and retired persons have a higher probability of a general practitioner-
contact, before and after control for health status than people with paid
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employment. People who are out of work because of disability, visit their
general practitioner more frequently, it is true, but this circumstance is a
direct result of their inferior health status, subjectively (subjective health
perception) as well as objectively (presence of chronic diseases). However,
in case of high GHQ-score incapacitated persons remain frequent visitors,
even after controlling for their health status.

Insurance status affects help seeking in the case of people without mental
disturbance as well as in the case of people with a high GHQ-score, and it
does so irrespective of health status. Educational level heightens the
probability of help seeking in the case of persons who indicated feelings of
mental disturbance during the interview, but again this is a contamination
with health status (the less well-educated have worse health status than
those with higher education).

Looking at the effect of health status on help seeking, it is remarkable that
this effect is highest for patients without any mental disturbance and lowest
for patients who experience feelings of mental distress paired with a high
GHQ-score. In the first case all three health indicators add independently to
the probability of a contact with the general practitioner, while in the latter
case only the existence of chronic conditions exert an effect. A "normative
need", as measured by the GHQ, has an effect on help seeking behaviour,
independent of subjective health status.

Conclusions
Summary of results

In this chapter, mental disorder in the population has been considered from
different points of view. About half of all the respondents of fifteen years
and above found themselves recently in at least one psychosocial problem
situation. In their own view, about thirty-five per cent observed on inquiry at
least one psychosocial complaint and fifteen per cent spontaneously
recorded such complaints during three weeks in a diary. According to an
index of "normative need", in a psychiatric sense (General Health Question-
naire) thirteen per cent scored above threshold. Considering only these raw
prevalences in the population, we can conclude that "felt need" exceeds
"normative need" and that distress on inquiry is more frequent than sponta-
neously observed distress.

In whatever way disorder may have been operationalized, women,
divorced people, disabled people and inhabitants of urbanized areas are
always overrepresented, after controlling for other characteristics. Unem-
ployed persons are at risk on three out of four measures: only according to
their diary are they comparable to those employed.
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Widows/widowers indicate more problem situations and have a higher
probability on psychopathology, but they do not report more psychological
distress, neither on inquiry nor in their diaries.

Older persons and the publicly-insured, on the other hand, report more
feelings of distress but their burden of problem situations is not heavier, and
their GHQ-score is not higher than those of younger or privately-insured
persons. Education has a seemingly contradictory effect, as those with
higher education report problem situations more frequently and record
more feelings of distress in their diary than the less well-educated. Possibly a
number of problem situations, having to do with relations and working
situation, are typical for those with higher education, in employment,
resulting also in a greater prevalence of "stress", the most popular complaint
in the diary.

To summarize: women, people out of work, divorced people and large city
inhabitants are more at risk for mental disorder from an expert point of
view and they complain accordingly. Widows/widowers are at risk as well,
but they do not complain. From the other hand, older people and publicly
insured people are not more at risk, but are likely to complain, while better
educated people define some of their living conditions as stressful but seem
able to cope with it. A picture which is in line with the literature, discussed
in chapter 1 and which partly nuances previous results (c.f. De Ridder 1988,
Ypema and de Haan 1983, Vazquez Barquéro 1990, Williams et al. 1986).

There may be a lot of distress in the population, as subjective experience
and from a professional psychiatric viewpoint as well, but only part of these
people seek professional help immediately - i.e. within a restricted period of
three months. In this respect, help seeking is more common among those
who are professionally considered at great risk for severe psychopathology
(GHQ+) than among those who report feelings of distress without scoring
above GHQ-threshold. Furthermore, help-seeking among the former is less
determined by their health status than help-seeking among those who are
not a GHQ-case.

Some generalization is possible regarding patient characteristics which
determine help-seeking, given mental distress of one sort or another, i.e.:
women are more prone to visit a general practitioner than men and the
unemployed more than the employed, even when health status is taken into
account. There are some groups who have a higher probability of mental
distress but who are not more likely to visit a general practitioner when
experiencing distress or being a GHQ-case. We should mention the
divorced, who are more likely to experience distress themselves and to score
high on a professional index like the GHQ, but who do not visit their
general practitioner, when belonging to such a group, more than married or
single people. Older persons are more likely to report feelings of mental
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distress, but those of the elderly who actually report these feelings again do
not visit their general practitioner more frequently than younger people
reporting distress. Widows/widowers are more at risk of psychopathology,
but those who are actually detected by the GHQ will not see the general
practitioner more often than married, single or divorced people.

Results compared with other research

A comparison with other findings is easiest for the GHQ findings, because
this instrument is most frequently cited in literature. We report a point
prevalence of "GHQ-caseness" of 125/1000. Goldberg and Huxley (1980)
depart from a point-prevalence of 184/1000. In our introduction we pre-
sented other point-prevalences of an even higher level, ranging from
185/1000 to 234/1000. Goldberg and Huxley also cite Finlay-Jones and
Burvill, 1977 who found 120/1000.

A possible explanation of our relatively low figure may be the conditions
under which the GHQ has been assessed. In contrast with other research, in
our survey the GHQ was hidden in a two-hour interview between a large set
of questionnaires and questions covering the total field of health experience,
health services use, opinions and attitudes. The respondents’ attention was
not directed at mental health at all. This may have resulted in a slighter
probability of "complaining on request".’

Another methodological point to be made has to do with the (possible)
lack of concurrence in time between completion of the GHQ and other
questionnaires and contact with the general practitioner. Therefore, analyses
of determinants of a doctor-patient contact have been repeated with only
those patients who consulted their doctor within three weeks of the inter-
view. The results were exactly the same (Verhaak, in press).

86% of those who were positive on the GHQ indicated a contact with
their general practitioner during a one-year period. This figure is compa-
rable with other results regarding Goldberg and Huxley’s first filter: Gold-
berg and Huxley themselves estimate this proportion as being 92%, Giel,
Koeter and Ormel (1990), replicating the Goldberg and Huxley figures in
their own research arrive at 74%.

Although our estimate of psychopathology, based on the GHQ, is lower
than most other studies, the relationships found are comparable with other
studies, mentioned in the introduction to this chapter. All investigators
(Finlay-Jones and Burvill 1977, Vasquez-Barquero et al. 1990, Williams et
al. 1986) report an overrepresentation of women, divorced and unemployed
people among the GHQ-cases.

Another agreement with other research is found in the result that many
people experience psychosocial problems every once in a while, but severe
psychopathology is probable among only a part of them. On the other hand,
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most people who suffer probably from psychopathology experience feelings
of distress, too (c.f. Hodiamont et al. 1987).

Epilogue

This chapter dealt with the first two research questions: how do felt needs
of patients relate to their normative needs and what consequences have
these needs for help-seeking behaviour.

Experience of problem situations and feelings of distress are very common
phenomena. A subsample of this large group of persons is selected by an
instrument like the GHQ, and are thus considered, from a psychiatric point
of view, as being probably severely mentally ill. As this subsample is a
selection of the larger group of distressed persons, the characteristics of the
persons in this selection are the same as those in the larger group, but not
all characteristics of the larger group are found in the GHQ-group.

Thus, the professional selects people who are distressed according to their
own experience as well. In other words, there is a kind of agreement
between GHQ/professional viewpoint on the one hand, and the lay-judge-
ment/subjective experience on the other hand. The interesting point is what
happens where there is no such agreement between felt need and normative
need. One kind of lack of agreement is shown by those persons who
manifest moments of mental distress, without being selected by the GHQ.
How are they coping with their problems? They visit their doctor less
frequently than those, selected by the GHQ, and put forward less demands
for psychological or social complaints. They seem to manage better without
medical help than the GHQ-cases. The other failure to agreement is shown
by those whose GHQ-score points to a normative need while they do not
report experiences of mental distress. Although they seem to deny the
expert evaluation they show help-seeking behaviour comparable with GHQ
cases who experienced feelings of mental distress as well.

Another area of tension, and the essential theme of this book, is the
possible discrepancy between normative and felt need at the one hand and
demand for help at the other. In this respect we should point to the major-
ity of those who experience distress (all or not confirmed by the GHQ) but
who do not look for professional help (for example those 48% of the GHQ-
cases who did not visit a doctor during the three month registration and
60% of those who experienced feelings of distress without being a GHQ
case). Many of these seem to find other solutions than medical care for
their mental disorder. At least, our data suggest that there are no serious
limitations to the access of care. Because, less well-educated people, people
from rural areas or publicly insured persons have either better or equal
chances for seeking medical care in case of mental disorder (be it a felt
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need or a need according to professional standards).

Of course, going to see the doctor is not the same as demanding help for
mental disorder. The way this is determined is the main issue in the next
chapter.
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Notes

1.

The range indicates differences between the three sites, considered at
that moment. The increase of prevalence with increasing period of
reference is visible in next figure:

DSM-diagnosis during: Prevalence range
(N/1000 respondents)

previous two weeks: 72 - 86

previous month: 82 - 106

previous half year: 116 - 132

previous year: 137 - 152

lifelong: 230 - 252

(Source: Myers et al., 1984)

SC Newman and RC Bland report in the Canadian Study of Health
and Aging a strong relationship between stress events and social
problems on the one hand and DIS-cases on the other hand. (Newman
SC and Bland RC, a community survey in Edmonton, Canada, paper
presented at "Epidemiology in psychiatry and mental health", congress
of the International Federation of Psychiatric Epidemiology, Lisbon, 14
- 17 April, 1993.

Some items from the list of physical problems, for instance headache
or bowel movement, are classified as "physical' but might have a
psychosocial connotation. It remains debatable whether those items
should be included in the experience of psychological symptoms.

One reason for not including them has to do with our research ques-
tions. We want to know to what extent feelings of psychological distress
are prevalent in the population and produce an effect on medical
consumption.

A second reason for limiting ourselves to the psychosocial items is
found in our data. During the registration of doctor-patient contacts,
each reason for encounter was assessed by the GP on a 5-point-scale
for the psychosocial character of the reason for visit. The following
table presents the average score given by GPs when complaints from
the check-list were actually presented.
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Table 3.8
Assessment of complaints by GP on a 5-point-scale

Psychological complaints:

N: mean N: mean
Nervous 2185 45 Sleeplessness 1233 4.1
Easily agitated/ 384 39 Listlessness 1414 4.5
Aggressive feelings
Family problems 214 48
Physical complaints:
Headache 5847 24 Tiredness 6311 2.6
Stuffy nose 1465 1.3 Cough 13894 1.2
Back complaints 8682 1.7 Neck/shoulder 3009 1.2
Sore throat . 5464 14 Dizziness 3056 24
Excessive perspiration 223 23 Hearing difficulty 245 1.2
Tightness in the chest 3556 1.6 Oppressed in chest 265 21
Abdominal cramp 6000 22 Bowel Movement 265 19
Ringing in the ears 397 1.7 Heartburn 337 1.7
Stomachache 2062 22 Heart palpitations 679 27
Nausea 758 21 Increase in weight 118 2.7
Swollen ankles 524 12 Diarrhoea 1548 13
Menstrual pain 808 1.6 Fever 3661 12
Earache 3989 12 Toothache 169 13
Vomiting 988 1.5 Incontinence 349 1.7
Nose bleeding 354 1.2 Eating problem 133 24
Burning sensation 1261 1.2

on urination

Items characterized as psychosocial have an average rating above four,
while physical items have a range from 1.2 to 2.7. Furthermore, it can be
observed that the scores between 1.2 and 2.7 are distributed rather equally,
then there is a gap between 2.7 and 4.1.
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Table 3.9

Logistic regression on the experience of psychosocial complaints as

Determinant:

Sex
- male

Age

Insurance
- private

Employment status
- housewife/man

- unemployed

- incapacitated

- retired

Marital status

- married

- divorced

- widows/widowers

Urbanization
- rural

- suburban

- urban

The dependent variable in this analysis was the probability that someone
would experience at least one psychosocial complaint during the previous
two weeks. The dichotomy is between no complaints and one complaint or
more. We have made an analysis to see if the relationships would change if
the criterion (any psychosocial complaint) were accentuated, for instance to
the dichotomy zero or one complaint versus two or more complaints. With a
sharpened criterion, most of the effects remain the same. When we dis-
criminate between persons with two complaints or less versus three and
more, there is no longer any difference between married and unmarried
people, and when switching from three complaints or fewer to four or more,

reported during the health interview

B

-54

.01

-.16

.09
31
1.01
-.04

-18
.61
20

-54
-45
-17

the age-effect disappears.

sign.

.000

n.s
.024

n.s

ns

73

odds

.58

1.01

137
277

in respect of:

female

public

employed

unmarried

3 large cities



S. Table 3.10
Logistic regression on the experience of psychosocial complaints as
registered in the health diary

Determinant: B sign. odds - in respect of:
Sex female

- male -755 .000 47

Employment status . employed

- housewife/man .09 ns -

- unemployed -42 .050 .65

- incapacitated 41 .010 1.50

- retired -23 025 .79

Marital status unmarried

- married -.04 ns -

- divorced .44 .002 1.55

- widows/widowers 06 n.s -

Urbanization 3 large cities
- rural -.58 .000 .56

- suburban -.50 .000 .61

- urban -25 .045 77

Education Higher education
- primary -.96 .000 .38

- secondary -49 .000 .61
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Table 3.11

Logistic regression on the existence of problematic situations

Determinant: B

Sex
- male -19

Employment status

- housewife/man .09
- unemployed .79
- incapacitated 53
- retired -19
Marital status

- married -.03
- divorced 84
- widows/widowers 24
Urbanization

- rural -.60
- suburban -45
- urban -27
Education

- primary -.96
- secondary -.49

sign.

.000

75

odds

.83

2.20
1.70

231
1.27

.55

77

38
.61

in respect of:

female

employed

unmarried

3 large cities

Higher education



Table 3.12

Logistic regression on a score 2 5 on the GHQ

Determinant: B

Sex
- male -.57

Employment status

- housewife/man .16
- unemployed 53
- incapacitated 1.02
- retired -.08

Marital status

- married -07
- divorced 73
- widows/widowers 36
Urbanization

- rural -57
- suburban -38
- urban =27

sign.

.000

.042

76

odds

57

1.71
2.77

2.08
1.44

.56

.76

in respect of:

female

employed

unmarried

3 large cities



8

Predicting the probability of

Determinant:

Insurance
- private

Sex
- male

Employment status
- housewife/man

- unemployed

- incapacitated

- retired

N of acute
complaints

N of chronic
conditions

Subjective health
perception

Table 3.13
visiting a GP from patient characteristics
and their health status for patients without mental disturbance

Before adding health

B

=21

.02
71
1.25

sign.

.000

odds

.81

.76

1.50

2.04
3.48

77

After adding health

B
-43

-33

1.07
49
1.17

A1
12

32

sign.

.003

.012

.002
n.s

.003

odds

.65

72

1.89
2.92
1.63
3.23

112

1.13

138

in respect of

public

female

employed



Determinant:

Education
- only primary
- secondary

. Sex
- male

Employment status
- housewife/man

- unemployed

- incapacitated

- retired

N of acute
complaints

N of chronic
conditions

Subjective health
perception

Table 3.14
Predicting the probability of visiting a GP from patient characteristics and
their health status for patients with feelings of mental disturbance but
scoring below GHQ-threshold.

Before adding health
B sign. odds
51 .006 1.66
.38 042 147
-33 004 72
.66 000 1.94
1.05 .000 287
.61 .020 184
1.84 .000 6.27
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After adding health

B sign.  odds

- n.s -

- ns -

-30 .008 74
.70 .000 201

1.04 001 282

- ns -
97 000 262
14 003 115

- n.s -
.36 000 144

in respect of

higher

female

employed



Determinant:

Insurance
- private

Sex
- male

Employment status
- housewife/man

- unemployed

- incapacitated

- retired

N of acute
complaints

N of chronic
conditions

Subjective health
perception

scoring above GHQ-threshold.

Table 3.15
Predicting the probability of visiting a GP from patient characteristics and
their health status for patients with feelings of mental disturbance and

Before adding health After adding health

B sign. odds B sign.  odds
-.56 002 .57 -53 .004 .59
-.36 036 .70 -36 .04 .70
.78 .000 219 .68 001 198
.10 ns. 1.10 .09 ns. 1.09
1.02 000 2.78 .89 002 244
.95 000 259 .78 000 219
- - - - n.s. -

- - - 12 013 113
- - - - n.s. -

in respect of

compulsory

female

employed

9. This explanation is in line with the finding that a GHQ-12,
administered without further items or questionnaires, needs a higher
cut-off point to reach comparable test characteristics with a GHQ-12
nested within a GHQ-60 (personal communication from B.v.Hemert).
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4 Mental disorder in general
practice: From complaint
to diagnosis

Introduction

In chapter 3, mental disorder in the population has been described. In
general, three relevant levels of mental disorder could be distinguished:
people who do not experience any feelings of mental disorder and who are
not indicated by the GHQ as being probably disturbed, people who actually
experience such feelings without scoring above GHQ-threshold, and people
who both experience mental disorder and are identified by the GHQ as
well. The second group represents those who feel in need, the third group
the people who feel in need and are considered professionally in need as
well. A certain number from each group consulted their general practitioner
during the research period of three months. We continue our analyses with
the complaints presented by these patients and the diagnoses attached to
them by the general practitioner. It is here that demand for help comes into
the picture.

Before returning to our study population, we shall first summarize the
current findings in literature concerning mental disorder among people
contacting primary health care facilities. We distinguish between two kinds
of assessment: the standardized approach which was introduced in chapter 1
by means of psychiatric screening-lists or standardized clinical interviews at
the one hand, and assessments by the general practitioner, be it a diagnosis
or a precoded assessment on the other hand. The former approach captures
the "normative need" from the psychiatric viewpoint while the latter can be
considered as the "normative need" from the viewpoint of the general
practitioner.
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Investigator Prev/1000 d:? Details

Bellantuono et al. 460 1:1 N =90

1987 (Italy) GHQ-30 with cut-off point at 5/6

Goldberg, Kay and 297 1:1.2 N = 365

Thompson 1976

(UK)

Goldberg and 452 N = 590

Bridges 1987 (UK)

Hoeper et al. 1979 300 N = 1072

(UsA)

Kessler et al. 1985 278 N = 1452

(USA)

v. Limbeek et al. 371 N = 2417

1994

(The Netherlands)

v d Meer 1994 460 N = 2149

(The Netherlands)

Skuse en Williams 390 N =272

1984 (UK) "True prevalence" after validating
the GHQ was 340

Figure 4.1 Prevalence rates of mental disorder per 1000 patients
visiting a GP; based on direct assessment by the GHQ (cut-
off point at 4/5, unless otherwise indicated)

A review of psychiatric research in general practice
The psychiatric point of view

GHQ-research In many studies focusing on mental disorder in primary care
settings, the GHQ is administered among patients consulting their general
practitioners. The GHQ score is often compared with a general practi-
tioner-assessment of the psychiatric character of the symptoms presented.
Figure 4.1 shows the prevalence of psychiatric morbidity, measured in
GHQ-studies. According to the GHQ, about thirty to fifty per cent of all
those attending a general practitioner’s-practice have a high probability of
serious mental distress at the time of visit. This prevalence is clearly higher
than the prevalence of GHQ-cases in population studies, reported in figure
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3.1, which was to be expected. As far as characteristics of patients are
reported, it is remarkable that the differences between sexes have almost
disappeared.

The standardized psychiatric interview Figure 4.2 presents an overview of
studies in which the prevalence of mental disorder has been assessed by
means of complete standardized psychiatric interviews in primary care
settings. As has been remarked earlier, these interviews result in a smaller
number false positives than screening questionnaires and thus yield lower,
more reliable prevalence rates.

Nevertheless we can conclude from figure 4.2 that for twenty to almost
thirty-five per cent of the patients who visit a general practitioner a current
DIS-problem or DSM-III diagnosis can still be established. The Groningen
study (Wilmink 1990) is an exception with about ten per cent diagnoses,
resulting from the PSE. Goldberg and Bridges, however, using the same
interview, generated more than three times as many PSE diagnoses. Differ-
ences between men and women are hardly reported.

Investigator Prev/1000 d: ¢ Details
Bellantuono et al. 1987 388 N=9

(Italy) CIst

Goldberg and Bridges 331 (N=283) DSM-III

1987 (UK)

267 PSE/ID-Catego
Hoeper et al. 1979 (USA) 276 (N = 247)
SADS-L
Kessler et al. 1987 (USA) +180- 1:11 (N = = 3000 - 5000)
*260 Current DIS in 5 areas in
ECA-survey?
v. Limbeek et al. 1994 233 Current DIS (N = 639)
(The Netherlands)
Schulberg et al. 1985 312 (N = 294)
(USA) Current DIS
Wilkinson en Barczak 330 (N = 100)
1988 (UK) DSM-II diagnosis
Wilmink 1989 (NL) 105 1:1 N =297
PSE
Figure 4.2 Prevalence rates of mental disorder per 1000 patients visit-

ing a GP; based on standardized psychiatric interviews
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Diagnoses of mental disorder made by general practitioners

In a number of studies general practitioners have been requested to assess
the possible psychosocial character of complaints, presented to them, on
precoded scales. This procedure has for the first time been reported by
Crombie (1963), who presented the results of ten general practitioners,
based on 1223 assessments. Illnesses of 52% of consecutive contacts with
new patients were rated as "(nearly) all organic)", 21% as "mainly organic
but with some abnormal emotional content", 13% as "emotional and organic
in equal proportion", 6% as "mainly emotional but with some organic
content" and 8% as "(nearly) all emotional".

1) 2 3) 4 5) 6)

N: 590 553 272 256 227 990

Entirely physical illness 74% 58% 59% 60% 48% 53%

Physical illness with secon- 7% 13% 26% 10% 31% 18%
. dary psychiatric illness

Unrelated physical 5% 7% 5% 20% 6%

and psychiatric illness

Psychiatric illness 9% 12% 3% 8% 2%

with somatic symptoms 13%

Entirely psychiatric illness 5% 10% 6% 4% 13% J

1) Goldberg and Bridges 1987 2) Goldberg and Blackwell 1970

3) Skuse and Williams 1984 4) Wilkinson and Markus 1989

5) Wright and Perini 1987 6) Verhaak 1986

Figure 4.3 Assessment by GP according to Goldberg’s categories®

About ten years after, Goldberg and Blackwell (1970) used a comparable
scale which has been used since - sometimes in slightly adapted versions - in

a number of studies.

In figure 4.3 the results of a number of such studies have been repro-
duced. It can be seen that a general practitioner, if not restricted by diag-
nostic categories, generally considers thirty to more than forty per cent of
the problems he encounters as being not strictly of a physical nature. At the
other end of the continuum it can be seen that this does not mean for the
general practitioner that all these problems are entirely psychiatric; no more
than about ten per cent of all general practitioner assessments result in such
a definition. In many more cases, however, mental or psychiatric problems
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play a role in one way or another without them being psychiatric illnesses in

a strict sense.

Investigator Prev/1000
Goldberg, Kay en 367
Thompson (1976) (UK)  (point)
(N = 365)

Huygen et al. 1984 (NL) 100

(N = 11880) (year)

Jencks 1985 (USA) 56

(N = 16576) (year)

Lamberts en Hartman 140

1982 (NL) (year)

(N = 16863)

Lamberts 1991 (NL) 158

(N = 40976) (year)
124
(year)

Marks, Goldberg en 311

Hillier 1979 (UK) (point)

(N = 4098)

Swartling et al. 1987 173 resp.

(Sweden) 177

(N = 3205 resp. 2724) (point)
Third National Study 109
(’81-'82)(UK) (year)

Wilmink (1989) (NL) 257
(N = 1994) (point)

a9

1:13

1:1.3
(new)
1:14
(chron)

2>d

2>d

1:2

1:1

Definition
"Significant degree of psychiatric

disturbance"

Diagnosis "Nervous-function
complaint" on E-list

ICD-9 mental diagnosis

ICPHPPC-2 chapter V

ICPC: Chapter P
(Psychological)
ICPC: Chapter Z
(Social)

GP’s judgment: conspicuous

psychiatric morbidity

"psychiatric symptoms/psycho-social
problems"**

Mental Disorder (E-list)

"Mental Health Prob. symptoms
coming from emotional conflict or
stress-situation”

Diagnoses made by internists, family practitioners and GPs
** Diagnoses made by doctors in training, GPs and specialists in health centre

Figure 4.4
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Figure 4.4 summarizes those studies in which general practitioners catego-
rized their diagnosis or assessment of the problem in another way. Those
studies in which only a global assessment is given by the general practitioner
yield higher prevalences of mental disorder than the ones in which the
general practitioner is forced to categorize his diagnosis into the Interna-
tional Classification of Diseases (ICD), International Classification of Health
Problems in Primary Care (ICHPPC-2), E-list or International Classification
of Primary Care (ICPC). Wilmink, Goldberg et al. and Marks et al., using
the first approach, report twenty-five to thirty five per cent of all patients
consulting being mentally ill. The family practice oriented diagnostic
systems, like ICHPPC-2 and E-list remain under fifteen per cent and when
only strict psychiatric categories are used (ICD), no more than five per cent
of psychiatric cases are reported.

In contrast to results of standardized instruments, general practitioners
report an overrepresentation of women among the identified cases. Those
diagnoses are most common among the middle aged. Goldberg and Huxley
also report higher rates of general practitioners’ diagnoses for divorced,
widows/widowers and unemployed patients (Goldberg and Huxley 1980).
They have pointed to the possibility that general practitioners overestimate
the prevalence of mental disorder within certain groups of patients, such
like middle-aged women, whose complaints are easily and stereotypically
labelled as "psychological". Among such groups many "false positives" are
found, while groups with a contrary stereotype (young males) contain a lot
of "false negatives". The same phenomenon has been reported by Bensing
and Beerendonk (1990).

An important feature of diagnoses of mental disorder made by general
practitioners is the so called "inter-doctor variation". Marks, Goldberg and
Hillier (1979) reported considerable differences between general practition-
er’s tendency to label patients’ symptoms as "psychiatric". Their average
311/1000, given in figure 4.4, had a range from 30/1000 to 770/1000. Gold-
berg and Huxley (1980) called this tendency the bias of the general practi-
tioner and found this bias to be related to doctor’s shown interest and
concern during consultations, to asking questions of a psychiatric nature and
doctor’s interest in psychiatry.

In an earlier study of our own, we found the same variation between
doctors. Our average 53% assessments "entirely physical illness" in figure 4.3
has a range from 24% to 83%. In this study, we were able to characterize
the consulting style of doctors with a high rate of psychosocial diagnoses as
being more patient-centered (which concept included "shown interest" and
"concern", mentioned by Goldberg and Huxley). These doctors were also
more concerned with psychogenic factors in illness (Verhaak 1986).

Related to the bias of general practitioners are two other concepts,
introduced by Goldberg: the accuracy of the general practitioner and the
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identification index. In contradistinction to the bias, the latter two must be
related to some kind of gold standard, as they express the ability of a
general practitioner to recognize "real" cases correctly. The identification
index is the proportion "real" cases identified by the general practitioner.
The accuracy is the agreement between a general practitioner’s assessment
and a gold standard. Identification index is directed at the proportion "true
positives” while the accuracy takes into account the proportion "false
positives”" as well. As the identification index increases with the number of
identified "cases", it is associated with a general practitioner’s bias. If a
general practitioner considers each patient as a case of mental disorder, he
undoubtedly has not missed any case, but many patients will have been
labelled mentally ill unjustified. Identification index, thus, is associated with
the same doctor-characteristics as bias. Accuracy was especially related to
an interview style of the general practitioner which was characterized as
"directive interviewer with accurate concepts" as well as to clinical compe-
tence.

We can summarize this brief overview of the existing literature as follows:
In general prevalence of mental disorder among people who have passed
Goldberg and Huxley’s first filter is higher than in the population. Global
assessments or screening-instruments yield higher prevalences than diagnos-
tic categories and standardized interviews. From a psychiatric point of view,
the prevalence of mental disorder is higher than seen by a general practi-
tioner. Between general practitioners there are considerable differences in
their tendency to make psychosocial diagnoses as well as in their ability to
detect probable cases accurately. We will now turn to our own results in
these respects.

Input: complaints presented by the patient (demand)

3950 respondents who visited their general practitioner during the three-
month registration presented 8734 reasons for encounter (RFE). The
distribution of these RFE’s over the eighteen chapters of ICPC is presented
in figure 4.5.

In this average group of patients, complaints regarding the musculo-
skeletal system are most common. Almost one quarter of all complaints
presented belong to this category. These are followed by general complaints
(general weakness, infections not else classifiable, pain, fever), complaints
concerning the respiratory system, the skin and the digestive system. Five
per cent of all complaints are classified within the category "Psychological"
and two per cent within the category "Social". Given our research questions,
we will concentrate on the latter two categories.
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ICPC-chapter

General

. Blood
Digestive
Eye

ar

Circulatory

Musculoskeletal

Neurological

Psychological
espirator

Skix

Endocrine/metabolic

s

%)

4

777

27772

1<

s

4

9

772

Urology EZ2

Pregnancy/fam.plan.

Female genital EZZzzzz2]
Male Genital FE4
o

Social

0.05 0.1 0.15 0.2 0.25
Proportion

Proportion
Figure 4.5 Distribution of reasons for encounter over 18 ICPC-chapters

Table 4.1 gives the ten psychological and social complaints most frequently
presented.

Anxiety and depression are the most common psychosocial complaints. A
substantial number of patients also present an already established diagnosis,
e.g.: "neurotic depression” as reason for the present visit.

Table 4.1
Top-ten of psychosocial complaints, presented in general practice
(N/10,000)
N/10,000
1) Anxiety 98
2) Feelings of depression 56
3) Sleep disturbance 47
4) Acute stress reaction 36
5) Problems re:working situation 33
6) Partner problems 22
7 Restless, agitated 20
8) Memory problems 14
9) Neurotic depression 14
10) Smoking addiction 1

Not in the top-ten, as they are no "complaints” in a strict sense, but never-
theless rather common, are requests for medication, further investigation or
referral as a reason for consulting the general practitioner. For instance, 78
out of 10,000 RFE’s are requests for psychofarmaca, making it the second
most important psychological RFE.
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Complaints according to level of distress

Again, patients have been divided in three groups; those who did not
experience psychological distress nor had an elevated GHQ-score, those
who actually experienced such feelings but did not score above GHQ-
threshold and the group of patients who combined feelings of mental
distress with an elevated GHQ.

. Figure 4.6 shows the percentages of complaints falling in several ICPC-
chapters, only for those instances where substantial differences between the
three groups could be noticed.

ICPC

General e ........ ezl

Digestive -m

Circulatory -2t .....
Muskulo/skelet. -

Psyche - -

Skin I zozes

Pregnancy/anticonc. Zatees

Social oo .

o 5 10 15 20 25
% of compl.

Bl Exp.-/GHQ- Exp.+/GHQ-
HH Exp.+/GHQ+

Figure 4.6 Distribution of RFE over ICPC-chapters for three categories
of patients with different degrees of mental distress

As was to be expected, the contribution of psychological complaints
increases considerably when patients had experienced feelings of mental
distress in the recent past and increased again when patients scored high on
the GHQ. This had already been pointed out in the previous chapter (table
3.6). Increases are also observed for the ICPC-chapters "General", "Diges-
tive" and "Social”. On the contrary, the relative share of disorders of the
Musculo/Skeletal system, the Circulatory system, Skin and Pregnancy
decreases.

The ranking of the most frequently presented psychosocial complaints
(table 4.1) remains largely the same for the different groups, but as was to
be expected, the prevalences increases, with patients who did not experience
any feelings of distress at the lowest level and patients who scored positively
on the GHQ on the highest. For anxiety, depression, disturbed sleep and
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feelings of restlessness, the increase is linear. For example, 36 out of 10,000
patients without any distress presented complaints of anxiety. This figure is
120/10,000 for patients who experienced feelings of distress without being a
GHQ-case and 218/10,000 for GHQ-cases. Complaints regarding working
conditions, acute stress or partner-problems are for the both first groups on
an equal -low- level, and are elevated for the GHQ+-group only.

Presentation of psychosocial complaints and patient-characteristics

Table 4.2 summarizes the relationship between presentation of psychosocial
problems and several patient characteristics.

Of all characteristics which are taken into consideration, three are clearly
associated with the presentation of psychosocial problems. Regarding age,
adults, especially those below forty-five, and patients above seventy-five,
present psychosocial complaints relatively frequently. As regards marital
status, there is an overrepresentation of divorced people among those with
psychosocial complaints. At last, with an increasing degree of urbanization

- patients are more inclined to present with psychological or social com-
plaints.

Anticipating the discussion section, we may already point to the discrep-
ancy between the many characteristics, related to the experience of prob-
lems and the probability of psychopathology (female, widows/widowers,
older, publicly-insured, unemployed, large cities) and the lack of such
relationships with the explicit presentation of psychosocial problems.
Perhaps, part of the explanation must be found in a tendency to somatize
mental disorder. This aspect is one of the themes of the following
subchapter.
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Table 4.2

Proportion of visitors who reported psychological and social complaints,
with different background characteristics

Sex

Age

Marital
status

Highest level
of education
completed

Employment
status

Insurance

Urbanization

Male
Female

15-24
25-44
45-64
65-74
75+

Married
Divorced
Widows/widowers
Unmarried

Only primary school

Techn./Voc.Training
12-16 yrs

Lower general
second. education

Techn./Voc Training
16-18 yrs

Higher general
second. education

Techn./Voc. Tr. 18+

University

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired
Employed

Public
Private

Rural
Suburban
Urban

3 large cities

*p<.0001 “p<.0l "p<.05

1 N indicates the total number of RFE’s of persons in the considered category

Nl

3408
5326

1312
3130
2548
1134

610

5650
363
849

1872

3062
2122
1087

897

406
565
102

564
1605
221
464
1918
3023

6326
2369

3507
3303
1545

436
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3.3%
6.5%
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4.0%
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5.8%
11.3%
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53%
6.5%
5.3%
6.9%

5.9%
5.7%
2.0%

3.2%
5.5%
2.3%
6.0%
5.6%
6.5%

6.0%
52%
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7.2%
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% of social
complaints

2.6%
2.6%

1.5%
3.1%
2.4%
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4.1%

2.5%
41%
3.7%
21%

2.1%
3.3%
2.9%
2.3%

2.7%
2.8%
3.9%

1.6%
2.1%
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Transformation: from complaint to diagnosis
Complaints and diagnoses compared

Patients present complaints and problems, which are categorized within the
ICPC-classification system. After further history-taking and diagnostic
examinations the general practitioner establishes a diagnosis, which has
been classified within ICPC too. In most cases, the diagnosis is specified
within a diagnostic category, distinct from the symptom category in which
the complaint has been classified, unless a symptom-diagnosis has been
given. And neither is it necessary for the complaint and diagnosis to be
classified within the same chapter. For instance, the complaint "headache”,
falling within ICPC-chapter "Neurology", may lead to a diagnosis "Hyperten-
sion", a diagnosis from chapter "Circulatory".

Table 4.3 shows that some complaints are rather frequently associated
with diagnoses in the same ICPC-chapter, for example 86% of the com-
plaints within the chapter "Pregnancy" are diagnosed within the same
chapter. On the other hand, less than one third of the complaints, classified
within the chapter "Neurology" are diagnosed within that chapter.

In this way, psychological complaints are diagnosed within the chapter
"Psyche" in almost three quarter of all cases. On the other hand, more than
ten per cent of the complaints within the chapters "General", "Digestive",
"Neurology" and "Social", are also fitted with a diagnostic label from the
chapter "Psyche".

A switch from non-psychosocial complaints to a psychosocial diagnosis is
relatively often observed for unmarried persons, women, the younger age
categories and people with paid employment. This is remarkable, in that
sense, that most of these characteristics are not indicating a larger risk for
mental disorder in general, as we saw in the previous chapter. Only the fact
that somatic complaints of women are relatively often translated in a
psychological diagnosis fits within that picture, as well as within a stereotype
general practitioners might have, according to the literature (see fig. 4.4).

The picture, sketched in table 4.3, almost remains the same when we
concentrate on those persons who have experienced mental distress in the
recent past. However, within the subgroup of those who are also indicated
by the GHQ as probable cases of mental disorder, a larger proportion of
complaints from the chapters "General" (21%), "Blood" (23%), "Digestive"
(12%), "Eye" (10%), "Musculo/skeletal" (10%), "Neurology" (22%) and
"Social" (37%) are given with a psychological diagnosis. From this finding,
we might conclude that a certain sensitivity for mental disorder, as indicated
by the GHQ, is present among general practitioners. This sensitivity is
further investigated in the next subchapter.
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Table 4.3
Relationship between ICPC-chapter of complaint and diagnosis

Complaint (chapter) Proportion diagnosis Frequently
within same chapter used alternatives

General 23% Musculo/skelet. (16%)
Psyche (11%)
Respiratory (13%)

Blood 51% General (15%)

Digestive 62% Psyche (11%)

Eye 7%

Ear 79%

Circulatory 76%

Musculo/skeletal 59% Skin (16%)

Neurology 29% Musculo/skeletal (10%)
Psyche (18%)
Respiratory (14%)

Psyche 72% Social (9%)

Respiratory 78%

Skin 76%

Endocrinology 1%

Urology 63%

Pregnancy/Anticonception 86%

Gynaecology 3%

Urology 64% Neurology (12%)

Social 48% Psyche (26%)

Psychosocial assessment by the general practitioner

Except by a diagnosis within ICPC-chapters "Psyche" or "Social", general
practitioners had another way for expressing their psychosocial assessment
of patient and complaint. As explained in chapter 2, each diagnosis was
accompanied by a five-point scale assessment of the possible role of
psychosocial factors. In this way, a diagnosis within the chapter
"Musculoskeletal", for example "low backache", could be provided with an
assessment "more psychological than somatic".

The distribution of these assessments over all diagnoses is given in table

4.4.
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Table 4.4
Assessment of diagnoses by the GP on 5-point scale "somatic-psychosocial"

Assessment % of all diagnoses
Purely somatic 68.3%
More somatic than psychosocial 9.6%
As much somatic as psychosocial 10.5%
More psychosocial than somatic 3.7%
Purely psychosocial 7.9%

Figure 4.7 illustrates how these assessments are distributed over the several
ICPC-chapters.

ICPC

General

Blood

Digestive

Eye

Ear

Circulatory
Musouioskeletal
Meurological
Psychologiocal
Respiratory

8kin
Endocrine/metabolic
Urology
Pregnancy/fam.plan.
Female genital

Male Genlital

Soclal

Figure 4.7 Assessment "somatic-psychosocial” for diagnoses on different
ICPC-chapters

From table 4.4 and figure 4.7 it becomes clear that the number of recog-
nized psychosocial problems in general practice exceeds the number of
formal diagnoses within ICPC-chapters "Psychological" and "Social", which
constitute about ten per cent of all diagnoses. In particular diagnoses within
the chapters "General", "Digestive" and "Neurology" are relatively often
considered as "not purely somatic". These are the same chapters from which
complaints are relatively often "translated" into a psychological diagnosis
(table 4.3).

On the contrary, the general practitioner considers the role of psychosocial
factors rather limited with diagnoses in the chapters "Eye" (14.8% not
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entirely somatic), "Ear" (14%), Skin (13.2%) and "Pregnancy/anti-concep-
tion" (17.3%).

Psychosocial assessment for different groups of patients

These assessments represent the point of view of the general practitioner.
With the construction of different groups of patients, according to their own
experience and according to the GHQ we have the point of view of the
patient ("felt need") and the "normative need" at our disposal. Combination
of the three will provide us with more understanding in the recognition of
mental disorder by the general practitioner.

In table 4.5 patients are divided again in the three groups of chapter 3:
those who felt no mental distress and scored low on the GHQ, those who
experienced distress but scored low on the GHQ (they felt a need without
being considered clinically potential cases of mental disorder) and those
who paired a subjective experience of mental disturbance with a GHQ-
score, indicating probable mental disorder. The proportion is given of each
group of patients, whose reason for visit was assessed at least once during
the three month registration as being not "purely somatic". Of course, only
those patients are considered who visited their general practitioner during
the registration period.

Table 4.5
Psychosocial assessment, for 3 groups of patients as indicated
by their own experience of distress and the GHQ

Patient group: N Psychosocial assessment
during 3- month registration

No exp.of distress/ GHQ - 2004 654 (32.6%)
Exp. of distress/ GHQ - 692 328 (47.4%)
Exp. of distress/ GHQ + 515 343 (66.6%)

Of patients who did not experience mental distress, the diagnosis of about
one third is assessed as being not entirely somatic at least once during the
three month registration. This is the case for about half of those who
experienced psychosocial distress without scoring positively on the GHQ. Of
the GHQ-cases, the diagnosis of about two-thirds is assessed as being not
entirely somatic at least once.

Within each of the three groups of patients, the relationship between
patient characteristics and a psychosocial assessment by the general practi-

tioner is investigated.
Table 4.5 summarizes the results of cross-tabulation analysis. To save
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room, the cross-tabulations are given at the end of the chapter* and only the
resulting chi-squares and significance levels are given below in table 4.6. In
general, diagnoses of divorced persons, women, patients of middle age, less
well-educated people and incapacitated people are more frequently assessed
as being not entirely somatic. However, when these relationships are
considered for the three groups separately, most of them disappear for the
most severe group, those who combine the experience of feelings of mental
distress with a high GHQ-score. Thus, for those patients who were not
indicated by themselves nor by the GHQ as suffering from mental distress,
the general practitioner tends to assess complaints of women, middle aged
people, divorced and incapacitated persons more easily as being not entirely
somatic. Complaints of patients who feel distressed but who are not
indicated as such by the GHQ, are more easily considered psychological
when these patients are divorced, less well educated, publicly insured or
incapacitated. But in the group of patients who combine experience of
mental distress with an objective indication by the GHQ, psychological
assessment is independent of those characteristics (with the exception of
education).

Table 4.6
Patient characteristics and GP-assessment "not somatic"
for three different groups of patients.
Chi-squares and levels of significance

Patient characteristic: No Experiences Experiences Experiences
of mental distress of ment. distr. of ment. distr.
/GHQ:- /GHQ:- GHQ:+
Sex X2 =9.17 X2 = 1.64 X2 =32
df=1) (p < .01) (ns.) (ns.)
Age X? = 18.46 X2 =529 X2 =582
(df = 4) (p < .001) (ns.) (ns.)
Marital Status X2 =156 X2 =942 X? =244
(df = 3) (p < .01) (p < .05) (ns.)
Education X2 =10.8 X2 = 1435 X2 =134
(df = 6) (ns.) (p < .05) (p < .05)
Insurance X2 =93 X2 =48 X2 =15
df=1) (ns.) (p < .05) (ns.)
Employment status X? = 18.07 X2 =126 X? = 845
(df = 6) (p < .05) (p < .05) (ns.)
Urbanization X? = 6.6 X2 =10 X2 =1.29
df =3) (ns.) (ns.) (ns.)

96



Interdoctor-variation in the assessment "not purely somatic" and the recognition
of GHQ-cases

In the introduction of this chapter the inter-doctor variation with regard to
psychosocial assessments has been mentioned. The figures given in the last
subchapters were averages, taking all registrating GPs together. These
averages stand for a broad range of individual assessments. Figure 4.8 shows
this range for the three indices, defined by Goldberg and Huxley and
introduced at the beginning of this chapter?.

As we explained there, bias stands for the proportion of visiting patients of
an individual general practitioner whose diagnoses at least once were
assessed as being not purely somatic. The median is 41% but the range goes
from 12% to 84%. Some general practitioners seldom consider the problem
only physical by nature, others nearly always.

On average, two thirds of all patients identified by the GHQ as probable
cases of mental disorder are recognized at least once as such by the general
practitioner. However, some of them only recognized one third, others "hit"
the full hundred per cent. We could not establish differences in characteris-
tics of the general practitioners related to these differences in identification
index.

% of GPs

(o]
30
20 / /\\
10 T / \/\ N

0*‘ 'l ’ 1 1 1 1 1 1

o] A 2 3 4 5 .6 7 8 9

—=— accuracy —+— identification index —*— bias
Figure 4.8 Distribution of bias, identification index and accuracy of

individual GPs
Finally, the generally low correlations between general practitioner-assess-

ment and GHQ (the median of the phi-coefficient used indicating "accuracy"
is .18) demonstrates that a high identification rate generally goes together
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with many "false positives": patients assessed sometimes as "not purely
somatic", while their GHQ is below threshold.

Recognition of mental disorder by the general practitioner

Some interesting conclusions may be drawn from the results of the last
paragraphs about the ability of general practitioners to recognize the
presence of mental disorder, as measured by the GHQ, or mental problems,
as experienced by the patient.

As far as we can speak about sensitivity, the average general practitioner
is most sensitive to the mental disorder as the GHQ indicates it. This is not
surprising, as we saw already in the former chapter that these patients seem
to suffer more severely than those who report feelings of mental distress but
score low on the GHQ. Two-thirds of those patients who are indicated by
the GHQ as probably suffering from mental disorder, insofar as they
reached the doctor’s office, are diagnosed at least once during three months
as not entirely somatic. If we take the GHQ as the indicator of the
psychopathology from a psychiatric point of view, the general practitioner
seems to recognize two-thirds of the psychiatric diseases. However, these
"recognized" GHQ-cases (343 in table 4.5) constitute only one quarter of all
the patients whose complaints have been assessed at least once during three
months as being "not entirely somatic". Complaints of one third of the
patients who indicated no feelings of distress during the health interview
and scored below GHQ-threshold, were nevertheless assessed at least once
as being not entirely somatic. When interpreting this result, we should keep
in mind that the health interview was an assessment at one moment in time,
while the patient registration (and assessment by the general practitioner)
lasted three months. Moreover, it is always possible that patients present
themselves on one particular occasion as being tense or complaints are not
easily explained by physical illness, while the patient in general does not feel
mentally disturbed at all. This phenomenon also explains the low accuracy
rates, reported in figure 4.8, compared with the much higher identification
indices: diagnoses of many patients who were not identified by the GHQ
are nevertheless sometimes assessed as not purely somatic during the three
months registration.

Another substantial number of psychosocial assessments (328 or again one
quarter) is given to patients who are, from a psychiatric point of view not
probable cases of mental disorder, but who did in fact experience feelings of
distress within the period concerned. Taking these also in account, we might
conclude that about half of the patients whose complaints were assessed in
a psychosocial way, were either from a psychiatric point of view or in their
own view in need for mental help.

The probability of a psychosocial assessment thus increases from "no
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distress" via "experience of distress without being a GHQ-case" to a "GHQ-
case which has the largest probability of being "detected". Another phenom-
enon to be discussed in this respect are the results from table 4.6.
Psychosocial assessment in the former groups is more dependent on patient
characteristics than in the group of GHQ-cases. The assessment of a
diagnosis "not entirely somatic” relies heavily on patient characteristics such
as age, sex, and working status, particularly when patients do not report
feelings of distress themselves. Some stereotyping seems to be involved in
these cases, as already has been remarked in the introductory section.
Psychosocial assessment of GHQ-cases on the other hand is largely inde-
pendent of patient characieristics, which indicates that a general practitioner
is to a certain extent sensitive to the same latent stimuli as the GHQ.

Output: incidence and prevalence of diagnoses of mental disorder by
general practitioners

The result of this process of problem presentation, assessment and transla-
tion is the diagnosis, made by the general practitioner. Table 4.7 gives the
proportion of patients who received a diagnosis within the ICPC-chapters
"Psychological" and "Social" during three months registration, divided
according to reported level of distress into the three well-known categories.

In general, 17.7% of all the visitors were diagnosed at least once within
one of these two chapters. 10% of those not reporting any feeling of mental
distress during the interview got a psychological or social diagnosis during
the three month registration. 20% of those reporting such feelings, without
scoring above GHQ-threshold were diagnosed in such way, while this was
also the case with more than 40% of the GHQ-cases.

The background characteristics of patients with psychological or social
diagnoses in the three different groups show an even greater lack of
differences, than as we observed with regard of the assessment "not purely
somatic". We see in this table no differences between categories when
patients are experiencing feelings of distress themselves or when the GHQ
indicates a large probability of psychopathology. If such a self-reported
feeling of distress did not exist, women, divorced and middle-aged people
would have higher chances on a psychosocial diagnosis. In other words:
where "felt need" and "normative need" in the population were strongly
related to patient-characteristics, this relationship becomes weaker when we
look at the demand for help and disappears largely when the general
practitioner’s diagnosis is considered, particularly for patients with a large
probability of mental disorder.
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Table 4.7
Patients with a psychological or social diagnosis, split up according to
level of distress and patient-characteristics

No Feelings Feeling
distress of distress  of distress
GHQ: - GHQ: - GHQ:+
(2004) (692) (515)
Total 10.1% . 20.8% 423%
Sex Male 8.4%" 19.8% 47.0%
Female 11.8% 21.3% 40.4%
Age 15-24 6.8%" 13.9% 36.7%
25-44 10.0% 24.0% 38.8%
45-64 13.4% 19.2% 48.6%
65-74 6.0% 21.3% 52.9%
75+ 16.7% 25.6% 343%
Marital Married 9.5%" 22.7% 40.4%
status Divorced 25.0% 20.5% 43.9%
Widows/widowers 9.3% 18.2% 50.8%
Unmarried 10.4% 17.0% 41.8%
Highest level ~ Only primary school 9.4% 20.9% 44.3%
of education  Techn./Voc Training
completed 12-16 yrs 8.8% 23.2% 45.4%
Lower gen.sec. education 10.5% 16.7% 40.7%
Techn./Voc.Tr. 16-18 yrs 10.1% 33.3% 41.5%
Higher gen.sec. education 13.3% 12.8% 24.1%
Techn./Voc Train. 18+ 10.5% 14.0% 37.9%
University 14.3% - 25.0%
Employment  Student/Conscript 43% 15.7% 30.6%
status Housewife/man 9.5% 24.1% 39.8%
Unemployed 5.6% 25.0% 29.2%
Incapacitated 12.7% 17.6% 42.5%
Retired 9.7% 21.2% 46.2%
Employed 11.4% 21.1% 42.9%
Insurance Public 10.3% 19.0% 40.7%
Private 10.1% 21.5% 43.0%
Urbanization = Rural 10.2% 16.8% 40.0%
Suburban 10.2% 23.1% 42.8%
Urban 10.1% 24.1% 41.2%
3 Large cities 9.0% 17.8% 41.2%

“p< .01 " p<.05
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We should realize of course that in this table part of the variation between
patients with different characteristics has been taken away by the split-up in
subgroups with different feelings of distress and GHQ-score, which groups
themselves are highly correlated with the patient characteristics concerned.

It should also be kept in mind that the last tables, split up according to
level of mental distress of the patient, as measured during the health
interview, have patients as denominator. Each patient counts once, in
contradistinction to the following morbidity analyses of the whole popula-
tion, in which case the episode of illness is the denominator and some
patients may be counted several times.

Incidence and prevalence of psychological and social diagnoses

To present morbidity figures in a meaningful way, comparable to the
relevant literature, the following data have been derived from the complete
Survey of Morbidity and Interventions in General Practice. Thus far, only
the results of the morbidity registration of the interviewed sample (N =
10.787) has been used. This approach has made it possible to take into
account the GHQ-scores and experience of mental distress of the patients,
which were assessed during the interview. This sample, however, has its
numerical limitations, when specific diagnoses are wanted.

In the following tables, we present incidences and prevalences per 1000
persons in the population at risk (= the practice population) and per 1000
persons who actually contacted their general practitioner. In order to
calculate these figures, episodes of illness have been constructed, each
episode counting once. Thus a patient consulting the general practitioner
three times during registration with, let us say, a depressive disorder, is
counted once with an episode of depressive disorder. But a patient, who is
once diagnosed as "depressed”, once as "relational problems" and once as
"addicted", and these have been considered as three different episodes of
illness, will be counted three times. Requests for prescriptions, even if the
receptionist attended to them, are included, especially increasing prevalence
of anxiety and sleeping disorders. All episodes which are new or are new
outbreaks of existing disorders are counted as adding to the incidence. Each
episode, new or existing, is counted when calculating the prevalence. See for
more details chapter 2.

The three-month incidence of psychological morbidity is 24.01/1000
persons at risk and 55.25/1000 patients with a general practitioner-contact.
The incidence of social problems is 7.76/1000 on population level and
15.08/1000 on contact level.

Incidence figures may be multiplied, so on population level there are 96
psychological diagnoses and 31 social problems per thousand persons in one

year.
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Table 4.8

Incidence and prevalence .of psychological and social diagnoses, and

Patient characteristics

Total:

Sex

Age

Marital
status

Highest level
of education
completed

Employment
status

Insurance

Urbanization

* Persons with at least one contact during the 3-month registration

male
female

15-24
25-44
45-64
65+

Married
Divorced
Widows/widowers
Unmarried

primary
secondary
higher

Student/Conscript
Housewife/man
Unemployed
Incapacitated
Retired
Employed

Public
Private

Rural
Suburban
Urban

3 Large cities

Incidence
Population  Visitors”
32.7 75.4
24.8 68.0
40.0 80.2
24.0 633
35.7 89.2
35.8 79.0
325 56.4
32.1 622
68.3 119.2
44.1 61.4
26.8 61.2
36.5 728
33.0 78.6
289 84.0
41.7 85.8
41.9 100.7
443 828
31.8 56.5
333 84.7
36.3 76.9
26.6 72.7
278 53.6
333 63.6
39.5 74.2
40.3 70.6

patient characteristics (/1000 in a 3-month period)

Prevalence
Population  Visitor®
1235 284.0
84.4 231.4
158.8 318.7
42.5 1123
90.4 226.0
164.6 362.6
260.5 452.6
117.8 228.6
2329 406.6
335.6 467.4
68.1 1553
194.4 387.2
95.5 2273
74.3 215.7
150.7 310.1
114.6 275.0
255.8 471.7
251.1 446.4
80.3 203.8
141.6 299.8
94.2 2575
126.9 245.0
1179 225.2
126.1 2329
126.1 261.0

In table 4.8 diagnoses from ICPC-chapters "Psychological" and "Social" have
been taken together. This table shows, at population level, a peak in
psychiatric incidence for adults, for women, for divorced people, for the less
well-educated, for the unemployed and housewives and for the publicly-
insured. Comparison of the incidence rates with the number of visitors as
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numerator demonstrates that some of the differences can be attributed to
differences in contact rates of some categories. For example, the difference
between publicly and privately- insured persons at the population level is
largely a result of the higher contact rate of the former and the difference
almost disappears when only visitors are counted in the numerator. On the
other hand, the already outstanding position of the 25-44 year old at
population level, becomes more outstanding at contact level, due to the fact
that this age group is relatively underrepresented in respect of consultation
with their general practitioners.

Actually, if we are interested in general practitioner preferences in making
psychiatric diagnoses for certain categories, we should look at the figures
with the number of visitors as a numerator. Because, in case of the insur-
ance example, the population-based difference between publicly and
privately insured seems to be a result of different illness behaviour of the
both groups. When there has been a contact, most of the difference has
disappeared. On the other hand, for the sake of comparability with other
studies, population based figures are to be preferred.

Table 4.9
Incidence and prevalence rates for specific diagnoses
(/1000 population in a 3-month period)

Incidence Prevalence

Anxiety 412 27.10

(Anxious, nervous) (3.88) (26.23)

(Anxiety disorder) (.24) ( .87)
Sleeping disorder 1.00 26.80
Depression 293 12.67

(Neurotic depression) (2.49) (10.76)

(Depressive feeling) (.44) (1.91)
Overwork/Neurasthenia 4.60 7.90
Stress 2.09 5.76
Tension headache 2.24 3.65
Hyperventilation syndrome 2.26 3.61
Addictions (alcohol, drugs, 1.09 3.51

tobacco, medicine) ;
Illness/death partner .50 3.23
Relational problems 1.13 2.20
Employment problems .88 1.53
Dementia 19 1.23
Schizophrenia .09 .60

Table 4.9 gives the incidence and prevalence rates for a number of specific
diagnoses in general practice.
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One striking feature in table 4.9 is the major role of so called "symptom
diagnoses" (see also chapter 1 about diagnoses in primary care settings).
general practitioners rarely make use of psychiatric nosological diagnoses,
except for neurotic depression, and limit themselves in most cases to the
symptom presented. So, although the prevalence of mental disorder,
according to the general practitioner’s diagnosis is rather high, they perceive
in fact little severe psychopathology, or at least, the do not label it in such a
fashion. Furthermore, it should be mentioned again in this respect that
requests for (repeat-)prescriptions will have given rise to a great number of
"sleeping problems" and "anxious, nervous"

Another remarkable characteristic of a number of the most popular
diagnoses is the high prevalence/incidence ratio: less than a quarter of all
episodes of depression, less than fifteen per cent of anxiety episodes and
less than five per cent of sleeping disorders are new diagnoses. On the other
hand, a number of more event-related diagnoses, such as overwork, tension
headache, relational and working problems, count at least fifty per cent new
episodes.

The distribution of patient characteristics over the most common diag-
noses, presented in table 4.9 is presented in more detail at the end of the
chapterS. When we take a closer examination of the background-characteris-
tics of patients with specific diagnoses, it becomes clear that some diagnoses
share the same typology of patients. Figure 4.9 presents a short summary.

For "anxious,nervous", "anxiety disorder", "depressive feelings", "neurotic
depression", "sleeping disorder” and "illness/death of partner" the following
typology holds true: prevalence increases with age, far more women than
men are affected by it (odds > 2), there is an overrepresentation of low
education, diagnoses are most prevalent among widows/widowers, followed
by divorced and they are most prevalent among retired and incapacitated
people.

Almost their opposite are people with "overwork/neurasthenia" and
"employment problems", who are mostly adults (25 - 64), working and well-
educated. The preponderance of women is less articulate, in the case of
employment problems there are relatively more men. Although the diag-
nosis-symptom "stress" appeared related to overwork/ neurasthenia, the
patients are significantly different in some respects. Patients with "stress" are
in a larger majority women, they are older adults (45-64), they are relatively
often incapacitated and less well-educated.
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Diagnoses:

Age:

L
Education:
Working status:
Marital status:

Diagnoses:

Age:

R
Education:
Working status:
Marital status:

Diagnoses:

Age:

d:
Education:
Working status:
Marital status:

Diagnoses:

Age:

R H
Education:
Working status:
Marital status:

Diagnoses:

Age:

d:
Education:
Working status:
Marital status:

Diagnoses:
Age:

e
Education:
Working status:
Marital status:

Anxious, nervous| Anxiety disorder/ Depressive feelings/ Neurotic depres-
sion/ Sleeping disorder/ Death/illness partner

increasing with age

larger than 1:2

lower level of education > second./higher education”

housewives incapac. retired > rest

divorced, widow/widower > rest (sleeping problems: widowed >
divorced)

Overwork Neurasthenia Employment Stress
problems
top: 25 - 65 years idem idem
¢ > o (less than 2:1) > 9 ¢ > d' (less than 2:1)
second./higher idem lower educ.

housewife incapac.
divorced > (un)mar-
ried

working incapac.
rest > widowed

working, incapac. housewife
divorced > rest

Tension headache, hyperventilation, relational problems
< 65 years

2 > ¢ (less than 2:1)

no difference (hyperventilation: lower/second. > higher)
housewives, incap. unemployed > retired

divorced > married > unmarried, widows/widowers

Dementia

> 65 years

>4

lower level of education
retired
widows/widowers

Addiction

25 - 65 years

F=29

no differences

incapac. unemployed > rest
divorced > rest

Schizophrenia

increases with age

F=29

lower level of education

incapac > retired, unemployed > housewive > rest
divorced > widows/widowers, unmarried > married

* A difference is reported, if the odds-ratio (in the figures of note 6) exceeds 1.7

Figure 4.9 The most common psychological and social diagnoses in six

typologies
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Patients with "tension headache", "hyperventilation" and "relational prob-
lems" share the fact that they are relatively seldom above 65 and mostly
women. Divorced persons have higher probabilities than married people,
who have again a higher probability than unmarried and widows/widowers.
Housewives and -"house men" are most at risk, especially compared with
retired persons and those with paid employment.

Three diagnoses have a typology of their own: Dementia, almost
exclusively people above 65 years of age, and consequently almost
exclusively retired persons and overrepresentation of the less well-educated
and publicly insured. Women are also in this case overrepresented. Addic-
tion is - besides "working problems" - the only diagnosis with a male major-
ity. It is most predominant among adults (25-64), less well-educated and
publicly insured persons. Relatively many of them are divorced. Unem-
ployed and incapacitated persons are at a high risk compared with working
people, housewives and -men, and especially retired people. The typology of
the last one, "Schizophrenia" is in some respects equal to the one for
affective disorders, but there are some differences. There are no sex
differences in the first place. Secondly, affective disorders are predominantly
found among incapacitated and retired persons, while schizophrenia is
relatively often found, in addition to among incapacitated, among the
unemployed. Schizophrenia is also relatively speaking most often found
among the divorced. Patients with schizophrenia resemble perhaps most the
addicted patients.

Conclusions

In this chapter we have considered the second and third level of the
Goldberg and Huxley model. This is a critical stage in the translation of
need (be it the "felt need" of the patient or the "normative need" assessed
by the professional) into a demand for help. Our analyses clarified some
issues concerning the actual demands, put forward by patients and the
added value of the diagnostic process of the general practitioner. Before
considering this matters in greater detail, we shall first compare our results
with those of previous research.

Previous research

17.7% of those of the interviewed sample who contacted their general
practitioner was diagnosed at least once as psychological or social. This
figure should be compared with figures given in table 4.4. It falls between
the extremes. The prevalence rate of 284/1000 visitors with a psychological
or social diagnosis, based on the entire study population is higher, first,
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because it has episodes of illness in the numerator instead of patients (so,
one patient may count twice), second, because all requests for repeat
prescriptions are taken into account, which has not been done in the
interview sample. This prevalence rate sounds extremely high, but has been
repeated by several other studies.

It is rather common to find a predominance of women with diagnoses of
mental disorder in the literature. In fact, this finding has been repeated, but
our division into three groups of patients, with or without subjective and
objective levels of distress, enables us to throw an interesting light on this
matter. In fact it appeared that within the majority of patients without an
objective indication of mental disorder, women are more frequently diag-
nosed as being mentally ill, while in the GHQ+group men and women were
equally diagnosed as being mentally ill.

Recalculating the "GHQ-prevalence" among doctor’s visitors, 178 out of
1000 visitors appear to be GHQ-cases. This is extremely low, compared with
the data from other studies, presented in table 4.1. Each visitor only
counted once; if we distribute the GHQ-scores over the contacts, allowing
some patients to count once and some to count a dozen times, then the
proportion of "GHQ-contacts" raises up till 225/1000 contacts. This still
remains below the lowest score from previous research. A possible explana-
tion will be the distance in time between GHQ-assessment and contact with
the general practitioner. The health interviews took place in the second
registration month, so theoretically this distance may be six weeks, where
the GHQ should cover a distance of four weeks. However, excluding the
extremes in time, allowing only for contacts within three weeks from the
interview, did not change our results (Verhaak, in press). It is plausible that
completing the GHQ at the very moment of help-seeking, may result in
more "positive" cases than any moment earlier or later.

The assessments made by the general practitioner on the S-point-scale,
resulting in more than 30% of all diagnoses being not entirely somatic, fit
within the range of six previous studies, using comparable scales. The
frequent occurrence of psychosocial assessments within ICPC-chapters
"General", "Digestive" and "Neurological" has been found also by van der
Meer (1994) in a Dutch study among 25 general practitioners.

At last the prevalence and incidence of a number of ICPC-diagnoses,
obtained from the complete database of the National Survey, need some
comments.

To compare our figures, collected during three months, with other surveys
that present incidence- and prevalence rates on a yearly basis, we can
multiply our incidence figures by four to get the 1-year incidence. As this is
not possible with prevalence figures, we shall concentrate on the incidence
figures. Multiplying our over-all 3-month incidence of 32.7/1000 gives us an
incidence of 130.8/1000. This is somewhat higher than Lamberts (1991),
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based on 20 Dutch Academic practices, who reports 10%, and the third
English National Study with 7%. However, the last figures are from 1981-
1982. It is more in line with another Dutch academic practice network in
Nijmegen with 12% incidence among men and 16% among women (van de
Lisdonk et al. 1990).

Our specific figures about anxious/nervous and anxiety disorders (16.5)
and depression (11.9) appear in line with Lamberts (16 resp. 10) and the
English National Study (19.3 resp. 16.9). The 1-year incidence for stress is
8.4, whereas Lamberts and the English National Study report 9. Addiction
figures are comparable as well.

Discussion

As we observed already in the previous chapter, a substantial part of those
who feel distressed (according to themselves) or who are distressed (accord-
ing to the objective screening-instrument, GHQ) arrive at the general
practitioner’s office within a few months. We also noticed that the probabil-
ities of such an arrival are highest for those who combine a subjective
feeling of distress during the last weeks with an elevated score on the GHQ.
However, only a minority of those who indicated mental distress and visited
their general practitioner, explicitly brought forward psychological of social
reasons for their visit. And again, the probability of doing such was highest
for those who combined a felt need and a normative need, subjective
feelings and objective indicators.

Furthermore, it was striking to find that a number of categories, which
proved to be at a higher risk for mental distress, were not relatively more
inclined to present psycho-social reasons for visit. Thus, women,
widows/widowers, incapacitated or unemployed and publicly insured persons
appear to have equal chances to express psychosocial complaints as men,
married persons, persons in paid employment or privately-insured persons,
although in general the former categories appear at greater risks for mental
disorder. :

In analyzing the process of decision making by the general practitioner, we
discovered that there is certainly no one-to-one relationship between
complaints, expressed by the patient, and diagnoses given by the general
practitioner. Complaints about the digestive system, in particular, such as
stomach-pain and gastritis and general complaints such as fatigue and
general feelings of ill health end relatively often with a psychological
diagnosis by the general practitioner. It is gratifying that such "switches"
occurred especially among patients who were indicated by the GHQ as
possible cases of mental disorder. The psychosocial connotation of these
kinds of symptoms can also be concluded from the fact that nearly half of
the diagnoses within the ICPC-chapters "General" and "Digestive" have been
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assessed on a 5-point scale as "not entirely physical".

This general practitioner-assessment provides the general practitioner with
another means of expressing his judgment that the symptoms presented
actually indicate psychological distress. Again, this judgment was most
frequently given for patients who combined feelings of distress and a high
GHQ, followed by patients who felt distressed without crossing the GHQ-
threshold.

Here we find lack of relationship between patient-characteristics and
general practitioner’s judgement. Although in the previous chapter marital
status, sex and employment status significantly influenced the probability of
being a GHQ-case, the chances that a GHQ-case will be assessed by the
general practitioner as having a not-strictly somatic illness are independent
of the subjects being a man or a woman, a housewife or being in paid
employment. Strangely enough, those relationships can be observed when
the patient is not suffering psychological distress, according to his own
information or the GHQ. As was mentioned earlier, when apparently the
cues of psychological distress are lacking, a general practitioner has the
tendency to stereotype women and older people.

The same kind of phenomenon can be observed when we take the
relationship between patient-characteristics and a psychological or social
diagnosis into account. Within the group who did not have any mental
distress, women, elderly and divorced persons had a higher probability of
such a diagnosis than their opposites. Within the groups who in fact had any
indication of distress, these relationships are lacking.

The majority of diagnoses given fall into the domain of so called "symptom
diagnoses", anxious/nervous, sleeping disturbances and feelings of stress
being the most important. Together with neurotic depression these diag-
noses are typically given to older women relatively often with a low level of
education. In case of younger women, tension headache, hyperventilation
and relational problems are probable diagnoses. Overwork/neurasthenia and
problems related to work on the other hand, are diagnosed where adult
working males with relatively often a higher education are dominant. In
absolute figures, many of these symptom diagnoses are given to patients
who did not report feelings of distress rather recently, but nevertheless
presented symptoms to their general practitioner. As many of these symp-
toms can point to more than one "official" diagnosis within the DSM-III
domain, we have got a picture of a "lucky bag", filled with symptoms, a
"saucerful of secrets", from which each diagnostician can draw at his own
discretion.

This impression is strengthened by other evidence. In a recent Dutch
study, Terluin (1994) made an inventory of symptoms experienced by
patients diagnosed by their general practitioner as "overwork", "somati-

109



zation", "anxiety", "depressed" and "mildly psychosocial" respectively. He was
able to cluster their symptoms into two categories: a-specific distress
(including symptoms like fatigue, hypersomnia, insomnia, demoralization,
and feeling tense) and neurotic symptoms: depressive feelings, manifesta-
tions of anxiety and somatization. Neurotic symptoms were always accom-
panied by distress symptoms but not vice versa. Patients diagnosed as
"mildly psychosocial” had moderate distress and low neurotic symptoms.
Patients who were diagnosed as "overworked" had high distress and relative-
ly low neurotic symptoms. Patients with diagnoses such as "depression",
"anxiety", and "somatization" had high distress combined with high neurotic
symptoms.

General distress is far more abundant in general practice than specific
neurotic disorders, but its components are the ones that constitute DSM-III
diagnoses. Furthermore, we are confronted with the same hierarchy as that
“introduced in the first chapter, discussing Foulds and Hodiamont: severe
mental disorder is always combined with less severe, a-specific symptoms.
Such circumstances will easily lead to overestimation of severe mental
disorder, when we have to rely on mere symptom-counting.

Or, in other words, the symptoms for DSM-III diagnoses are available in
general practice settings, but they should be interpreted in their right
context. Presumably GPs often consider this context not so alarming as to
label the patients with "real" psychiatric diagnoses.

Epilogue

The following research questions have been answered in this chapter: What
demands for help result from felt and normative needs and to what extent
are these needs recognized as such by general practitioners. Let us first
consider the conditions that promote the chances of demanding help and
recognition. Secondly we will discuss the reasons for not demanding help or
recognizing a need, which is assumed to be present by psychiatric standards.

What is becoming more and more clear is that the pathway to a psychologi-
cal or social diagnosis is most accessible to those who are in need according
the professional psychiatric standard. They have the highest probability of
consulting the general practitioner, they have the highest probability, if they
do consult him, of reporting psychosocial complaints, and accordingly, they
have the highest probability of a psychological of social diagnosis. The
chances for people who report feelings of distress without being identified
by the GHQ, are in all respects smaller. Furthermore, assessment of their
symptoms as psychiatric rests partly on stereotyping by the general practi-
tioner. The chances for people without feelings of distress are, again,
substantially smaller. But, as the latter group is numerically by far the
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largest, many people without distress are presenting psychological symptoms
and are diagnosed accordingly. Perhaps it is common for many elderly
women to have sleep disturbances or feelings of nervousness and to discuss
them with their general practitioner, without labelling themselves as "feeling
distressed". On the other hand, what should be added to this conclusion is
that the majority of those in the population who are in need, according
those professional standards, are not diagnosed as being mentally disturbed
at all, and this is mainly due to the fact that they either do not seek any
help at all, or do not put forward a psychological demand for help.

This chapter made clear that there are several ways to reach a psychological
or social diagnosis. A psychosocial diagnosis may originate from psychosocial
complaints, but it is not unusual that complaint of a more physical nature
are evaluated by the general practitioner as essentially psychological or
social too. Furthermore, a considerable proportion of diagnoses with the
ICPC-chapters "General", "Digestive" and "Neurology" is assigned a
psychosocial meaning as well.

With all these additions to the original demand for help, we cannot
maintain that it’s a patient’s world. The psychiatric point of view appears to
gain the upper hand, as the general practitioner is especially inclined to add
psychological assessments and diagnoses to patients who should be in
psychiatric need according to the GHQ. The next chapter will reveal the
consequences this may have for the management of the problems detected.

At last some comments should be made about the result that many patients,
indicated by the GHQ as possible cases of mental disorder, do not make
demands for help, nor are they diagnosed as mentally disturbed by the
general practitioner. A-specific distress has been mentioned as an experi-
ence many patients have, that does not necessarily have to lead to a
psychological diagnosis, though it may very well lead, temporarily, to a high
GHQ-score or even a DSM-III diagnosis (assuming the symptoms are
manifold enough). During a clinical interview it will become clear that no
action is needed - a conclusion the general practitioner might have reached
during his interview too - and the patient is counted among the false
positives.

Accordingly, two tendencies have become clear in this chapter. People who
are more in need (in their own view and that of the GHQ) have a higher
chance of demanding psychosocial help from their general practitioner and
have also higher chance of being diagnosed as having a psychological or
social problem.

On the other hand, many people may have a-specific distress symptoms,
resulting in a high GHQ-score, but do not constitute a case of mental illness
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in a clinical sense. Partly they have the same symptoms, patients with a
"real" depression or anxiety disorder have, but they may miss the essential
thing, and therefore, they may not need the treatment a truly depressed
patient requires. And after all, the possibility of treatment is the purpose a
diagnosis has been made for.
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Notes

1.

The following abbreviations have been used for the several existing
interview schedules resp. classification schemes:

CIS: Clinical Interview Schedule

PSE: Present State Examination

DSM-IIT; Diagnostic Statistical Manual, third version

SADS-L: Schizofrenic and Affective disorder Schedule (Lifetime
version)

DIS: Diagnostic Interview Schedule.

For more information on this survey, see chapter 3.

Categories are from Goldberg and Bridges, 1987. The older version
also contained remainder categories like "miscellaneous” and "parent
with sick child". These have been omitted. The old categories "physical
illness in a neurotic personality" and "physical illness with associated
psychiatric disturbance" are apparently taken together in category 2. In
Verhaak’s study, the middle categories are not comparable.

113



4. Table 4.10
Percentage of patients, whose complaints have been assessed "not somatic",
split up by "feelings of distress/GHQ" and by background characteristics

No distress  Feelings of distress

GHQ: - GHQ: - GHQ:+
Total 32.6% 47.4% 66.6%
Characteristics
Sex Male 29.4%" 44.1% 68.5%
Female 35.8% 49.2% 65.8%
Age 15-24 26.0%"" 38.9% 60.8%
25-44 33.0% 48.4% 63.6%
45-64 36.2% 51.5% 73.6%
65-74 29.1% 43.8% 70.6%
75+ 45.6% 51.3% 62.9%
Marital Married 332%™ 49.9%" 64.5%
status Divorced 51.9% 59.1% 70.7%
Widow/widower 38.3% 47.0% 73.8%
Unmarried 28.0% 37.7% 66.4%
Highest level ~ Only primary school 34.4% 46.2%" 67.6%"
of education Techn./Voc Tr. 12-16yrs 31.1% 54.2% 70.0%
completed Lower gen. second. educ. 382% 52.1% 67.8%
Techn./Voc. Tr. 16-18yrs 30.6% 50.0% 61.0%
Higher gen. second. educ. 31.4% 333% 44.8%
Techn./Voc Training 18+ 25.9% 34.0% 69.0%
University 22.9% - 25.0%
Employment  Student/Conscript 22.2%" 39.2%" 52.8%
status Housewife/man 35.8% 58.2% 63.3%
Unemployed 36.1% 60.7% 66.7%
Incapacitated 49.1% 50.0% 82.5%
Retired 33.9% 453% 66.7%
Employed 323% 43.9% 68.7%
Insurance Public 33.3% 50.1% 40.7%
Private 31.1% 40.7% 43.0%
Urbanization ~ Rural 352% 48.7% 40.0%
Suburban 29.5% 45.1% 42.8%
Urban 33.6% 49.6% 41.2%
3 Large cities 35.9% 46.7% 41.2%

p<00l Tp<Ol * p<.05
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In order to calculate for each GP his bias, identification index and
accuracy, only the data of those GPs who had at least 20 visiting
patients and 5 patients who scored above GHQ-threshold, were used.

For each patient who completed the GHQ and visited the GP in the
three-month period it is possible to check whether the diagnosis of that
patient was considered "not purely somatic". We get the following
cross-tabulation for each GP, allowing us to compute the following
indices:

GP: "not purely somatic"

- +
+ a b

GHQ:
- c d

Identification index: Proportion of GHQ-cases, assessed at least
once by the GP as presenting complaints which are not purely
somatic: b/(a+b). This is an approximation without making a correc-
tion for the GHQ’s sensitivity. On the other hand, this correction
would have been equal for all GPs ‘

Accuracy: The correlation between GHQ and GP’s assessment,
expressed by the coefficient phi

Bias: The proportion of patients, assessed as being not purely
somatic, as related to the total number of patients: (b+d)/
(a+b+c+d).
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5 Treatment of mental
disturbances in general
- practice

Introduction

When need has resulted in a demand for help and the general practitioner
has diagnosed the reason for help-seeking as being a mental disorder,
treatment by the general practitioner is responsible for the next steps in the
help-seeking process. The general practitioner may discuss his psychosocial
assumptions with the patient and choose between treatment by himself or a
referral. If the general practitioner decides to refer to specialized mental
health care, the patient will enter the fourth level of Goldberg and Huxley’s
pathway to mental health care, considering him- or herself as a "case of
mental illness". If, at the other hand, the general practitioner does not make
his conjectures about the psychosocial character of vague somatic com-
plaints explicit, the patient will continue to evaluate his condition in physical
terms.

When a general practitioner has arrived at the conclusion that a diagnosis

of "mental disorder" is justified or at least that psychosocial aspects play an

important role, treatment can been categorized in the following ways:

Talking to the patient:

- "therapeutic listening", counselling

- short-term "psychotherapy", focused on specific problem and behaviour
change

- patient education

- advice

Medication:

- anti-depressants

- anxiolytics and hypnotics

- other psychotropic drugs

- other medication

Referral:

- mental health (psychiatry, regional institutes for mental health, private
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psychologists)
- social work.

A review of literature

Orleans et al. (1985) asked 350 American family doctors in a questionnaire
about the prevalence and treatment of psychiatric disorders. Physicians
reported treating most problems themselves, usually through a combination
of psychotropic drugs, advice and reassurance. Very frequently, they report
treating their mentally disturbed patients with advice, reassurance or
supportive problem solving. Fairly often they prescribe anti-depressants and
anxiolytics. The majority never or rarely makes appointments for two or
more extended interviews. A referral is considered in no more than 10 - 25
per cent of the affected patients, mostly to psychiatrists and mental health
centres.

The three most commonly cited obstacles to providing psychiatric treat-
ment are patients’ resistance to referral to a mental health specialist and to
a diagnosis of mental disorder, together with a lack of time from the side of
the family practice physician.

Jencks (1985) analyzed data from the American National Ambulatory
Medical Care Survey, a registration during one week of office-based primary
care contacts, containing 40,000 contacts. In 3.3% of these contacts the
reason for visit was mental health, in 5.6% there was a mental disorder
diagnosis, in 6.8% psychotropic drugs are being prescribed and in 3.2%
psychotherapy was recorded. A remarkable result is half of the prescriptions
of psychotropic drugs are prescribed without a mental health reason for the
visit or a formal mental disorder diagnosis. In the same way, about half of
the psychotherapy was given when there was no mental health reason for
the visit or diagnosis. Visits in which any combination of mental health
treatments was provided without diagnosis were more likely to be for non-
acute problems and for older patients.

Schurman et al. (1985) also used NAMC-data to describe treatment of
mental illness by non-psychiatrists (mostly primary care physicians). Diag-
nostic services during a so called mental illness visit included a lot of
physical examination but a mental status examination in only 6.4% of the
consultations. Therapeutic services include drugs in 77.7% of the cases,
medical counselling in 33.9%, psychotherapy - therapeutic listening in 24.8%
and social counselling in 12.4%. All these services, except psychotherapy,
were performed for the most part by non-psycmatnsts confronting a
psychiatric diagnosis, rather than by psychiatrists.

In the Groningen "eerstelijnsproject” [primary care project] (Ormel et al.
1990, 1991) treatment by the general practitioner of 73 recognized cases
(PSE) and 33 non-recognized cases was recorded. Of the former, 47%
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received psychotropic drugs, 23% received counselling and 22% were
referred to a mental health agency. A further 23% were referred to a
medical specialist. Of the latter, 21% received psychotropic drugs and 6%
counselling (compare Jenck’s results above). 21% were referred to a
medical specialist.

For 241 patients with new psychosocial problems Van der Meer (1994)
reported prescription of tranquilizers in 13%, anti-depressants in 5% and
hypnotics in 3% of the cases. A referral was recorded in 3% to social work
and in another 3% to RIAGG or a psychiatrist.

In our own research (Verhaak 1986, Verhaak and Wennink 1990), we
made a distinction between patients with a psychosocial diagnosis and
patients with a somatic diagnosis, considered not as purely somatic by the
general practitioner. 90% of the cases in the former category received some
kind of psychosocial treatment from the general practitioner. However, in
only 60% of the cases with physical diagnoses considered not purely somatic
by the general practitioner is this psychosocial assessment visible in the
treatment. In the remaining cases the general practitioners did not reveal
their suspicions in their actions and limited themselves to the somatic
aspects of the complaint. When psychosocial aspects were treated, in 8% of
the cases, it was by prescription for psychotropic drugs and in 1% of the
cases by referral to a mental health agency. In most cases the response of
the general practitioner consisted in talking to the patient. In 30% of the
cases in a passive way (listening, reassuring, counselling), in 20% in a more
active way (exploring, short term "psychotherapy”). The less prominent role
of psycho-tropic drugs in this last study, compared to the American studies
discussed earlier, is mainly due to the broader definition of "mental illness",
when compared with definition in the former studies.

In summary, primary care physicians in general rely heavily on their own
efforts, consisting primarily of counselling and prescribing drugs, rather than
a referral. In the following we shall consider the treatment given to patients
with a psychological or social diagnosis and the possible differences in this
respect between several categories of patient.

Management of psychological and social diagnoses

To get a major overview, we start with the data from the complete Survey
of Morbidity and Interventions. Within the three months of registration of
patients with a psychological or social diagnosis, the following treatment was
recorded (table 5.1).

In both cases (psychological and social diagnoses) a lot of talking is
involved. About one third of the psychological diagnoses and slightly more
than ten per cent of the social diagnoses were treated with psychotropic
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drugs. A mental health referral can be observed in four per cent of the
cases. We may conclude that treatment is not very specific and consists
merely in listening and exploring, information giving and, in case of psycho-
logical diagnoses, drug-treatment.

Table 5.1
Treatment of patients with a psychological or a social diagnosis
Psychological Social
diagnosis diagnosis
Therapeutic conversation
No treatment recorded 17% 12%
Reassuring 20% 9%
Counselling (passive: therapeutic listening) 38% 57%
Counselling (active: exploring) 39% 47%
Information (on diagnosis) 24% 13%
Information (on therapy) 21% 10%
Health education 5% 4%
Advice (stopping, restarting work) 5% 4%
Medication
No medication 60% 87%
Psychotropic drugs 35% 11%
- anxiolytics/hypnotics 25% 9%
- antidepressants 7% 1%
- other 3% 1%
Other medication 12% 4%
Referral/consultation
Medical specialist 1.6% 1%
Mental Health 3.7% 4.4%
- psychiatrist 1.2% 3%
- mental health centre 1.3% 1.5%
- psychologist 0.4% 3%
- social worker 0.8% 2.2%

In chapter 4, it was demonstrated that part of the psychological and social
diagnoses were preceded by complaints that were not psychosocial but came
from somatic ICPC-chapters, especially those headed "General", "Digestive",
and "Neurological". In these cases the original request by the patient,
leading to a psychosocial diagnosis, is not psychosocial. And this appears to
have consequences for the treatment!. In case of psychological or social
diagnoses, preceded by the patient’s psychological or social complaints,
more counselling (especially active) and considerably more medication and
referral could be observed. In fact, about three times as many anxiolytics
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and hypnotics and nine times more anti-depressants were prescribed. The
referral rate was nearly three times higher for patients whose psychosocial
diagnosis was associated with psychosocial complaints.

Differences between patients

Treatment depends on the age of the patient, as is shown in table 5.2,
where psychological and social diagnoses have been taken together. As
patients get older, the frequency of "no treatment" increases, as does the
frequency of passive counselling. The other categories of therapeutic
conversation decrease with age, as does the proportion mental health
referrals. Prescription of anxiolytics/hypnotics, on the other hand, increases,
while antidepressants are increasing up to 65 years.

Table 5.2
Treatment of patients with a psychological or social
diagnosis according to their age

1524  25-44 4564  65-74 75+
Therapeutic conversation

No treatment recorded 13% 13% 16% 21% 24%
Reassuring 21% 18% 17% 17% 16%
Counselling (passive: ther. listening) 37% 41% 44% 46% 43%
Counselling (active: exploring) 45% 47% 40% 35% 28%
Information (on diagnosis) 29% 23% 21% 16% 14%
Information (on therapy) 21% 20% 19% 15% 14%
Health education 5% 5% 5% 3% 3%
Advice (stopping, restarting work) 8% 7% 5% 0% 0%
Medication
No medication 2% 67% 62% 62% 68%
Psychotropic drugs

- anxiolytics/hypnotics 13% 19% 25% 21% 24%

- antidepressants 3% 5% 8% 7% 5%

- other 3% 3% 3% 2% 1%
Mental health referral 6% 6% 3% 1% 1%

There is hardly any difference in treatment between men and women, nor
between publicly and privately-insured people. With respect to other patient
characteristics, which have received our attention throughout this book,
there are some relationships, but they are interpretable as a reflection of
the age effect. Unmarried people (mostly younger people) receive more
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active counselling, fewer prescriptions and a relatively large number of them
are referred. Widows/widowers (presumably older) receive more passive
counselling, more medication and little referral. The same relationships as
were found with age can be seen with education level, older people being
less well educated than younger ones.

Interdoctorvariation in the treatment of patients with psychological or a social
diagnosis

Figure 5.1 shows the differences between the 161 participating general
practitioners in their application of several kinds of therapy.

The boxes in this figure represent the range between the 25th and 75th
percentile. Within the box, the horizontal line represents the median. Both
ends of the vertical line represent the 10th and 90th percentile respectively.

Accordingly, 10% of the participating general practitioners used
counselling (active and passive) in less than 46% of the psychosocial
diagnoses they made, and another 10% did this in more than 87% of the
cases. The median is 67.5, consequently, half of the general practitioners
- counselled in more than two thirds of the cases and half of the general
practitioners in less than two thirds.

Figure 5.1 shows that individual differences are large in the case of
counselling and information giving, they are modest for prescription (any
medicine or psychotropic drugs) and they are small for referrals. Indeed,
they are so small that they required a scale multiplied by ten.

In some respects, practice characteristics are related to the general
practitioner’s approach to patients with a psychological or social diagnosis.
Doctors working in practices with a relatively large proportion foreigners on
the list have lower figures for counselling and information giving. Doctors
with longer consultations (on an average) do more counselling; refer more
and have lower prescription figures. Those who consider psychological
treatment a typical task for the general practitioner, do more counselling
and give more information. Doctors with a "democratic attitude", who
consider it important to negotiate with the patients on equal terms instead
as from an expert point of view do more counselling and prescribe less than
their colleagues with a less "democratic attitude".
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giving and farmaca medical Health
prescription specialist Referral
Figure 5.1 Interdoctorvariation in treatment of patient with psycho-

logical or social diagnosis

Referral

Although mental health referral is rare in primary care, its impact is
important, as it constitutes the filter between general practice and specialist
mental health care. In consequence, some extra attention will be paid to
this aspect of the management of mental disorder. The relationship between
referral on the one hand, and diagnosis and patient characteristics on the
other can be seen in table 5.3 (cf Verhaak 1993).

In order to get a meaningful clustering of diagnoses, all neurotic mood
disorders have been taken together (including anxiety, depression and stress
as the most important), the much less common diagnoses indicating a
psychotic disorder, such as schizophrenia and manic-depressive disorder
constitute a cluster, the remaining psychological symptoms (such as tension
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headache and sleeping disturbances) and the remaining diagnostic cat-
egories of a non-psychotic character (such as dementia). The social diag-
noses have been clustered in two large categories: all diagnoses indicating
relational problems (with spouse, children, other people) and all diagnoses
indicating social or material problems (finance, work, education).

Patients have been split up according to sex, and according to age with
forty years as cut-off point.

Table 5.3

Referral rates for different kinds of disorder, according age and sex
? ? d d
=40 < 40 =40 < 40
Psychological
Neurotic disorders 3.7% 7.5% 51% 7.4%
Psychotic disorders 11.4% 15.7% 16.7% 34.0%
Other symptoms 1.4% 5.5% 2.7% 9.6%
Other diagnoses 9.7% 17.1% 8.4% 22.1%
Social
Relational 3.5% 13.2% 6.4% 12.9%
Social/Material 3.9% 13% 2.2% 5.6%

Table 5.3 shows that in each age/sex category psychotic disorders and other
classical psychiatric diagnostic categories had the highest referral rate. We
must point out again, that these constitute about five per cent of all psycho-
logical and social diagnoses. For each diagnostic category and in both age
groups, men have higher referral rates than women. And at last, for each
diagnostic category and for both sexes, younger patients have higher rates
than the elderly.

To complete the picture of Goldberg and Huxley’s third filter, tables 5.4
and 5.5 demonstrate how referrals of different disorders and different
patients are distributed over four possible mental health destinations:

Referrals with different diagnoses were not equally distributed over the
four referral options. Psychiatry (psychiatric policlinics in hospitals and
psychiatric hospitals as well as private psychiatrists) received the majority of
the patients with "real" diagnoses, especially those with a psychotic charac-
ter. Ambulatory mental health care plays an important role in these cases as
well, while social work must not be neglected in case of neurotic disorders.
Social work is the most important referral agency in case of relational and
social/material problems, though ambulatory mental health care is almost as
important in case of relational problems.
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Table 5.4
Destination of referral by diagnosis

Psychological Social

Neuro Psycho  other other Relat. Mater.

tic tic Sympt.  Diagn. probl. probl.
Psychiatry 38% 68% 39% 42% 9% 16%
Ambulatory 29% 30% 41% 31% 39% 20%
Mental health
Psychologist 11% 2% 7% 10% 7% 8%
Social work 22% - 13% 17% 44% 56%

However, differences are not as pronounced as one might expect. The most
outspoken role seems reserved for psychiatry in case of psychotic disorder.
The prevalence of these diagnoses in primary care is low, so, in most
decisions about a referral a general practitioner has to make, he has not
such a clear choice available.

Table 5.5 shows the age-sex distribution for the four referral options.
Again, the distribution contradicts the assumption of independence of age,
sex and option for referral. Controlling for diagnosis does not alter this
situation. Older patients were referred to psychiatry more often than
younger patients. Younger men were overrepresented within ambulatory
mental health care and a relatively large proportion of younger women
were referred to a social worker.

Table 5.5
Destination of referral by age and sex

? ? d d

= 40 < 40 =40 <40

Psychiatry 38% 29% 45% 22%
Ambulatory 28% 31% 30% 42%
Mental Health Psychologist 8% 10% 6% 10%
Social Work 26% 31% 18% 21%

Treatment of patients with different felt and normative needs

Our interview sample provides us with the opportunity to compare the
treatments, given to patients who reported experiences of mental distress
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during the past weeks, whether or not combined with an elevated GHQ-
score. We remember from chapter 4 that the probability of a psychological
or social diagnosis increased considerably if mental distress had been
reported during the recent past, and again if the score was above GHQ-
threshold.

Given a psychological or social diagnosis, however, the three groups do
not differ that much in treatment given. Although there are slight ten-
dencies for more counselling and medication as the subjective and objective
needs increase, these differences are too small to reach any level of signifi-
cance.

Table 5.6 shows the treatment given to the three groups.

Table 5.6
Treatment of patients with a psychological and social diagnosis for
three categories with different degrees of mental distress

No distress Feelings of  Feelings of
distress distress

GHQ: - GHQ: - GHQ:+

(N=203) (N=157) (N=318)

Therapeutic conversation

No treatment recorded 11% 17% 17%
Reassuring 22% 18% 19%
Counselling (passive: ther. listening) 36% 42% 43%
Counselling (active: exploring) 42% 42% 48%
Information (on diagnosis) 31% 27% 17%
Information (on therapy) 17% 20% 17%
Health education 3% 8% 2%
Advice (stopping, restarting work) 10% 5% 10%
Medication
No medication 73% 61% 70%
Psychotropic drugs

- anxiolytics/hypnotics 15% 23% 20%

- antidepressants 2% 6% 7%

- other 3% 3% 2%
Mental health referral 3% 3% 4%

A last point of concern is the treatment, given to patients with another than
a psychological or social diagnosis. As we saw in chapter 4, in such cases the
assessment by the general practitioner may be "purely somatic" or "not
purely somatic". Table 5.7 shows treatment by the general practitioner in

both cases.
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Treatment of physical diagnoses considered partly psychosocial, differs
from treatment of psycho-social diagnoses in a number of ways. The general
practitioner is considerably more reluctant with counselling, passive as well
as active, although there is more counselling than in the case of a physical
diagnosis with a purely somatic assessment. Psychotropic drugs are rarely
prescribed and a referral to a mental health agency is almost out of ques-
tion. In other words, the treatment of the general practitioner gives very
little inkling of his psychosocial suspicions regarding the diagnosis.

Table 5.7
Treatment of patients with a physical diagnosis, assessed as
"purely somatic" or "not-purely somatic"

Assessment Assessment
"purely somatic” "not-purely
somatic"
(N=5745) (N=1931)
Therapeutic conversation
No treatment recorded 32% 20%
Reassuring 13% 24%
Counselling (passive: therapeutic listening) 7% 18%
Counselling (active: exploring) 9% 18%
Information (on diagnosis) 27% 34%
Information (on therapy) 31% 37%
Health education 3% 5%
Advice (stopping, restarting work) 1% 2%
Medication
No medication 56% 62%
Psychotropic drugs
- anxiolytics/hypnotics 5% 1.8%
- antidepressants 0% (2) 2% 3)
- other 2.6% 3.6%
Mental health referral - 1% )

Table 5.7 demonstrates again, something that has been mentioned earlier,
the impact of an explicit psychological or social demand for help. In those
cases where the general practitioner adds a "psychosocial footnote" to a
physical diagnosis (which was almost by definition preceded by a physically
based request for help), such an addendum has not much to say about the
help offered.
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Two further remarks need to be made with respect to treatment. In the
first place, there is hardly any difference if we consider all physical com-
plaints assessed as "not purely somatic" (points 2 - 5 on the 5-point scale on
which the general practitioner assessed the psychosocial character of his
diagnosis) or if we only consider the physical complaints assessed as "not
purely psychological" and "purely psychological" (points 4 - 5 on the 5-point
scale).

In the second place, there is no difference at all if we differentiate accord-
ing to subjective and objective need, as we did before. It does not matter if
a patient has experienced feelings of mental distress recently or if he scored
above GHQ-threshold, the treatment of physical complaints with a
psychosocial connotation for the general practitioner remains the same. The
same is true for the physical diagnoses, considered as purely somatic by the
general practitioner.

Conclusions

The repertoire of the general practitioner, as it is recorded on our registra-
tion forms, is rather a-specific and limited. We may summarize it briefly as
follows;

In case of a psychological diagnosis, treatment consists of psychotropic
drugs and counselling. In case of a social ICPC-diagnosis, counselling is the
main kind of treatment. Somatic diagnoses with a psychosocial connotation
receive some counselling, but significantly less than an explicit psychological
or social diagnosis. In such cases hardly any psychotropic drugs are pre-
scribed, neither are such patients referred to mental health specialists. To a
lesser extent, the same can be said about psychological or social diagnoses
resulting from a physical complaint. A great part of the psychosocial
concerns of the general practitioner remains undiscussed when the patient’s
demands do not encourage such discussion or other kinds of psychosocial
treatment. And, last but not least, the amount of treatment depends solely
on the demand for psychosocial help and is independent from felt or
normative need. The difference has already earlier been made, because
patients with a "normative" need (high GHQ) have a much higher probabil-
ity of consulting the general practitioner and expressing their psychosocial
demands for help, thus receiving a psychological or social diagnosis, which
in turn increases the probability of counselling, prescriptions and referral
considerably.

The findings from earlier research (c.f. Goldberg and Huxley 1992, Giel,
Koeter and Ormel 1990) that most patients with psychiatric diagnoses
remain under the care of the general practitioner is confirmed. Only a small
minority of patients with psychological and social problems (the latter being

128



mostly relational problems) are referred. In case of physical diagnoses with
a psychological assessment, a mental health referral is almost never
observed (c.f. also Verhaak 1993).

The most important patient-characteristic influencing the kind of treat-
ment is his or her age. Older patients receive less active counselling and
more drug treatment. The probability of a referral is for them still less than
it was already for younger patients.

Ormel et al. (1990) report comparable figures and a large difference
between treatment of recognized patients (GHQ+/GP+) and unrecognized
patients (GHQ+/GP-). A straight comparison is not possible, because our
data concern episodes of illness instead of patients. However, a GHQ-
positive patient with a physical diagnosis, assessed as purely somatic too,
may be called an unrecognized patient. It seems only natural that these
patients hardly receive any mental health treatment. The probability of
receiving an anxiolytic or hypnotic for a physical diagnosis, assessed as
purely somatic is more than three times lower than for a physical diagnosis,
assessed as partly psychological, and tenfold less than for social or psycho-
logical diagnoses. The same is true for counselling and referral.

In Ormel’s study mentioned above, recognized patients also appear to
recover more than non-recognized patients. One difficulty in interpreting
these results is the difference in initial scores between the recognized and
non-recognized group, the former being more severely affected than the
latter, according to their PSE-ID-score. The follow-up scores of both groups
more or less equal result in further improvement for recognized patients.
The finding that there was a rather weak or non-significant relationship
between management by the general practitioner and outcome is important
within the light of this chapter on management. The researchers suggest an
important path between recognition and outcome, not mediated by manage-
ment. In line with our results, we would draw attention for the fact that
management is clearly related to the diagnostic label an episode is given. A
psychological problem only comes on the agenda of doctor and patient
when it has resulted in a psychosocial request for help, which in turn has
been classified as a psychological or a social diagnosis in ICPC-terms. In
such cases, doctor and patient seem to talk about the problem (given the
high proportion counselling). These cases are the only ones in which the
slight probability of more specialized help is at least considered. Non-
Recognition as an assessment of a physical diagnosis excludes that consider-
ation in advance, and diminishes the chances of counselling and drug
prescribing too. Management of mental disorders presupposes psychological
or social labelling of the problems presented.
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Notes

1. Table 5.8

Treatment of patients with psychosocial diagnoses, with different
preceding complaints (psychosocial vs not psychosocial)

Therapeutic conversation
No treatment recorded

Reassuring

Counselling (passive: therapeutic listening)
Counselling (active: exploring)
Information (on diagnosis)

Information (on therapy)

Health education

Advice (stopping, restarting work)

Medication
No medication

Psychotropic drugs
- anxiolytics/hypnotics
- antidepressants
- other

Referral/consultation
Medical specialist
Mental Health
- psychiatrist
- mental health centre
- psychologist
- social worker
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Psychosocial
diagnosis
preceded by
psychosocial
complaint

14%

13%
46%
52%
18%
18%

3%
10%

63%

36%
26%
9%
1%

0.0%
4.4%
0.3%
1.8%
0.5%
1.8%

Psychosocial
diagnosis not
preceded by
psychosocial
complaint

17%

29%
32%
29%
34%
19%

7%

6%

75%

16%
10%
1%
5%

4.5%
1.6%
0.4%
0.8%

0.4%



6 Conclusion

Introduction

In the introductory chapter we asked ourselves if psychiatric epidemiological
figures represented reality as people experience it. We have tried to
demonstrate that such a normative need, at least as is expressed by
epidemiological figures, provides only an incomplete picture. As was to be
expected, we found a considerable gap between need according to psychi-
atric standards and felt need, expressed in a request for help. We proposed
in our introduction three possible explanations for this divergence of needs
and demands: either a lot of people suffer in terms of psychiatric standards,
but do not share these standards, or a lot of people suffer and do not seek
help, or a lot of people suffer but they are not recognized as suffering.

The following principal results of our study may contribute at the evaluation

of these explanations:

- many people experience psychological distress and some of them are
considered mentally disturbed by psychiatric standards. Only few
people, considered mentally disturbed by psychiatric standards, do not
experience feelings of distress. In general: normative need includes felt
need but not vice versa

- although mentally distressed persons are more inclined to visit general
practitioners (especially those who are indicated as distressed by
psychiatric screening-instruments too), the majority do not see a
general practitioner, at least not within a couple of months. A norma-
tive need leads in half of the cases to help seeking, a felt need to even

~ fewer requests for help.

- although mentally distressed persons are more inclined to put forward
demands for psychological help (especially those who are indicated by
psychiatric screening-instruments too), the great majority of them do
not. Even if a professional carer is encountered, a normative need does
not lead to a demand for help.
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- psychosocial assessment by the general practitioner is not completely
dependent on the nature of the demand for help: besides the demands
for psychological and social help, demands formulated in general terms
(pain, general unwell-being, fever, nausea) and neurological and
digestive complaints are regularly assessed as being mainly psychosocial
and even diagnosed within psychological categories

- psychosocial assessment by the general practitioner is dependent on
patients’ need on the one hand: patients, considered mentally disturbed
by psychiatric standards have the highest probability of becoming
assessed as "psychosocial", followed in this by patients who feel mental-
ly distressed without reaching the psychiatric standard (although one
third of the first group and half of the second group is still considered
"purely somatic")

- on the other hand, patients who do not report feelings of mental
distress are more easily assessed psychosocially when they are female,
older or divorced. In other words: in case of "false positives" the
general practitioner appears to be misguided by stereotypes.

- what is gained by general practitioner’s recognition of physically
presented signs of mental disorder is lost again by the fact that such
symptoms are seldom treated with psychotherapy. Counseling, psycho-
pharmacological treatment and mental health referral are mainly
limited to psychological and social diagnoses, originating from a
psychological or social demand for help.

Given our results we are inclined to make some amendments to the formu-
lation of the explanation given above: A lot of people suffer according to
psychiatric standards but their suffering is labelled differently, they seek
different solutions and their doctors approve of it.

These amendments need a preamble before they can be put to the vote.
This "preamble” can be centered around the following major themes:
- '"they label it differently": mental disorder from different perspectives
- "they seek different solutions": the primacy of demand
- "doctors approve of it": the added value of general practitioner-judge-

ment

In the next subchapters these subjects will be discussed respectively. When
this has been done, it will be possible to come to conclusions about the
presence of mental disorder and the contribution of medical care in general
and especially what mental health care has to deliver in this respect. The
last subchapter will be devoted to the consequences related to these

conclusions.
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Mental disorder from different perspectives

"People suffer according to a psychiatrist but people don’t share these
standards”, we tried this as the first explanation for the discrepancy between
normative need and the resulting demand for mental health treatment. To
test this hypothesis normative needs and felt needs of patients were com-
pared at population level.

Many people encounter problem situations and a lot of them experience
feelings of emotional distress. A smaller number of them are also selected
by objective screening-instruments because of the high probability of their
having severe psychopathology. Subjective feelings of emotional distress
exceed the objective indicators of it. Regarding the relationship between
normative need and felt need we may conclude that psychiatrists do not
assume disorder where the patient experiences no distress at all. The GHQ
is not selecting people who report that they are in good health.
Consequently, our first explanation is invalid. The great majority of people,
indicated by the GHQ as potential cases of psychopathology are painfully
aware of their distress and problematic situations. Nevertheless, some
remarks need to be made.

Some categories of people are at a greater risk for all the kind of "needs"
distinguished: women, the divorced, inhabitants of urbanized areas and the
incapacitated or unemployed report more problem situations, feel worse
and probably suffer more psychopathology than men, married people and
the employed. The high risks of being "in need" in terms of professional
standards is in line with the high risks in these categories of feeling dis-
turbed in terms of their own experience.

Other categories experience more subjective feelings of distress without
objectively running a greater risk than others: the elderly and the publicly-
insured (lower socio-economic class) persons. Within these categories false
positives might be expected. The opposite can also be found:
widows/widowers have a higher risk of psychopathology but do not report
more subjective feelings of distress than the married ones. They run a
relatively high risk of not demanding help when they in fact are in need.

Education is a complicated characteristic: the least well-educated are most
at risk of psychopathology and most frequently report feelings of emotional
distress, but the most highly educated on the contrary report encountering
more problem and stressful situations and record many more feelings of
stress in their diary.

Furthermore, risk assessment becomes even more complicated because of
different responding tendencies among different categories of respondents.
We should ask ourselves to what extent the relations reported above
represent "true relations". Mari and Williams (1986) conducted a validation
study on the GHQ and compared scores on the GHQ-12 with the outcome
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of the Clinical Interview Schedule. There were more false negatives among
males than among females and more false positives among the less well-
educated than among the more highly educated. This means that a relatively
large number of men scored below threshold on the GHQ-12 but appeared
mentally disturbed during the psychiatric interview. The opposite was true
for the less well-educated: a relatively large number of them score above
GHQ-threshold but did not appear to be a case of mental illness during the
clinical interview. Misclassification, according to Mari and Williams, should
not necessarily imply error in the questionnaire.

Thus, the source of misclassification may be located within the respon-
dent as well as within the questionnaire. According to this interpreta-
tion, the false negative respondents can be regarded as underesti-
mating their psycho-emotional symptoms .... and false positive respon-
dents as maximizing them ... They therefore represent two different
aspects of illness behaviour and sociodemographic factors may play an
important role in influencing it (Mari and Williams 1986, p.376).

In this view, it remains debatable whether women, the divorced, the unem-
ployed, and the incapacitated are more "in need" or only expressing their
"need" better in terms of the GHQ, while men, married people and the
employed are underestimating their psycho-emotional symptoms. Although
the higher case-load among the former groups is corroborated by their
higher probability of reporting problem situations and feelings of mental
distress, this may be a result of the same mechanism of maximizing psycho-
emotional symptoms. In the following we shall observe that for most of
these groups this may indeed be considered an aspect of illness behaviour.

Apart from differences between respondents in their tendency to complain,
general health feeling of the respondents may influence GHQ-scores also.
In an earlier paper (Bensing and Verhaak 1994) it was concluded that
patients with a high GHQ-score reported more somatic complaints, more
chronic somatic conditions and a feeling of inferior general health than
patients with a low GHQ-score. Moreover, they consulted far more medical
specialists, physiotherapists and alternative healers, they consumed more
medication and had more days sick-leave. This kind of result leads to
renewed attention to Dohrenwendt’s criticism of the GHQ and similar
instruments, which may indicate not psychopathology but general feelings of
helplessness, for instance caused by ill-health feelings. At least we may
conclude from our study that these feelings of helplessness exceed the
ordinary feelings of emotional distress, as the latter seem a necessary but
not sufficient condition for the former.

Moreover, in this respect, the role of health status in the help seeking
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process is an interesting one. In the absence of feelings of distress or an
objective need (high GHQ) help seeking is determined by the subjective
health perception of the patient, his acute somatic complaints and the
number of chronic conditions he is suffering from. Putting it in a simplistic
way: patients without a felt or normative need for psychological help visit
their general practitioner because they are ill. (see also: van der Zee, 1982).

People who seem disturbed according to objective psychiatric standards,
the GHQ+ patients (who also experience subjective feelings of distress), do
not consult their general practitioner because of their acute symptoms or
chronic conditions. At least, these aspects of health status do not differenti-
ate between those who consult the general practitioner and those who do
not. The only health status variable of any importance in this respect is the
subjective health perception. Their background characteristics which
determine help seeking - female, no paid employment, publicly-insured - are
not affected by controlling for health status. Simplifying again, people with
an normative need consult their general practitioner irrespective of their
health status, but more easily when they are in the possession of the
characteristics mentioned (Verhaak, in press).

Thus, we may conclude that patients, indicated by the GHQ as being in
need in terms of psychiatric standards, feel helpless. Some of them will be
psychiatric cases, some of them will be characterized by a tendency to
complain without being real psychiatric cases. The subjective feeling of
helplessness may be the direct result of psychiatric illness, but may also
result from physical conditions and bad health.

Given this "mer a boire" of possible interpretations, we assume that most
people who are indicated as "cases", recognize their subjective feeling of
being unwell and tend to seek medical help, but do not view themselves as
potential psychiatric clients. Evidence for this assumption stems from our
analysis of help seeking behaviour and the complaints and symptoms
brought forward during those consultations. With only half of all "cases"
visiting their general practitioner in a three month period, and one sixth of
them expressing complaints of a psychosocial nature, we arrive at the
conclusion: a lot of people suffer in terms of psychiatric standards -and a lot
more suffer as well without reaching the psychiatric level - but they give a
different meaning to their feelings.

Our analysis of general practitioner’s psychological and social diagnoses
presents the next field of tension between two perspectives: normative need
according to the general practitioner and normative need according to
psychiatry.

The incidences and prevalences, reported in chapter 4, (table 4.9) indeed
show that the psychiatric taxonomy in general is not very suitable for
general practice. Conspicuous features of diagnoses made by general
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practitioners are the predominance of symptom diagnoses and the high
prevalence/incidence ratio of the most frequently made diagnoses, anxiety,
sleeping disorder and depression. The prevalence rate of these diagnoses is
twenty-six (sleeping disorder) to four times as high as the incidence rate, to
a considerable extent due to repeat prescriptions. This suggests a kind of
hard core of patients, regularly visiting their general practitioner with well-
known psychological or social symptoms. The diagnostic picture does not
correspond very well with the results from the American Epidemiological
Catchment Area study, discussed in chapter 3, providing a picture of the
population in DSM-III terminology.

From the ECA-study we know the one year prevalence of specific DSM-
III diagnoses in the American population. We have noticed already in the
discussion of chapter 4 that it is not simply possible to extrapolate our
three-month prevalences to year prevalences. We may however assume that
our year prevalence is somewhere between one and four times our three-
month prevalence. Table 6.1 presents some prevalences next to one

another.

Table 6.1
Prevalences from ECA (population) and current study (GP-diagnosis)
(percentages)
Diagnosis ECA Current study
Phobia 88 2-8
Alcohol abuse/dependence 6.3 d-5
Generalized anxiety 38 i-3
Major depression 3.7 -
Neurotic depression - 1.1-44
Drug abuse/dependence 2.5 1-3
Cognitive impairment 5.0 .02 - .06
Antisocial personality 12 -
Obsessive compulsive 1.7 -
Schizophrenia 1.0 1-2
Anxious, nervous - 2.6 -104
Sleeping disorder - 2.7-10.7
Overwork - 8- 36
Stress - 6- 23
Tension headache - 4-15
Hyperventilation syndrome - 4- 14

Comparing the ECA prevalences with our prevalences we can conclude in
the first place that most of the ECA-disorders with a prevalence of 1% or
more are hardly diagnosed by primary care physicians. The most striking
example is phobia, with a prevalence of 8.8% in the ECA study and a three
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month prevalence of .2% in our study. Cognitive impairments, antisocial
personality, and obsessive/compulsive behaviour, all more than 1% preva-
lent in the ECA study are scarcely diagnosed. Addiction problems and
schizophrenia are about five times more prevalent in the ECA study than in
our highest estimate.

That leaves us with depression and anxiety. Major depressive episodes
have in the ECA study a one-year prevalence of 3.7%. Neurotic depression
in our study, which has much less severe criteria, is estimated at between
1.1% and 4.4%. It seems probable that depression in general is underesti-
mated too, compared with American data. Anxiety leaves us with an
interesting case. The ECA study reports a prevalence rate of generalized
anxiety of 3.8%. If we confine ourselves in our study to anxiety disorder we
can report a range between .1% and .3%. If we are allowed, however, to
include feelings of anxiousness and nervousness, we arrive at the much
higher range of 2.7% to 10.8%.

Furthermore, there are a number of typical primary care diagnoses, not
known in the DSM-III, to be added. Sleeping disorder (2.7% - 10.7%),
overwork (.8% - 3.6%), stress (.6% - 2.3%), tension headache (4% - 1.5%)
and the hyperventilation syndrome (.4% - 1.4%) are prevalent diagnoses in
general practice. Incidentally, keeping the foregoing discussion in mind,
there might be a lot of misclassified depression among the latter symptom-
diagnoses.

Another category of psychosocial distress, not classifiable in the DSM-III,
but frequently encountered by family physicians, are the relational and
working problems, and the emotional problems associated with illness and
death of family members. Taken together they have a prevalence of .7% -
2.8% of the practice population on a yearly basis.

In short, a psychiatrical category system does not seem the most appropri-
ate way of classifying mental problems encountered in primary care. The
picture which emerges from general practice looks more like a rather
disorganized collection of symptoms, pointing mainly to anxiety and depres-
sion, with some stress and addiction among it. Many of these symptoms are
found within the two dimensions of neuroses, proposed by Goldberg et al.
(1987) and later elaborated by Goldberg and Huxley (1992). Except that a
great number of the recorded symptom diagnoses refer to only two dimen-
sions, anxiety and depression, both dimensions proved to be highly interre-
lated too. Goldberg et al. conclude from these results that

the poor agreement between general practitioners and psychiatrists for
these common disorders ... reflects the fact that the patients do not
form themselves into natural groupings (Goldberg et al. 1987, p.468).

This interpretation is in keeping with the model proposed by Foulds,
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discussed in chapter 1: On the lowest level of his hierarchical system a
common core of affective symptoms occurs in a number of mood distur-
bances. It is also comparable with Terluin’s (1994) results for primary care
(cf chapter 4): all patients with psychosocial problems report a-specific
distress symptoms but only a (small) part of them add "real" neurotic
symptoms to it. In other words: many people suffer from a-specific symp-
toms to which no further diagnosis can be attached. Such mood distur-
bances are the far most prevalent psychological disorders and women,
elderly and the less well-educated are mostly affected by them.

From such a comparison between need as DSM-III defines it and need as
general practitioners diagnose it, we conclude that patients in general
practice are suffering from a number of symptoms from which psychiatric
diagnoses can be distilled. However, such diagnoses suggest a surplus value
a general practitioner is unwilling to attach to it. It may be incompetence,
for a general practitioner is not a qualified psychiatric diagnostician. It may,
however also be connected with the importance attached by general practi-
tioners to the demand for help. For instance, many patients ask for a
prescription, resulting in the diagnosis "sleeping disturbance"; a general
practitioner may react: "if that women ..." -mostly they are elderly women- "
wants a sleeping pill, why not give it to her?". It may also be connected with
the poor therapeutic prospects of a full-blown psychiatric diagnosis.

A last comment on the relationship between different perspectives may be
made on the fact that important patient categories for the most frequently
made diagnoses anxious / depressive / sleeping disorder are older publicly
insured women, categories who were on the population level more at risk as
regards feelings of mental distress than for psychopathology, as indicated by
the GHQ. For such groups, a picture emerges of a group, well known to the
general practitioner, with worries and concerns that come with age, who can
manage on that level without a need for psychiatric intervention.

The primacy of demand

"People do suffer indeed, but they seek other than psychiatric solutions",
was our second amendment.

Whether they have feelings of helplessness or probable psychopathology,
people with an elevated GHQ-score at least appear to be the most severe
cases. These persons enter the official medical circuit more frequently and
with a clearer demand for psychological help than those who just express
feelings of emotional distress without a high GHQ-score. It has been
illustrated in a lot of ways: The odds on consulting a general practitioner
are higher, in case of such a consultation the GHQ+ patient has more than
double the likelihood of presenting a psychosocial demand for help than a
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patient who just "feels" distressed, and later they have a much better chance
of getting their somatic demands translated into a psychosocial assessment
by the general practitioner.

This should however, not divert our attention from the fact that half of
these patients, who are "objectively" in need of help choose not to seek help
at all within the medical sector, at least not within the limited period of
three months. In general, the majority of people reporting feelings of
distress do not consult a medical doctor within three months, probably
because they have better solutions for their problems. And again, patient
characteristics play a role.

Some people have a higher probability of contacting a general practitioner
than others. Irrespective of their psychological condition men and those in
employment have a lower probability than women and people without paid
employment (incapacitated, unemployed, housewives/-men, retired); in case
of probable psychopathology the publicly-insured also have better chances
than privately-insured of meeting a general practitioner. In case of feelings
of distress without psychopathology the less well-educated have better
chances than the more highly educated.

Most of the characteristics enabling help-seeking behaviour are also
determinants for the subjective or objective need, as established at popula-
tion level. Thus, women have a greater probability of mental disorder, but
in case they are in distress, there is also a greater probability that they will
seek help than men. The same goes for the unemployed or incapacitated.
This may improve the probability of detection for women, unemployed or
incapacitated. If detection of mental distress might be called an advantage,
these people are doubly blessed. On the other hand, men, people in paid
employment and the privately-insured are less prone to be mentally dis-
turbed, but where they are, they are behind women, those not employed or
publicly-insured in their chances of being detected by a general practitioner:
they have a double disadvantage.

This mechanism does not work, however, for the divorced or
widows/widowers. Although they experience relatively frequent feelings of
distress, and are more often indicated by the GHQ as probable cases of
mental illness, their chance of a doctor’s consultation, when in distress, are
equal to those of married or unmarried people.

Need is rarely translated in a direct demand for help. Only seven per cent
of all reasons for consultation can be considered psychological or social,
most of the reasons are feelings of anxiety and depression, sleep distur-
bances, stress reactions and problems in the working or relational situation.
Of course, the majority of patients did not indicate a sense of need, either
subjective or objective. But of those who did, only fifteen to thirty per cent
put forward psychosocial complaints or other reasons for encounter directly.
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The expectation that most demands for psychosocial help would be put
forward by women, the unemployed and incapacitated and the fewest by
men and people in paid employment proved not to be the case. In fact,
neither with respect to sex, nor to employment status could significant
differences in presentation of psychosocial complaints be found. They were
to be found, however, with respect of age and marital status. Divorced
people in particular and the oldest age-group presented a relatively large
number of psychosocial complaints. In these cases the distribution of
psychosocial demands more or less represents the distribution of subjective
and objective needs. Another explanation needs to be sought for the lack of
the relationships mentioned earlier.

Maybe this explanation can be found in the presentation of physical
complaints, reformulated by the general practitioner in his diagnostic
process into a psychological or social diagnosis. Psychological diagnoses not
only result from psychological complaints but relatively often from general
complaints like fatigue, pain or general feeling of being unwell, digestive
and neurological complaints. In this context we see a majority of women.
Their expected predominance in psychosocial demands is translated in
physical rather than in psychological terms. It can thus only been made
visible after detection and "translation" by the general practitioner, the
subject of our next section. On the other hand, the physical complaints of
patients without paid employment are not disproportionally translated by
the general practitioner into psychosocial diagnoses.

Anticipating the following subsections, it should already be remarked here
that, although the general practitioners adds a substantial number of
psychosocial assessments to those cases which were already psychosocial in
terms of the demand for help, they lose this gain again by not attaching any
psychotherapeutic consequences to it. Hence, the primacy of demand.

How should we evaluate a situation in which only a minority of the felt and
normative need is translated into a demand for psychological help, such a
demand being almost a necessary condition for psychotherapeutic treat-
ment?

We could take the stand that the patient is a competent medical con-
sumer. The patient is the expert on his own experience and qualified to
demand what he needs.

Emotional distress is a rather common experience for a patient, and in
most cases they seem perfectly able to deal with it themselves. Three
eighths of the population experience feelings of psychological distress and -
only 40% of them consult a general practitioner. The great majority of these
visitors (85%) did not express any psychosocial demand for help.

It has been argued (Lamberts 1991) that general practitioners should not
assume that the problems, brought forward by the patient are essentially
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different from what they "really want". Doctors should not consider the
patient’s reason for visit as a metaphor for "the real reason". This point
stresses the above interpretation of the patient as a competent medical
consumer.

Taking the patient’s demand as sort of a gold standard, psychosocial
problems in primary care constitute a minor part of the total amount of
problems presented in general practice. From this point of view, general
practitioners magnify the size of the problem unnecessarily by assessing one
third of the patients consulting them during a three month period as having
non-somatic problems, whereas only fifteen per cent have expressed a
psychosocial demand for help. Serious debates have been held in the
Netherlands regarding this stance. (Lamberts and Hofmans-Okkes versus
Tielens 1993).

Contrary to this argumentation are the contact frequencies of patients who
report feelings of distress, their requests for repeat prescriptions, and the
psychotropic medication given to them. In all cases this is ten to fifty per
cent more than for patients without feelings of distress. This indicates that
these patients in fact express more psychosocial problems by their behaviour
than in their direct demands for help. In other words: taking the patient as
a yardstick leads to an underestimation of mental illness in general practice.
The general practitioner should detect these hidden psychological disorders
and treat the real causes of unexplained somatic complaints. This recom-
mendation, however, though simply stated in seventeen words, might prove
to be the quintessence of general practitioners’ problems with primary
mental health care. Because, treatment of such disorder requires exactly
that understanding in the character of the disorder that is lacking in most
patients, as we have argued before. It remains debatable if such an under-
standing, and in consequence a shift in interpretation of complaints with a
resulting motivation for treatment can be achieved.

In this respect a number of experiments can be reported in which psychia-
trists offered consultation services to general practitioners and patients with
physical complaints without a somatic explanation for it. Katon et al. (1990)
reported such an intervention to increase the prescription of anti-
depressants, without however having any effect on the psychiatric status of
the patient. Smith, Monson and Ray (1986) reported a successful interven-
tion in patients with somatizing disorder. Patients with somatization disorder
in terms of the DSM-III constitute a highly selected sample from the much
larger group of patients, seen by the general practitioner each day, with
unexplained somatic complaints.

In a pilot study, examining the feasibility of psychiatric consultation, we
concluded that general practitioners were willing to ask for a consultation
for about twenty per cent of patients with complaints without a possible
somatic explanation. Those patients who were selected for such a consulta-
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tion appeared to be more convinced about the role psychological factors
were playing than the eighty per cent with unexplained somatic complaints
who were not selected. (Collijn et al. 1994). Such evidence suggests that in
some cases it is possible to offer treatment to patients who do not demand
psychosocial help while they need it. However only those patients could be
selected who had a favourable attitude towards a psychological explanation
of their complaints. Not much evidence has been found about its reach or
its efficacy.

Hence, most people who suffer in terms of psychiatric standards seek
solutions other than psychiatric ones: they rarely put forward requests for
psychological help, and yet such a request is considered a necessary condi-
tion for a successful psychotherapeutic intervention. This situation also
explains the somehow paradoxical results around recognition and treatment
of psychological distress by general practitioners, which we will pay attention
to in the following section.

The added value of general practitioner-judgments?

Patients in general recognize their problems but do not consider themselves
in need of psychiatric treatment and hence seek non-psychiatric solutions
for their problems. "And doctors approve of it, we added as third amend-
ment. The general practitioner plays an intermediary role in this process.
On the one hand, the general practitioner has to take psychological factors
into account when making a diagnosis. On the other hand, he should take
into account the possibilities for treatment at his disposal. Possibilities that
are in turn heavily dependent on the demand of the patient.

Recognition is not such a problem in case of a psychological or social
demand. The problem is clear in that case and that situation provides
opportunities for treatment. Unfortunately, psychosocial problems are not
always expressed in such a straightforward manner. More than 90% of all
requests are put in physical terms, but less than 70% are assessed by the
general practitioner as being purely somatic. Recognition by the general
practitioner of the psychological aspects behind physically presented com-
plaints is critical in many cases.

Some interesting results about recognition are reported. In the first place,
the recognition rate increases with the subjective (felt) and objective
(normative) need of the patient. When need according to the objective
standard has been assessed, the odds on psychosocial assessment are twice
as high as in the case of absence of objective or subjective need. On the
other hand, taking absolute numbers into account, half of all people with a
psychosocial assessment by the general practitioner have no need at all and
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one third of the people with both objective and subjective needs did not
have any psychosocial assessment during their contacts. But to a certain
extent, general practitioners appear sensitive to the GHQ-status of patients
and to their subjective feelings as well.

A second area of interest to be mentioned here, are the patient character-
istics influencing psychosocial assessments by the general practitioner. This
influence seems mediated by the objective or subjective need of the patient.
In absence of GHQ-caseness most of the patient characteristics are related
to the general practitioner-assessment as "non-somatic". These patients,
from a psychiatrist’s view false positives, are more easily assessed as "not
somatic" if they are female, middle-aged, divorced or without paid employ-
ment. On the other hand, from those scoring high on the GHQ, only the
less well-educated are easily picked out by the general practitioner as having
non-somatic diagnoses. In the former case, stereotyping plays a certain role.

Here we are in the middle of the discussion about the ability of the
general practitioner to recognize psychological disorders. Following the line
of reasoning we have maintained throughout this book, we should first ask,
recognition of which psychological disorders: the patients’ manifest feelings
of distress, disorders as defined by the professional standard or the explicit
demands put forward by the patient.

As has been remarked already, the latter is not the problem we are
dealing with. The only difficulty related to the demand is our impression
that demand is really an underestimation of the real psychological (norma-
tive) need.

The group of patients with feelings of distress without an normative need
for which no explicit demand for help has been formulated do not seem to
be the problem either. The fact that a patient recognizes these feelings
without attaching a request for help to them seems to indicate that they are
transient feelings for which other solutions have already been found by the
patient. The moderate impact of these feelings on help-seeking behaviour
strengthens us in this view. In these cases we might really speak of the
patient as a competent medical consumer. Thus, it seems reasonable to
limit ourselves in this discussion to the non-recognized GHQ-cases who pair
this objective need with feelings of distress.

It has been remarked that a distressed patient, consulting his general
practitioner, may also consult him for a purely physical reason, not related
at all to his mental condition (Bensing and Beerendonk 1990), or that non-
detected patient at the moment of screening might be detected in follow-up
contacts (Giel, Koeter and Ormel 1990). However, our results in this
respect have been found on an aggregated level. We are not talking about
non-recognition during one particular consultation. On the contrary: our
non-recognized GHQ-cases did not have any psychological assessment
during several months.
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These false negatives, people scoring positively on the GHQ without being
assessed as psychological by the general practitioner are the problem, many
have been troubled with. As we have seen, this non-recognition is mainly
due to a physical presentation of complaints. Katon et al. (1986) suggest
that somatization and co-morbidity result in an underestimate of psychiatric
illness by screening questionnaires which are primarily psychological in
focus. Our findings, however, that the majority of persons, detected by such
a screening questionnaire (GHQ), still stuck to physical complaints when
seeing their general practitioner, contradicts this result. Somatization and
co-morbidity may however be important causes for non-recognition.

As was mentioned earlier, people scoring high on the GHQ report more
chronic conditions and acute symptoms than people below threshold
(Bensing and Verhaak 1994). Schulberg, McClelland and Burns (1987)
distinguish among the several ways in which co-morbidity of depressive and
medical disorders can manifest itself. Depression is, in addition to anxiety,
the major psychological disorder within primary care. Both depression and
anxiety combine mood and neurovegetative symptoms and lend themselves
therefore to confusion of physical and mental illness. For these reasons,
depression might serve as pars pro toto. The manifestations of co-morbidity
in this case are the following:

Physical symptoms of depression Highly prevalent complaints in masked
depression are pain, musculoskeletal, neurological, gastro-intestinal and
cardio-pulmonary complaints. In Schulberg’s words: "depression mimics
medical disorder". These physical manifestations of depression, a typical
psychobiological syndrome, might mislead the general practitioner by their
physical appearance.

Depressive symptoms of medical illness Symptomatology of organic condi-
tions may mimic depression as well. Schulberg et al. enumerate an extensive
number of diseases, pertaining to most bodily systems, which might generate
depressive symptoms. As a result, a physician will have to be vigilant in
accepting depressive symptoms at their face value, possibly resulting in non-
recognition.

Depressive reactions to medical illness Impairment induced by a medical
disorder might cause a depressive reaction. Furthermore, depression might
occur simultaneously with an unrelated medical disorder. The mechanisms
of the latter sort have been sought in psychodynamic and
psychophysiological explanations, but they are not clear yet. Nevertheless,
the physical symptoms may obscure the presence of depression and cause
trouble for the diagnosing physician.

Regarding the assessment of whether physical symptoms constitute a
mood disorder and whether mood symptoms possibly belie organic pathol-
ogy, the review of Schulberg et al. is rather pessimistic. Findings concerning
biomedical tests are called ambiguous, while psychological tests suffer from
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the confounding meaning of items assessing physical symptoms. The latter
especially yields different results, depending on the population to which they
are applied, somatic items appear insensitive in chronically ill populations.
In fact the psychological tests reviewed have only limited value in distin-
guishing functional disorders and medical illness.

Still another explanation of massive non-recognition when patients limit
themselves to somatic complaints and symptoms might be the severity of
these patients’ mental disorder. "Somatizers" and "psychologizers" have been
compared in a number of studies.

Bridges et al. (1991) defined somatization using the following criteria:

- the patient seeks help for somatic manifestations of psychiatric illness
without presenting psychological symptoms;

- the patient attributes these somatic manifestations to physical illness;

- symptoms must justify a psychiatric diagnosis according to the standard
research criteria;

- research psychiatrist must be convinced that treatment of the psychia-
tric disorder would cause the somatic symptoms to disappear.

Psychologizers were patients who presented psychological symptoms to the

doctor. Somatizers were found to be similar to psychologizers in many

respects (sociodemographic, personality) but they were less depressed,

reported lower levels of social dissatisfaction, social stress and less depend-

ence on their relatives, had a more unsympathetic attitude towards mental

illness and had been more treated as medical in-patients in the past. In

other words, they were less severely ill and had a negative attitude towards

a psychological demands for help.

Wright (1990) compared patients presenting with psychological symptoms
in general practice with patients presenting with somatic symptoms for
which no physical explanation was evident at the time of consultation. The
latter had lower scores on severity of psychiatric distress, fewer individual
symptoms and fewer severe symptoms than the former.

In our own research (Verhaak and Tijhuis 1994) a similar comparison was
made with the same results. Moreover, during a one year follow-up of the
two groups of patients, three quarter of the somatizing patients did not
present somatic symptoms again without a physical explanation nor with
psychological symptoms. They remained, however, frequent attenders, but
mostly with symptoms assessed by the general practitioner as purely
somatic.

These three studies provide evidence that (the frequently unrecognized)
disturbed patients with physical symptomatology are in many cases in a less
severe condition than patients with a psychological demand.

To conclude our discussion of non-recognition: people who mask their
psychological distress by somatic requests for help may be the less severe
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sufferers who are considered mentally disturbed in psychiatric terms.
General practitioners tend to follow the somatic interpretation of the
patient in their management of the disorder, even when they recognize the
psychological background of the complaints. This primacy of the patient’s
demand for help is also illustrated by the diagnoses, made by the general
practitioner.

For several reasons therefore physical symptoms of disturbed patients in our
research might have been assessed as purely somatic. However, exactly
those physical symptoms, mentioned by Schulberg et al., that are associated
with depression have been observed by us as leading frequently to a
psychological diagnosis. Maybe the general practitioners have missed a lot
too, but in each case they seem to be aware of the significance of symptoms
like pain, headache, and abdominal complaints.

Moreover, this awareness has lead to a considerable higher identification

rate of psychosocial problems than could be expected on the basis of
patient’s demand. While 7% of the patients put forward psychosocial
complaints, 18% have been diagnosed at least once within the ICPC-
categories Psyche or Social and 32% of the complaints have been assessed
as being not purely somatic.
The interesting point, possibly a point for action, is what we called the lost
gain of the general practitioner. A number of patients, presenting with the
symptoms of depression like abdominal pain, neurological complaints and
musculoskeletal symptoms are recognized as "possibly psychosocial”, but this
assessment has no implications for treatment. In other words: general
practitioners seem to approve to the decision of the patient to avoid a
psychological interpretation of their complaints. Only psychosocial diagnoses
resulting from psychosocial complaints lead to psychosocial treatment. This
is, where the question mark in the title "the added value of recognition by
the general practitioner?" comes from. Even if the recognition problem is
solved, the ensuing behaviour remains problematic, given the nature of
primary health care, expectations of patients and limitations of the ten
minute consultation.

Conclusions

"A lot of people are suffering in terms of psychiatric standards but not all of
them share these standards, many of them seek different solutions and
general practitioners often seem to approve of such decisions". This is the
statement we have defended over the last few pages. What consequences
may this new outlook have?

All parties involved, patients, general practitioners and psychiatrists should

146



draw conclusions. They can be drawn at the level of psychiatric
epidemiology, at the level of the process of primary health care and at the
level of population-oriented mental health education.

At the epidemiological level attention should be given to the large number
of patients presumably in need but not demanding any help. Partly because
they can cope with their problems, partly because they do not consider
themselves as having a psychological problem and, most important, partly
because they do not see a reasonable chance of solving their problems.

At the level of the doctor-patient interaction in primary care research
efforts and new developments are needed to provide primary care doctors
with suitable interventions. This being fulfilled, attention is needed for
better communication techniques in order to recognize those patients who
could benefit from interventions. And last but not least, general practi-
tioners should be taught to express their suspicions of psychological origins
for the complaints.

This fits in with the last level at which action might be needed. The
general public should be informed better about the possibilities general
practitioners have, to help them cope with problematic situations, or
perhaps even about options for successful intervention.

We shall dwell on these three topics more comprehensively in the last
three sections.

Epidemiological consequences: Mental disorder from a mental health services
perspective

Our concern with the weight attached to psychiatric epidemiological figures
stems from the linkage which has been laid between such a normative need,
as we have called it throughout this book and the use which should been
made of mental health services by these patients.
Were the assessment of psychiatric need in the population only meant to
describe the population, just as a population can be described in terms of
the presence of certain religions, cultural views or political votes, it would
offer another piece of information, mainly of academic interest. But of
course it is not. Assessment of psychiatric need in the population serves the
honourable goal of detecting shortcomings in the current system of care
delivery, enabling the planning of services and possibly developing preven-
tion programs. This is the way community surveys, following the Goldberg
and Huxley model, are meant and interpreted. To paraphrase our citation
of Leighton in the beginning: community surveyors expect agreement among
psychiatrists that the individuals detected in their studies are psychiatric
cases who need treatment.

This is the right point to recall the discussion in chapter 1 about psychia-
tric classification. Based on characteristics of clinical populations symptoms
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have been selected by which categories of psychiatric disorder are defined.
One important characteristic of those patients from whom these definitions
are borrowed is by definition lacking in the population at large, i.e.: the fact
that clinical help has been sought and provided. Checking symptoms in a
population where no actual demand for help exists leads to a number of
symptoms being put together to constitute a totally different "Sum of Parts"
or "Gestalt" than the same symptoms presented in a clinical population
where a demand for help has been put forward. Because, related to the
actual demand for help there are other features, like lack of support and
feelings that things are unbearable.

In our opinion a more integrated picture is needed to determine the
amount of treatment needed. As we said in the introduction: knowledge
about diseases (which equals "normative need") is necessary but not suffi-
cient to understand the epidemiology of human suffering and problem
solving. In this picture the normative need, as a psychiatrist would record it
is indispensable, a fact which has also become clear in our study. In addi-
tion, however, more attention should be paid to the actual urgency for
treatment, given the circumstances of the patient and the treatment options.
It is recommended to distinguish in population surveys between normative
needs in an academic sense and normative needs which constitute "suitable
cases for treatment".

Almost all patients who were in need according to psychiatric standards
also felt mentally distressed themselves. The tendency to seek help among
these persons was considerably greater than it was among those who felt
distressed without fulfilling the professional criteria.

The other side of the coin is the help-seeking behaviour of those patients
in absolute figures. Half of those who should consult a psychiatrist did not
even feel the urge to consult a general practitioner. As there are hardly any
barriers, financial or geographical, to so doing, we are inclined to conclude
that not everybody who is in need in the eyes of a psychiatrist is convinced
of the use of seeking medical help. From a point of view in which need and
health services use are linked, it is useful to distinguish those needs for
which a treatment is available. If the patient does not consider it worthwhile
seeking medical treatment himself, there is a problem in this respect. A
minority of needs, such as psychotic disorders, but also anti-social behaviour,
can be assessed by an outsider, and the request for treatment in such cases
will usually come from outsiders too. However, most patients who are in
need according to professionals, are considered as such because of their
own reports and if they do not conclude from their experience that they
need professional help, treatment is very difficult to offer.

If we continue along this path, we must conclude that if medical help is
sought, the demand for help rarely explicitly concerns psychological prob-
lems. Here, we are confronted with at least two problems. Failure of the
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general practitioner to recognize some of the patients who appear in need
in terms of psychiatric standards is such a problem. We come back at this
problem in the next section. A lack of treatment possibilities is the second
problem, probably as large as the first one. As far as the mental health
services approach is concerned, it should be noticed that normative needs,
not combined with a demand for psychosocial help, should only been taken
into consideration if an effective treatment can be offered. As far as
epidemiology is concerned, this is the major point to be stressed:
epidemiological figures sec (i.e. the normative needs) are of only academic
interest. To be useful for mental health care developments (like planning of
services, training capacity), inclusion of treatment possibilities, linked with
demand for treatment is essential.

In the following section we shall discuss developments and possible new
ways for primary care to cope with these problems.

Possible consequences for primary mental health care

Recognition problem

The problem of non-recognition is closely related to the tendency of those
in need to present with only physical complaints and symptoms. As a
consequence, they receive somatic treatment for problems which are
essentially psychosocial, even when they are recognized by the general
practitioner as patients with psychosocial problems. Psychotherapeutic
approaches are not possible, unless the patient accepts a different interpre-
tation, something most doctors do not even attempt.

Although many of the somatizers may not be in the most severe state of
mental illness, they generate high costs in health care, they are time con-
suming and frustrating patients to the general practitioner, and recognition
appears to be a means of breaking through the vicious circle. A number of
suggestions has been made to improve recognition by the general practi-
tioner.

Schulberg and Burns (1988) recommend "research on why rather than
whether hidden psychiatric morbidity occurs”. It has been sufficiently
established that a lot of psychiatric morbidity remains unrecognized. Clinical
decision making in primary care practice and patient physician interaction
that facilitate or hinder diagnostic accuracy should be the focus of investiga-
tion. In their earlier paper on co-morbidity (Schulberg, McClelland and
Burns 1987), the biopsychosocial model, developed by Engel is advocated.
This model is considered particularly relevant to the diagnosis of somatiza-
tion which requires consideration of biomedical data as well as psychiatric
and sociocultural information. In fact such a research line has been devel-
oped within the Netherlands institute of primary care, where videotaped
doctor-patient interactions have been studied in order to determine conver-
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sation styles which facilitate detection of psychological disorders (Bensing
1991a, 1991b, 1992, 1994, Verhaak 1986, 1988; cf. also Marks, Golberg and
Hillier 1979). Important qualities of a conversation style adapted to the
detection and treatment of psychological complaints appear to be the
affective behaviour of the general practitioner (showing empathy and
attention) and patient-centered behaviour. Affective behaviour not only
contributed to the psychosocial quality of the consultation as assessed by a
panel of experienced general practitioners but it was also the principal
determinant of the biomedical quality.

Another possibility might be the provision of feedback by screening lists to
the general practitioner. Giel, Koeter and Ormel (1990) conclude that the
literature is ambivalent about the effects of such an intervention. They
propose that the general practitioner’s awareness of the nature and preva-
lence of mental health problems, as well as the existence of high risk groups
should be increased. In this respect we should point to the results
mentioned above, which showed that general practitioners are in fact
informed about the existence of high risk groups, to such an extent that in
the absence of objective disorder they tend to wrongly attribute mental
disorder to these groups.

Goldberg and Bridges (1987) at last argue in favour of a taxonomy of
neurosis which better fits the situation in general practice, where an un-
broken continuum between states of normality and mood disorder is
encountered. But this brings us to the following section.

Treatment problem

An onset to the linkage between need and treatment has been given by
Goldberg. In a number of papers, Goldberg (1992) has argued that a
general practitioner does not benefit at all from a mere classification, be it
in dimensions or categories. He is much better served with a classification
according to the required interventions. In this respect, four groups of
patients are distinguished.

Disorders requiring recognition and discussion Included in this group are
transient disorders and those at the threshold of "caseness". Goldberg
considers mild anxiety/depressive disorders and somatization (cf. Bridges et
al.1991) to this category. These patients need recognition and restoration of
hope. Important skills for the general practitioner are the ability to recog-
nize disorder and to discuss the social and interpersonal setting. In case of
somatization a general practitioner needs to be able to re-attribute the
patient’s somatic symptoms.

Patients requiring support and social intervention "Chronic neuroses”,
patients with long standing disorders, which may well include chronic
physical illness as well as non-psychotic psychological symptoms. Frequent
attenders with frequent psychotropic drug use, often known as problem
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patients, causing sinking feelings. These patients should not be labelled as
mentally ill; instead they should learn other coping behaviours. Important
skills for the general practitioner are an ability to tolerate the patient not
getting better, a continued monitoring of the patient’s social adjustment and
physical health and a timely for social help. Manifold prescription of
different drugs which keep patients dependent and wrongly convinced that
their problems can be resolved by psychotropics is contra-indicated.

Disorders which require specific interventions Disorders which fulfil research
characteristics and for which a medical or behavioural treatment of proven
value exists, such as schizophrenia, mania, severe depressive illness (includ-
ing depressed somatizers), phobic illnesses, obsessive-compulsive disorders,
anxiety states and sexual disorders. General practitioners should be able to
assess the severity of these illnesses and, in case of depression, make
rational decisions about the prescription of anti-depressants. The most
important skill in all groups, however is a good counselling technique.

Distress not helped by detection In Goldberg’s view, this is a small group of
patients who are defensive and in fact have visited the doctor for something
else. They will not benefit by intruding in their privacy.

Goldberg’s classification is recognition of the fact that a lot of mentally
distressed primary care attenders are not to be diagnosed within DSM-III
categories of psychiatric illness. Patients with a "classic" psychiatric diagnosis
belong to Goldberg’s third group. It remains hard to decide, however, to
what extent the symptoms of mood disorders, so frequently encountered,
belong to the group of borderlines, requiring attention and discussion, or to
the group of problem patients. Secondly, it depends more or less on the
faith one has in general medicine, if one classifies the majority of the
diagnoses made by the general practitioners in our study in the first cate-
gory, or if one considers them as unrecognized disorders requiring specific
interventions.

As a classification of our data in Goldberg’s system is not possible a
posteriori, a direct evaluation of the treatment given cannot be based on his
criteria. Nevertheless, we shall consider our results about management in
the light of these comments.

What treatment should be offered according to Goldberg? To patients
requiring recognition and discussion, active counselling, eventually paired
with listening and reassuring forms of therapeutic conversation are of
importance. In cases of somatizing patients who are sufficiently depressed,
antidepressants may be considered, otherwise drug prescription is not
considered necessary.

In case of patients requiring social support and social interventions,
passive forms of counselling and medical monitoring might be expected,
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eventually with a referral to social work. Drugs should be avoided.

Disorders which require specific interventions are to be referred to
psychiatry or psychology departments; anti-depressant therapy and special-
ized counselling techniques, directed at behavioural change might be
expected.

What did we find actually? Too much prescription of anxiolytics and
hypnotics presumably. From the great number of repeat prescriptions within
this category we may conclude that probably a significant part of them
served as a mere palliative for patients who would have been better off with
a minimum of drugs. This applies particularly to social diagnoses, ten per
cent of which received anxiolytics. Also, the increase of these prescriptions
with age intensifies this impression, because older people appeared especial-
ly likely to suffer from mood disturbances, requiring recognition and
discussion, according to Goldberg.

Something positive about prescription should be said regarding patients
presenting physical symptoms, considered psychological by the general
practitioner. These somatizers received remarkably few psychotropic drugs.
As far as anxiolytics and hypnotics are concerned, this is in line with
Goldberg’s advice. Unfortunately, they hardly received any anti-depressants
either, which would have been indicated in a number of cases.

We should also conclude that referral is much more rare than it should be
according to psychiatrists. Although the rare cases of psychoses have been
referred relatively the most often, as they should have been, the overall
referral rate is low.

Older patients and females, in particular, more at risk for psychological
diagnoses and presumably also for "disorders that requiring specific inter-
ventions" are underrepresented in the referred cases.

Counselling has been recorded extensively. It is difficult to evaluate its
appropriateness. One remark can be made about counselling: in cases
where a physical diagnosis is paired with a suspicion of a psychological
background, exploring the backgrounds of the complaints is found relatively
rarely. A lot of psychosocial suspicions seem to remain unspoken. Perhaps
this is one of the main differences between the general medical setting of
general practice and the psychiatric settings.

And finally, a narrow look at the management of psychosocial diagnoses
brings us back at our point of departure: patients requests. For, the
management of mental disorder seems dependent upon a psychological or
social complaint. When a psychosocial diagnosis is based on physical
complaints, the probability of a psychiatric kind of management of the
problem (an active kind of counselling, psychopharmacological therapy or
mental health referral) has already been drastically reduced. This is even
more the case when the general practitioner considers physical diagnoses
partly psychological by nature. It does not make much difference if these
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patients are subjectively or objectively in need.

Although viewed from "general practitioner-friendly" - criteria, treatment of
psychological disorder shows a lot of shortcomings. The possible psycho-
logical background of physical complaints is not discussed in most cases, too
many patients are kept happy with repeat prescriptions, not much attention
is paid to possible alternative ways of coping with stressful circumstances
and it remains to be seen how many patients whose disorders require
specific interventions are overlooked. The hard assignment for the general
practitioner is to attune his treatment to the demands of the patient and to
estimate the alternatives and other resources the patient may have to deal
with his problems. From that perspective it is feasible that, contrary to
Goldberg’s advice, a general practitioner keeps handing over the repeat
prescriptions for sleeping pills to the old lady, requiring support and social
intervention. If alternatives are hard to find, support has to be given by
meeting the patient’s demands. But it is to be recommended that these
situations become more exceptions than the rulel. Rules about proper
prescription. Rules about the diagnosis of depression. Rules that should be
taught general practitioners. In the Netherlands vocational training of
general practitioners was introduced as a l-year program in the early
seventies, it was extended to two years some years ago and it is to become a
3-year program. It is essential that psychiatry departments contribute
significantly to this curriculum. This contribution should not be made in the
clinics but in ambulatory settings and if possible in general practice settings.

Consultation by liaison psychiatrists, already briefly mentioned in the
section on the "primacy of demand’, is another opportunity to inform
general practitioners about therapeutic possibilities.

However, the delicate balance between doctor’s insights and patient’s wishes
requires not only cognitive and treatment skills from the general practi-
tioner, but, above all, an excellent mastery of the process of interaction with
the patient. The general practitioner has been pictured repeatedly as a
mediator between patient’s demand and his needs, as established by
psychiatrists. The general practitioner should depart from the subjective
need of the patient, should take his request very seriously but he may need
to add something to it. On the other hand, he should have the psychiatric
classification as a guideline in mind, in order not to miss important psychi-
atric disorders (Goldberg’s third category). Given the specific characteristics
of a primary care population, he will usually not arrive at neat psychiatric
DSM-III diagnoses, but at a range from normal to abnormal on a number
of dimensions. Symptom diagnoses will be his part.
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Figure 6.1 The patient-centered clinical method

McWhinney and colleagues developed a model for doctor-patient inter-
action which may serve to bridge the gap between patient’s demand and
needs according to the psychiatrist (McWhinney 1989).

At first the reason for visit must be established. During this introductory
phase facilitating, patient-centered behaviour is recommended (See the
recommendations on recognition, above. Cf. also Goldberg 1979). Next
comes the history. Essentially in the model there are the two parallel tracks
the general practitioner must keep in mind: the meaning of illness for the
patient (patient demands) and the medical agenda (which in this case leans
heavily on the psychiatric diagnostic models, but the biomedical aspect
should not be neglected, for instance in case of somatization). This is the
phase in which the general practitioner might feel obliged to depart from
the patient demands, for instance because of lack of objective evidence for
his physical complaints. This is on the other hand also the phase in which
the general practitioner may suspect an anxiety disorder, but will choose to
stick to the demand of the patient to help him with his sleeping problems.
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Considerations about patient’s supporting power, his reason for a visit at
this particular time, and knowledge about patient’s coping style in general
will play an important role in the decision making process.

This two-track history may end with an agreement between doctor and
patient about the nature of the complaints and a management plan.

When we consider our results within the light of this model, it may explain
why the general practitioner has more psychosocial assessments than
psychological or social complaints, on the one hand, while a number of
patients with psychiatric needs according to psychiatrists remain
undiagnosed. Therefore, a very important skill, the general practitioner
should add to his communicative repertoire is the explicit discussion of his
assumptions about the psychosocial character of the symptoms presented. It
may prove a hard assignment and more research will be needed to develop
fruitful models, but it seems a necessary condition to break through the
vicious circle of non-demand - recognition - non-treatment.

The General Practitioner should end up higher than patient’s demand, but
not necessarily at the level of psychiatric assessment: it is most important to
develop those diagnostic skills to such an extent that a general practitioner
can make a reasonable interpretation of the patients complaints from a
psychiatric perspective. It is still more important, I believe, for a general
practitioner to develop an interaction style that makes him really competent
to assess the meaning of illness for the patient, and thus to act in conformity
to his wishes without denying his clinical diagnosis.

Not so much "let the patient’s wish be the doctor’s command", but "let
doctors incorporate patient’s demand in their own view".

The last word directed to the patient: mental health education

Patients could relieve general practitioners’ assignment to incorporate
patient’s demands into their views enormously. In particular that group with
disorders, requiring specific interventions, who choose not to discuss their
problems with the general practitioner, while they would benefit from such
discussion if they did. Bensing and Verhaak (1994) have suggested that the
problem could as well be laid with the patient. Departing from the opinion
that the initiative for requiring psychological help should be placed with the
patient, the public should be informed more systematically about the
undesirability of translating feelings of psychological unwell-being into
physical complaints. Health education has changed smoking behaviour,
cholesterol intake and jogging habits, why should it not change the interpre-
tation of unspecified bodily sensations? In the same spirit, Jenkins (1992)
pleads for "universal measures eg educating children and adolescents:
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Children and adolescents need to develop a core of stored knowledge
and basic understanding about physical and psychological development
and personal needs.. It is also important to help them develop
constructive attitudes towards mental illness - including its treatability
and to understand the need to combat stigma. Such knowledge can
help young people pass from childhood dependence to adult life more
successfully; (Jenkins 1992, p.14).

The idea is attractive but must be accompanied by some caveats.

The most important one has been running like a thread through our
argument: many psychological problems cannot simply be cured. It would be
unwise to convince people that there is an answer to all their questions
when help is not available. It would be wise to put mental health education
to the same tests as other preventive measures: the underlying mechanism
should be known and demonstrated and the preventive measure should not
cause many "false positives" demanding help unnecessarily.

A second warning follows naturally from the first: in order to avoid
somatization, massive "psycholigization" is not to be recommended.

Mental health education should be directed at "de-stigmatization” of
requesting psychological help, it should be directed at those groups at risk
for which suitable treatment is available, and it should leave the initiative to
the patients: "bring your demand into the view of the doctor!"

In this way, all parties involved, patient, general practitioner and psychi-
atric epidemiology may contribute to closing the gap between doctor’s views
and patient’s demands.
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Notes

1.

Recently the Dutch College of General Practitioners published a
standard on depression. In case of severe depression (= DSM-IIIR
"major depression” counseling, possibly in combination with anti-
depressants prescription is recommended. Follow-up appointments are
strongly advised. In case of mild depression anti-depressants are not
considered very worthwhile. Follow-up is restricted to the cases where
symptoms worsen in course of time.
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