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Abstract

Background: Substitution is the shift of care from specialized health care to less expensive and more accessible
primary health care. It seems promising for restraining rising mental health care costs. The goal of this study was to
investigate a potential for substitution of patients with psychological or social problems, but without severe
psychiatric disorders, from Dutch specialized mental health care to primary care, especially family practices.

Methods: We extracted anonymized data from two national databases representing primary and specialized care in
2012. We calculated the number of patients with and without psychiatric disorder per 1,000 citizens in three major
settings: family practices, primary care psychologists, and specialized care. Family physicians recorded psychopathology
using the International Classification of Primary Care, while psychologists and specialists used the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition.

Results: Considerable numbers of patients without a diagnosed DSM-IV psychiatric disorder were treated by primary
care psychologists (32.8%) or in specialized care (20.8%). Over half of the patients referred by family physicians to
mental health care did not have a psychiatric disorder.

Conclusion: A recent reform of Dutch mental health care, including new referral criteria, will likely increase the
number of patients with psychological or social problems that family physicians have to treat or support. Enabling
and improving diagnostic assessment and treatment in family practices seems essential for substitution of mental
health care.
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Background
Substitution is the shift of care from specialized health
care to less expensive and more accessible (primary)
health care. This method seems promising for restraining
rising health care costs [1]. The urgency for substitution
in Dutch mental health care is high, as costs have in-
creased significantly in the last years in the Netherlands
[2]. Presumably, some patients treated in specialized men-
tal health care do not have a severe psychiatric disorder,
do not genuinely need treatment from specialists, and
could be treated in a primary care setting instead. Previous
studies suggest that up to one third or even one half of

the patients who receive treatment in mental health care
do not meet the formal criteria for a psychiatric disorder
[3–5], although they may have other need indicators
which justify treatment.
The WHO underlines the importance of integrating

mental health care into general health care settings [6].
However, the consequences of enhanced primary mental
health care for health care utilization and costs remain
unclear. Previous reviews on consultation of mental
health professionals by primary care professionals sug-
gest that it is as effective as care as usual in improving
clinical outcomes [7], but that it may also reduce
utilization of health care services [8]. A Cochrane review
on counselling provided in primary care in the UK [9]
concluded that patients were satisfied, and that counsel-
ling was associated with enhanced clinical effectiveness
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compared to care as usual (but only in short-term).
However, counselling in primary care did not seem to
reduce overall healthcare costs. A Cochrane review on
mental health workers integrated in primary care con-
cluded that their presence might decrease consultation
rates of other primary care professionals, prescriptions
of psychotropic drugs, and referrals to specialists [10].
However, effects were modest and results were not
consistent amongst all included studies. Moreover,
economic significance of the results remained unclear.
Some studies in the UK and the US suggest that
enhanced primary mental health care is cost-effective
[11, 12], but also that it requires (extra) direct financial
investments over the short-term [13].
In 2014, the Dutch government introduced a reform of

mental health care to promote the substitution of mental
health care towards general health care settings, especially
towards family practices. According to new referral cri-
teria (Fig. 1), all patients with only mild psychological
symptoms or social problems should be treated within
family practices. Family physicians (FPs) are no longer
allowed to refer patients without an actual psychiatric dis-
order to mental health care, consisting of primary care
psychologists (PCPs) and specialized mental health care.
Patients with a psychiatric disorder and non-complex
problems (no comorbidity with for example a personality

disorder or complicating psychosocial problems) should
be referred to primary care psychologists (since the reform
labeled as ‘basic mental health care’) for short-term care,
while patients with complex problems should be referred
to specialized mental health care for (longer term) treat-
ment by a multidisciplinary team.
To prepare FPs for the treatment of more patients

with mental health problems, the function of the mental
health nurse (MHN) was introduced. Increasing num-
bers of Dutch FPs collaborate with an MHN: a nurse
with mental health expertise, or a psychologist. MHNs
can perform diagnostic research and provide short-term
care [14], but they may also indirectly improve FPs’
knowledge and skills in the field of mental health. Short-
term psychological interventions provided in the primary
care setting are accessible, seem effective, and lead to
high patient satisfaction [9, 15–19]. Examples of such in-
terventions are self-help programs, counseling, problem
solving therapy, and brief cognitive behavior therapy.
Although many previous studies have evaluated the in-

tegration of mental health care into primary care, it is
not clear what effects a national reform aimed at a shift
of patients from specialized care towards primary care
might have. The aim of this study was to investigate the
potential for substitution of Dutch mental health care in
the context of the new referral rules for FPs. Our central

Fig. 1 Mental health care in the Netherlands: referral rules. Shows new referral rules for Dutch family physicians regarding patients with
mental health problems
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research question was: what is the potential for substitution
of mental health care from specialized care and PCPs to
family practices, and from specialized care to PCPs?
We investigated: (1) how many patients with and with-

out psychiatric disorders were seen in the three mental
health care settings before the reform, (2) how many pa-
tients with and without psychiatric disorders were re-
ferred by FPs and PCPs to primary and specialized care
before the reform, and (3) how many patients with and
without complex problems were treated by PCPs and in
specialized care before the reform.

Methods
Data sources
In an observational, cross-sectional study, we extracted
anonymized patient data from two national databases, to
describe primary care, including family practices and pri-
mary care psychologists, and specialized mental health
care in 2012.
Data on primary care were extracted from electronic

health records of caregivers participating in the NIVEL
Primary Care Database (NIVEL-PCD). All caregivers
participating in the NIVEL-PCD, including FPs and
PCPs, routinely record care they deliver to patients.
Family practices participating in the NIVEL-PCD are
representative of Dutch family practices [20], although
group practices and practices in non-urban areas are
somewhat overrepresented compared to national num-
bers [21]. The patient populations of the family practices
are representative of the Dutch population according to
sex and age. Only data from practices with the most
complete records were used for this study (n = 180 prac-
tices; n = 685,337 patients). Not all FPs keep complete re-
cords of referrals. A smaller number of practices were
included in the analyses on referrals (n = 25 practices; n =
90,734 patients). Practices with complete referral records
did not differ from other practices regarding practice type,
degree of urbanization, or practice size.
In 2012, 543 primary care psychologists were participat-

ing in the NIVEL PCD, providing care to 45,947 patients.
The database covered 14.6% of all patients treated by pri-
mary care psychologists working in the Netherlands [22].
Data on specialized care were extracted from a na-

tional database for specialized care [23]. This database
covers all caregivers, mostly psychiatrists and psychol-
ogists, working in Dutch specialized mental health
care institutions, as well as solo operating entrepre-
neurs. Professionals working in specialized care are
obliged by Dutch law to record all provided care that
is paid for by health insurers in the national database.
Therefore, virtually all Dutch patients treated in spe-
cialized mental health care were represented in this
database.

Patient data
We extracted data on the number of seen or treated and
referred patients and their diagnoses. To facilitate compar-
ability between the three settings, all extracted numbers
were converted to numbers of patients per 1,000 citizens
based on the Dutch population number of 2012 [24].
FPs use the International Classification of Primary Care

(ICPC) system to record diagnoses of patients within
chapters of diseases during consultations. Within each
ICPC chapter, a subdivision is made between symptoms
(codes 01–29) and diseases or disorders (codes 70–99), al-
though the Z chapter (social problems) is limited to symp-
tom codes. Only patients with at least one consultation at
the family practice with a diagnosis concerning psycho-
logical problems (P chapter) or social problems (Z chap-
ter) were included in the study. We distinguished between
patients with a psychiatric disorder (P70–P99) and pa-
tients without a psychiatric disorder (psychological symp-
toms, P01–P29, or social problems, Z01–Z29).
PCPs and caregivers in specialized care record a DSM-

IV diagnosis for each patient during treatment. Diagnos-
tic assessment usually takes place during an intake
phase, when a wide range of diagnostic instruments may
be used. The DSM-IV is a globally used classification
system for psychiatric disorders, covering five axes [25].
Axis 1 represents the primary disorder or psychopath-
ology of the patient. Axes 2 to 4 represent comorbid,
underlying, or related problems. Caregivers use axis 2 to
report personality disorders, axis 3 for somatic diseases,
axis 4 for psychosocial problems, and axis 5 for the level
of (dis)functioning of the patient. The latter was not
included in this study, as it was not available for all
patients in specialized care. We used the axis 1 diagnosis
to determine if patients of PCPs or in specialized care
had a psychiatric disorder or not. Patients had problems
of higher complexity if they had comorbid problems on
axis 2 (a personality disorder), axis 3 (somatic problems),
or axis 4 (psychosocial problems).

Results
Patients with and without disorders in three settings
Figure 2 shows the number of patients with and without
psychiatric disorders in each of the three major settings
of Dutch mental health care. FPs saw 131.0 patients with
psychological problems per 1,000 citizens, mostly pa-
tients without psychiatric disorders (71.3%). FP patients
often had psychological symptoms such as anxious feel-
ings, or social problems such as problems with their
partner (Additional file 1: Table S1).
PCPs and caregivers in specialized care treated a

smaller number of patients compared to FPs, 18.7
and 43.7 patients per 1,000 citizens, respectively. A
considerable number of patients treated by primary
care psychologists or in specialized care did not have
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a psychiatric disorder, 32.8% and 20.8%, respectively.
In total, 15.3 patients without a disorder per 1,000
citizens were treated by primary care psychologists or
in specialized care. These patients were for example
diagnosed with other worries or problems, adjustment
problems, or had no diagnosis (Additional file 2:
Table S2 and Additional file 3: Table S3).

Referrals
Figure 3 shows how many patients with and without
psychiatric disorders were referred by FPs and PCPs to
primary and specialized care (Additional file 4: Table S4
shows exact numbers). FPs in total referred 16.1 patients
with psychological and social problems per 1,000 citizens
to primary or specialized care, which is 12.3% of all the

Fig. 2 Number of patients with and without a psychiatric disorder in three settings per 1,000 Dutch citizens in 2012. Shows how many patients
with mental health problems were treated in 2012 by family physicians, primary care psychologists, and in specialized care in the Netherlands.
Notes: FP = family practice, PCP = primary care psychologist, SC = specialized care

Fig. 3 Number of patients referred with and without psychiatric disorder per 1,000 Dutch citizens in 2012. Shows how many patients with
mental health problems were referred in 2012 by family physicians and by primary care psychologists to primary and specialized care. Notes:
FP = family physician. PCP = primary care psychologist. Primary care: (other) FP, (other) PCP, or social work
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FP patients with psychological and social problems. Over
half of the referred FP patients (63.2%) did not have a
psychiatric disorder. PCPs in total referred 2.2 patients
per 1,000 citizens to primary and specialized care, which
is 11.7% of all patients they treated. Of the referred PCP
patients, around one fifth (22.4%) did not have a psychi-
atric disorder.

Complexity of problems
Figure 4 shows that many patients treated by PCPs had
comorbidity, mostly a psychiatric disorder combined
with psychosocial problems (78.3%), or somatic prob-
lems (75.9%). Only one in every twenty PCP patients

had a combination of a psychiatric disorder and a per-
sonality disorder (4.5%). Most patients treated in special-
ized care had comorbidity as well; most patients with a
disorder also had psychosocial problems (90.8%). Fewer
patients treated in specialized care had a psychiatric dis-
order combined with somatic problems (32.4%) or with
a personality disorder (15.7%).

Discussion
Summary of findings
Prior to the recent reform of Dutch mental health
care, a significant number of patients treated by PCPs
(approximately one third) and in specialized care (ap-
proximately one fifth) did not have a diagnosed DSM-IV
disorder. Over half of the patients with psychological and
social problems referred by FPs to mental health profes-
sionals did not have a diagnosis of a psychiatric disorder.
Most patients with a disorder in specialized care had com-
plex problems, expressed by comorbidity on axis 4 of the
DSM-IV (psychosocial problems). Comorbidity on axis 3
(somatic problems) or axis 2 (personality disorders) was less
common.

Potential for substitution from PCPs and specialized care
to family practice
The proportion of patients without a psychiatric dis-
order in mental health care observed in this study is in
line with previous research [3–5]. If we evaluate this
study as a baseline measure of the reform of the Dutch
mental health care system, we expect that a part of the
patients previously referred to and treated in mental
health care from now on will receive treatment within
family practices. Nurses with mental health expertise,
who work in increasing numbers of family practices in
the Netherlands, may be of crucial importance in the
diagnostic assessment and treatment of those patients.
An apparent discrepancy was observed between the

number of patients without a psychiatric disorder who
were referred by FPs (over 60%) and the lower number
of patients without a psychiatric disorder who were
treated by PCPs and in specialized care (20.8% and
32.8%). It is highly plausible that (final) diagnostic as-
sessment often takes place after referral, We have to
consider the possibility that some of the patients might
be falsely diagnosed after referral. Although the DSM-IV
is highly useful, its limitations are widely debated, and it
might stimulate overdiagnosis [26, 27]. Moreover, the
Dutch health insurance only covers PCP and specialist
treatment for patients with a DSM-IV disorder, which
may encourage overdiagnosis even further. Remarkably,
FPs now also face the risk of overdiagnosis, as the new
referral criteria make a psychiatric disorder a necessity
for every referral to mental health care.

Fig. 4 Number of patients with and without comorbidity in two
settings per 1,000 Dutch citizens in 2012. Shows how many patients
with mental health problems treated in 2012 by primary care
psychologists or in specialized care had comorbid problems. Notes:
PCP = primary care psychologist. SC = specialized care

Magnée et al. BMC Family Practice  (2017) 18:10 Page 5 of 8



Some of the patients recently treated by mental health
care professionals or referred by GPs may not have had
a diagnosed psychiatric disorder, but they may certainly
have been in need of treatment. Previous research
showed that approximately half of the patients in mental
health care had no psychiatric disorder, but showed
other important indicators of need for treatment, such
as multiple subthreshold disorders, a recent stressor,
psychosocial problems, or suicidal behavior [3, 4]. If we
assume this is also true for the patients included in this
study, the new referral criteria for FPs regarding psychi-
atric disorders could have an unwanted effect. Some pa-
tients, who are certainly in need of mental health care,
but who do not meet formal criteria for a psychiatric
disorder, may be deprived of appropriate treatment.
In either way, enabling and improving diagnostic assess-

ment in family practices seems essential for substitution of
mental health care. Good quality diagnostic assessment in
family practice could facilitate the correct adoption of the
new referral criteria. It could also improve the continuity of
care from the patient’s perspective. A screening instrument
may be helpful, for example a symptom severity assessment
[28]. MHNs could improve diagnostic assessment, both by
performing it themselves or by indirectly improving FPs’
knowledge and skills through collaboration.

Potential for substitution from specialized care to PCPs
We expect substitution towards PCPs to a lesser extent
compared to substitution toward family practices, as most
patients treated in specialized care with a disorder had at
least comorbid psychosocial problems. However, it is de-
batable to what extent psychosocial problems genuinely
represent a complicating factor, as they are often tempor-
ary and can be solved in a relatively straightforward way.
Other comorbid diagnoses, such as personality disorders,
were observed less frequently, but they are more likely to
complicate treatment [29]. From this perspective, more
potential for substitution from specialized care toward
PCPs may exist than observed in this study.

Health care costs
Restraining costs was one the most important reasons
for the recent Dutch mental health care reform. Our
study indicates that, in the near future, at least some of
the patients with mental health problems may be treated
in (less expensive) primary care instead of in specialized
care. This may result in a cost reduction. However, the
recent Dutch reform might also have unintended cost ef-
fects. The accessibility of mental health care is likely to
be improved, and some patients that might not have
been treated at all before may now receive treatment in
family practice. Moreover, it is unknown how many of
the patients initially treated in family practice afterwards
still need a referral to specialized care. Future research

following patients through the different echelons of
mental health care is needed to evaluate cost effects.

International relevance
The WHO states it is important to redirect funding to-
wards community-based services, including the integra-
tion of mental health care into general health care settings
[6]. Various health care system characteristics influence
the role of the FP in mental health care [30, 31], for ex-
ample the referral system, FP workload and mental health
expertise, financial regulations, and patient expectations.
These factors vary strongly between countries, and influ-
ence a possible shift of mental health care from specialized
care to primary care. Potential for substitution is likely to
exist in other countries besides the Netherlands, as was
shown by the numbers of patients without a psychiatric
disorder treated in mental health care [3, 4], and by the
numerous international studies evaluating the integration
of mental health care into primary care [7–12]. FPs in the
UK [32] and Canada [33] are collaborating with profes-
sionals similar to mental health nurses, which might en-
able substitution.

Strengths and limitations
As this is a descriptive study, we cannot draw any con-
clusions on causality. A major strength of this study is
that we were able to combine two national databases,
thereby including a very large number of patients in pri-
mary care and virtually all patients in specialized care.
This study can function as a baseline measure for the re-
cent Dutch mental health care reform.
Caregivers working in different settings vary in their

skills to recognize and diagnose mental health problems.
Caregivers working in different settings use different
classification systems (ICPC and DSM-IV), which may
complicate comparability between the settings. Previous
research has shown that GPs do not always recognize
psychological problems, or that they may be aware of
mental health problems but do not label patients with a
specific psychological diagnosis [34]. Only about half of
all persons with mental disorders had contact with their
GP in the last six months [35]. The diagnoses of persons
who do not seek help are not coded and were thus not
included in this study.
Professionals working in mental health care sometimes

postpone giving a diagnosis. This could mean some of the
patients included in our study may have been diagnosed
later on. However, data were extracted a considerable
amount of time after treatment (2014 vs. 2012). We cate-
gorized patients without a diagnosis as patients without a
disorder, as we assume that the complaints of many of
these patients were not severe enough to have led to an
official diagnosis of a disorder within a decent amount of
time. PCPs had the possibility of explicitly choosing
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between “no axis 1 disorder” or “diagnosis postponed”.
The latter was only used for a one out of five patients
without a diagnosis (Additional file 2: Table S2).
We were unfortunately not able to, besides the DSM-

IV axis 2 to axis 4 comorbidity, include any other com-
plicating factors, such as suicide risk. These factors were
not routinely recorded by caregivers in any setting.

Conclusions
A recent reform of Dutch mental health care, including
new FP referral criteria, will likely lead to a considerable
increase in patients with psychological or social problems
that have to be treated within family practices. Enabling
and improving diagnostic assessment and treatment in
family practices seems essential for substitution of mental
health care.
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Contains a table with the number of patients with mental health
problems treated in 2012 in family practices, according to diagnosis.
(DOCX 14 kb)

Additional file 2: Table S2. Number of patients treated by primary care
psychologists per 1,000 Dutch citizens in 2012. Contains a table with the
number of patients with mental health problems treated in 2012 by
primary care psychologists, according to diagnosis. (DOCX 16 kb)

Additional file 3: Table S3. Number of patients treated in secondary
care per 1,000 Dutch citizens in 2012. Contains a table with the number
of patients with mental health problems treated in 2012 in specialized
care, according to diagnosis. (DOCX 16 kb)

Additional file 4: Table S4. Number of patients referred by FPs and
PCPs per1,000 Dutch citizens in 2012. Contains a table with the number
of patients with mental health problems referred in 2012 by family
physicians and by primary care psychologists to primary and specialized
care. (DOCX 16 kb)

Abbreviations
FP: Family physician; ICPC: International Classification of Primary Care;
MHN: Mental health nurse; NIVEL: Netherlands Institute for Health Services
Research; NIVEL PCD: NIVEL Primary Care Database; PCP: Primary care
psychologist; SC: Specialized care

Acknowledgements

Funding
This study was carried out with a grant of the Dutch Advisory Committee on
Medical Manpower Planning (ACMMP). The funding body was involved in
the design of the study, and not in the data collection, analyses,
interpretation of data, and writing of the manuscript.

Availability of data and materials
The datasets used during the current study are available from the
corresponding author on reasonable request.

Authors’ contributions
TM, DB, DHB, and PFV designed the study. TM and RB analyzed the data. TM
wrote the first draft of the manuscript. All authors contributed to and
approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Dutch law allows the use of electronic health records for research purposes
under certain conditions. According to this legislation, neither obtaining
informed consent from patients nor approval by a medical ethics committee
is obligatory for this type of observational study containing no directly
identifiable data [36]. The databases accessed and used in our study are
managed by NIVEL and The Dutch Healthcare Authority, so no additional
permission for access was required.

Author details
1Netherlands Institute of Health Services Research (NIVEL), PO Box 15683500
BN Utrecht, The Netherlands. 2The Dutch Healthcare Authority, Utrecht, The
Netherlands. 3Tilburg University, Scientific Centre for Transformation in Care
and Welfare (TRANZO), Tilburg, The Netherlands. 4Department of General
Practice, Groningen University, Groningen, The Netherlands.

Received: 14 July 2016 Accepted: 19 January 2017

References
1. Van Dijk CE, Verheij RA, Hansen J, et al. Primary care nurses: effects on

secondary care referrals for diabetes. BMC Health Serv Res. 2010;10:230.
2. Van Hoof F, Knispel A, Meije D, Van Wijngaarden B, Vijselaar J.

Trendrapportage GGZ 2010. [Trend report mental health care 2010]. Utrecht:
Trimbos-instituut; 2010.

3. Bruffaerts R, Posada-Villa J, Al-Hamzawi AO, et al. Proportion of patients
without mental disorders being treated in mental health services
worldwide. Br J Psychiatry. 2015;206(2):101–9. doi:10.1192/bjp.bp.113.141424.

4. Druss BG, Wang PS, Sampson NA, et al. Understanding mental health
treatment in persons without mental diagnoses: results from the National
Comorbidity Survey Replication. Arch Gen Psychiatry. 2007;64(10):1196–203.
doi:10.1001/archpsyc.64.10.1196.

5. Jorg F, Visser E, Ormel J, et al. Mental health care use in adolescents with
and without mental disorders. Eur Child Adolesc Psychiatry. 2015. doi:10.
1007/s00787-015-0754-9. Epub 2015 Aug 15.

6. WHO. Mental Health Action Plan 2013-2020. Geneva: WHO Publishing; 2013.
[cited December 22 2015]. Available from: http://www.who.int/mental_
health/publications/action_plan/en/

7. Cape J, Whittington C, Bower P. What is the role of consultation-liaison
psychiatry in the management of depression in primary care? A systematic
review and meta-analysis. Gen Hosp Psychiatry. 2010;32(3):246–54. doi:10.
1016/j.genhosppsych.2010.02.003.

8. van der Feltz-Cornelis CM, Van Os TW, Van Marwijk HW, Leentjens AF. Effect
of psychiatric consultation models in primary care. A systematic review and
meta-analysis of randomized clinical trials. J Psychosom Res. 2010;68(6):521–
33. doi:10.1016/j.jpsychores.2009.10.012.

9. Bower P, Knowles S, Coventry PA, Rowland N. Counselling for mental health
and psychosocial problems in primary care. Cochrane Database Syst Rev.
2011;9:CD001025. doi:10.1002/14651858.CD001025.pub3.

10. Harkness EF, Bower PJ. On-site mental health workers delivering
psychological therapy and psychosocial interventions to patients in primary
care: effects on the professional practice of primary care providers.
Cochrane Database Syst Rev. 2009;2009:CD000532. doi:10.1002/14651858.
CD000532.pub2.

11. Green C, Richards DA, Hill JJ, Gask L, Lovell K, Chew-Graham C, Barkham M.
Cost-effectiveness of collaborative care for depression in UK primary care:
economic evaluation of a randomised controlled trial (CADET). PLoS One.
2014;9(8):e104225. doi:10.1371/journal.pone.0104225.

12. Jacob V, Chattopadhyay SK, Sipe TA, Thota AB, Byard GJ, Chapman DP &
Community Preventive Services Task F. Economics of collaborative care for
management of depressive disorders: a community guide systematic
review. Am J Prev Med. 2012;42(5):539–49. doi:10.1016/j.amepre.2012.01.011.

13. Gilbody S, Bower P, Whitty P. Costs and consequences of enhanced primary
care for depression: systematic review of randomised economic evaluations.
Br J Psychiatry. 2006;189:297–308. doi:10.1192/bjp.bp.105.016006.

14. Griep EC, Noordman J, van Dulmen S. Practice nurses mental health provide
space to patients to discuss unpleasant emotions. J Psychiatr Ment Health
Nurs. 2015. doi:10.1111/jpm.12279. Epub 2015 Dec 28.

Magnée et al. BMC Family Practice  (2017) 18:10 Page 7 of 8

dx.doi.org/10.1186/s12875-017-0586-4
dx.doi.org/10.1186/s12875-017-0586-4
dx.doi.org/10.1186/s12875-017-0586-4
dx.doi.org/10.1186/s12875-017-0586-4
http://dx.doi.org/10.1192/bjp.bp.113.141424
http://dx.doi.org/10.1001/archpsyc.64.10.1196
http://dx.doi.org/10.1007/s00787-015-0754-9
http://dx.doi.org/10.1007/s00787-015-0754-9
http://www.who.int/mental_health/publications/action_plan/en/
http://www.who.int/mental_health/publications/action_plan/en/
http://dx.doi.org/10.1016/j.genhosppsych.2010.02.003
http://dx.doi.org/10.1016/j.genhosppsych.2010.02.003
http://dx.doi.org/10.1016/j.jpsychores.2009.10.012
http://dx.doi.org/10.1002/14651858.CD001025.pub3
http://dx.doi.org/10.1002/14651858.CD000532.pub2
http://dx.doi.org/10.1002/14651858.CD000532.pub2
http://dx.doi.org/10.1371/journal.pone.0104225
http://dx.doi.org/10.1016/j.amepre.2012.01.011
http://dx.doi.org/10.1192/bjp.bp.105.016006
http://dx.doi.org/10.1111/jpm.12279


15. Van Boeijen CA, van Balkom AJ, van Oppen P, Blankenstein N, Cherpanath
A, van Dyck R. Efficacy of self-help manuals for anxiety disorders in primary
care: a systematic review. Fam Pract 2005. 2005;22(2):192–6. doi:10.1093/
fampra/cmh708.

16. Cape J, Whittington C, Buszewicz M, Wallace P, Underwood L. Brief
psychological therapies for anxiety and depression in primary care: meta-
analysis and meta-regression. BMC Med. 2010;8:38. doi:10.1186/1741-7015-8-38.

17. Huibers MJ, Beurskens AJ, Bleijenberg G, van Schayck CP. Psychosocial
interventions by general practitioners. Cochrane Database Syst Rev. 2007;3:
CD003494. doi:10.1002/14651858.CD003494.pub2.

18. Kendrick T, Simons L, Mynors-Wallis L, et al. Cost-effectiveness of referral for
generic care or problem-solving treatment from community mental health
nurses, compared with usual general practitioner care for common mental
disorders: Randomised controlled trial. Br J Psychiatry. 2006;189:50–9. doi:10.
1192/bjp.bp.105.012435.

19. Van Orden M, Hoffman T, Haffmans J, Spinhoven P, Hoencamp E.
Collaborative mental health care versus care as usual in a primary care
setting: a randomized controlled trial. Psychiatr Serv 2009. 2009;60(1):74–9.
doi:10.1176/appi.ps.60.1.74.

20. NIVEL Primary Care Database (NIVEL Zorgregistraties eerste lijn). Netherlands
institute for health services research. 2015. [cited 2015 Dec 22] Available
from: www.nivel.nl/en/dossier/nivel-primary-care-database. Accessed 22 Dec
2015.

21. Van Hassel DTP, Kasteleijn A, Kenens RJ. Cijfers uit de registratie van
huisartsen: peiling 2013 [Numbers from the registrations of general
practitioners: poll 2013]. Utrecht: NIVEL; 2014.

22. Magnée T, Verhaak P, Boxem R. Verschuivingen van de tweedelijns
geestelijke gezondheidszorg naar de eerstelijn en gevolgen daarvan voor
de benodigde beroepsbeoefenaren: 2009–2012. [Shifting from secondary
mental health care to primary care and the consequences for needed
professions: 2009-2012] Utrecht: NIVEL; 2014.

23. DBC-Informatiesysteem.nl [Internet]. Utrecht, the Netherlands: DBC-
Onderhoud. [cited 2016 Jan 21] Available from: http://www.
dbcinformatiesysteem.nl. Accessed 21 Jan 2016.

24. Statistics Netherlands (Centraal Bureau voor de Statistiek, CBS) [cited 2016
Jan 15] Available from: http://statline.cbs.nl/Statweb/publication/?DM=
SLNL&PA=37296ned&D1=a&D2=0,10,20,30,40,50,62&HDR=G1&STB=T&VW=T.
Accessed 15 Jan 2016.

25. American Psychiatric Association (APA). Diagnostic and statistical manual of
mental disorders (4th ed., text rev.). Washington, DC: APA; 2000. doi:10.
1176/appi.books.9780890423349.

26. Bolton D. Overdiagnosis problems in the DSM-IV and the new DSM-5: can
they be resolved by the distress-impairment criterion? Can J Psychiatry.
2013;58(11):612–7. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/
24246431.

27. Pierre JM. The borders of mental disorder in psychiatry and the DSM: past,
present, and future. J Psychiatr Pract. 2010;16(6):375–86. doi:10.1097/01.pra.
0000390756.37754.68.

28. Sinnema H, Franx G, Spijker J, et al. Delivering stepped care for depression in
general practice: results of a survey amongst general practitioners in the
Netherlands. Eur J Gen Pract. 2013;19(4):221–9. doi:10.3109/13814788.2013.
780018.

29. Newton-Howes G, Tyrer P, Johnson T, et al. Influence of personality on the
outcome of treatment in depression: systematic review and meta-analysis. J
Pers Disord. 2014;28(4):577–93. doi:10.1521/pedi_2013_27_070.

30. Dezetter A, Briffault X, Bruffaerts R, De Graaf R, Alonso J, Konig HH, Kovess-
Masfety V. Use of general practitioners versus mental health professionals in
six European countries: the decisive role of the organization of mental
health-care systems. Soc Psychiatry Psychiatr Epidemiol. 2013;48(1):137–49.
doi:10.1007/s00127-012-0522-9.

31. Verhaak PF, van den Brink-Muinen A, Bensing JM, Gask L. Demand and
supply for psychological help in general practice in different European
countries: access to primary mental health care in six European countries.
Eur J Public Health. 2004;14(2):134–40. Retrieved from http://www.ncbi.nlm.
nih.gov/pubmed/15230497.

32. Gray R, Parr AM, Plummer S, Sandford T, Ritter S, Mundt-Leach R, Gournay K.
A national survey of practice nurse involvement in mental health
interventions. J Adv Nurs. 1999;30(4):901–6. Retrieved from http://www.ncbi.
nlm.nih.gov/pubmed/10520103.

33. Joling KJ, van Marwijk HW, Piek E, van der Horst HE, Penninx BW, Verhaak P,
van Hout HP. Do GPs’ medical records demonstrate a good recognition of

depression? A new perspective on case extraction. J Affect Disord. 2011;
133(3):522–7. doi:10.1016/j.jad.2011.05.001.

34. Kates N, McPherson-Doe C, George L. Integrating mental health services
within primary care settings: the Hamilton Family Health Team. J Ambul
Care Manage. 2011;34(2):174–82. doi:10.1097/JAC.0b013e31820f6435.

35. Verhaak PF, Prins MA, Spreeuwenberg P, Draisma S, van Balkom TJ, Bensing
JM, Penninx BW. Receiving treatment for common mental disorders. Gen
Hosp Psychiatry. 2009;31(1):46–55. doi:10.1016/j.genhosppsych.2008.09.011.

36. Dutch Civil Law, Article 7:458. [cited 2015 Dec 22] Available from http://
www.dutchcivillaw.com/civilcodebook077.htm. Accessed 22 Dec 2015.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Magnée et al. BMC Family Practice  (2017) 18:10 Page 8 of 8

http://dx.doi.org/10.1093/fampra/cmh708
http://dx.doi.org/10.1093/fampra/cmh708
http://dx.doi.org/10.1186/1741-7015-8-38
http://dx.doi.org/10.1002/14651858.CD003494.pub2
http://dx.doi.org/10.1192/bjp.bp.105.012435
http://dx.doi.org/10.1192/bjp.bp.105.012435
http://dx.doi.org/10.1176/appi.ps.60.1.74
http://www.nivel.nl/en/dossier/nivel-primary-care-database
http://www.dbcinformatiesysteem.nl/
http://www.dbcinformatiesysteem.nl/
http://statline.cbs.nl/Statweb/publication/?DM=SLNL&PA=37296ned&D1=a&D2=0,10,20,30,40,50,62&HDR=G1&STB=T&VW=T
http://statline.cbs.nl/Statweb/publication/?DM=SLNL&PA=37296ned&D1=a&D2=0,10,20,30,40,50,62&HDR=G1&STB=T&VW=T
http://dx.doi.org/10.1176/appi.books.9780890423349
http://dx.doi.org/10.1176/appi.books.9780890423349
http://dx.doi.org/10.1097/01.pra.0000390756.37754.68
http://dx.doi.org/10.1097/01.pra.0000390756.37754.68
http://dx.doi.org/10.3109/13814788.2013.780018
http://dx.doi.org/10.3109/13814788.2013.780018
http://dx.doi.org/10.1521/pedi_2013_27_070
http://dx.doi.org/10.1007/s00127-012-0522-9
http://dx.doi.org/10.1016/j.jad.2011.05.001
http://dx.doi.org/10.1097/JAC.0b013e31820f6435
http://dx.doi.org/10.1016/j.genhosppsych.2008.09.011
http://www.dutchcivillaw.com/civilcodebook077.htm
http://www.dutchcivillaw.com/civilcodebook077.htm

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Data sources
	Patient data

	Results
	Patients with and without disorders in three settings
	Referrals
	Complexity of problems

	Discussion
	Summary of findings
	Potential for substitution from PCPs and specialized care to family practice
	Potential for substitution from specialized care to PCPs
	Health care costs
	International relevance
	Strengths and limitations

	Conclusions
	Additional files
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

