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7.1  Summary 

7.1.1  Background 

Depression and anxiety in older people are characterised by high prevalence, 

unfavourable prognosis, reduced quality of life, excess mortality, and substantial 

costs for society (Beekman et al., 1997; Beekman et al., 1998). Both of these late-

life disorders are under-diagnosed and under-treated (Unutzer & Bruce, 2002), but 

prevention is a promising approach to the problem (Cuijpers et al., 2005). Sub-

threshold anxiety and depression (i.e. the presence of symptoms of anxiety or 

depression with no evidence of the actual psychiatric disorder) are prognostic 

variables for major depression and anxiety disorder (Cuijpers et al., 2006; Smit et 

al., 2007). Interventions for sub-threshold disorders may prevent the onset of new 

cases of major depression and anxiety disorder (i.e. indicated prevention) 

(Willemse et al., 2004). Innovative projects based on shared care models for the 

indicated prevention of new cases of mental disorders may be an important step 

forward in an attempt to reduce the enormous burden of these disorders.  This was 

demonstrated in a recent meta-analysis of randomised trials focusing on preventive 

interventions (Cuijpers et al., 2005).  

 

In the study described in this thesis the indicated prevention of depression and 

anxiety is incorporated in a stepped-care programme offering the elderly participant 

with sub-threshold depression or anxiety disorder various interventions, ranging 

from non-committal to interventions requiring a certain amount of involvement. 

 

The prevention programme described in this thesis was as follows:  

Design  Randomised controlled trial.  

Primary aim  To test the effectiveness and feasibility of a generic stepped-care 

programme to prevent the development of such illnesses in older 

people who have a high risk of developing major depression or 

anxiety.  

Setting  Thirty-three primary care practices in the Netherlands.  

Population  170 consenting individuals, 75 years of age and older, presenting 

with sub-threshold depression or anxiety, but not meeting the full 

DSM-IV diagnostic criteria according to the Mini International 

Neuropsychiatric Interview.  

Intervention  Participants were randomly assigned to a preventive stepped-care 

programme (n=86) or to usual primary care (n=84). The 

intervention was designed according to the principles of stepped-



care and outcome management, thus offering the flexibility to step 

up to more intensive interventions, if necessary. The intervention 

was structured in cycles of three months, and consisted of the 

following four steps: 

1) The participants started with the first step, i.e. the least intensive 

intervention: watchful waiting, because it is well known that sub-

threshold symptoms may be only temporary and spontaneous 

remission is common. 

2) The second step consisted of a bibliotherapeutic self-help 

intervention based on cognitive behavioural therapy, the “Coping 

with Depression” course (Antonuccio et al., 1984; Cuijpers, 1998; 

Haringsma et al., 2005). This course was adapted for individual 

use, and also extended to include sessions focusing on anxiety. 

The participants were expected to work through the chapters of the 

self-help book independently, but received home visits (maximum 

three) and supportive telephone calls (a maximum of three) from 

district nurses.  

3) The third step consisted of problem-solving treatment (PST) 

(Mynors-Wallis, 2001; Kendrick et al., 2005), which was offered for 

a maximum of seven home visits by a district psychiatric nurse. 

She explained the various stages of PST, and stimulated patients 

to apply PST to their real-life problems.  

4) The final step was referral to a primary care physician to discuss 

suitable medication or other appropriate treatment for a full-blown 

disorder, if necessary. The general practitioner received 

information about the diagnosis and treatment history to guarantee 

consistency in the intervention, and to pave the way towards further 

treatment where appropriate.  

  

Monitoring the severity of depression and anxiety symptoms every 

three months made it possible to evaluate the outcome of each 

step. Based on the results of this monitoring, decisions were made 

to return to watchful waiting or to step up to more intensive 

treatment.  

Main clinical outcome  A MINI/DSM-IV diagnosis of depression and/or anxiety 

disorder (panic disorder, agoraphobia, social phobia, and 

generalised anxiety) was determined by interviewers who were 



blinded for the randomisation status of the participants. Diagnostic 

status was determined at baseline and at 6-monthly intervals. 

People who did not meet the diagnostic criteria for any of these 

disorders at the 6-monthly intervals were assumed to be disorder-

free during the first year (Chapters 2 and 4) or during the 2-year 

duration of the study (Chapter 6), which was the principal outcome 

of this study.   

 

We hypothesised that the stepped-care programme could prevent development 

from a sub-threshold disorder to a full-blown disorder. 

 

7.1.2   Chapter 2 

Since the aim of the study was to produce a programme that was feasible and 

effective, and which could easily be implemented on a larger scale, the resulting 

implications for the design of the project were: (i) that participants were 

representative of older people living in the community (very few exlusion criteria), 

(ii) well-tested, simple and inexpensive methods had to be used to identify and 

recruit participants, (iii) the stepped-care programme had to be based on widely 

available interventions with proven efficacy, and (iv) the design included a control 

group receiving usual care.  

Publication of the design and the protocol of the study gave us the 

opportunity to reflect on the background principles and the methodological quality 

of the project, and also to explain in detail the content of the stepped-care 

programme which we intended to offer to the participants in the study: a unique 

project based on indicated prevention for older people, making it extremely relevant 

for general practioners, geriatricians, psychiatrists, psychologists and primary care 

nurses.  

 

7.1.3   Chapter 3 

To assess the prevalence of depression and anxiety symptoms in the (75+) 

population of West Friesland, we analysed CES-D data (Centre of Epidemiologic 

Studies-Depression scale) derived from the PIKO (Preventive Intervention Frail 

Elderly) study. The  PIKO study had started, shortly before the stepped-care 

project, by sending a health questionnaire to the entire population of people who 

were 75 years and older in West-Friesland. The project was embedded in a unique 

collaboration between the primary care practices in West-Friesland, various other 



health care institutions such as the regional mental health centre, and the regional 

home care service “Omring”.  

 

7.1.4   Chapter 4 

The aim of the study was to test the hypothesis that an indicated stepped-care 

prevention programme to prevent depression and anxiety disorders in people 75 

years and older would be more effective than usual care alone. Chapter 4 presents 

the results of the prevention programme, and the cumulative incidence of 

depression and anxiety disorder after one year.  

One limitation of the one-year results concerned the differential drop-out rates, 

which were considerably higher in the intervention group than in the usual care 

group. These drop-out rates could have influenced the results of the study (see 

7.2.2 limitations).  

  

7.1.5   Chapter 5 

This chapter describes a cost-effectiveness analysis which was performed 

alongside the  randomised prevention trial (core of this thesis) comparing clinical 

outcomes and service use between the two groups of older (75+) participants with 

sub-threshold depression or anxiety. 

 

7.1.6   Chapter 6 

Finally, since the effects of an intervention often decrease within one year after 

participation, the two-year results of the programme, mainly focusing on follow-up 

without active intervention, are presented in Chapter 6. We therefore investigated 

the long-term (2-year) effects of the stepped-care prevention programme for 

depression and anxiety disorders in older people, compared to usual care.  

 


