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ORIGINAL PAPERS
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SUMMARY
Background. Morale is a perennial concern in general practice
and, over the years, a variety of tools have been used to exam-
ine doctors’ mental well-being in a range of psychological and
sociological studies. Despite perceived associations between
low morale and practice area deprivation, this has not been
investigated previously.
Aim. To devise and apply a measure of mental well-being in
general practitioners, and to use this to investigate the effect of
practice area deprivation.
Method. A questionnaire was devised and piloted, then used in
an anonymous postal survey of a random sample of 500
London general practitioners, with questions on demography,
workload, practice characteristics, patient centredness, and
practice area deprivation.
Results. A total of 334 (68%) doctors replied to the question-
naire. Of these, 45% often feel exhausted, 46% are often frus-
trated by trivial consultations, and a third are seriously disen-
chanted with work. The resulting well-being score had a normal
distribution, was reproducible (test–retest reliability = 0.91),
and was internally consistent (Cronbach’s alpha = 0.76).
Comments from respondents suggested good face validity.
Low well-being was not associated with practice area depriva-
tion, but was associated with time stress, small practices and
primary care teams, and lack of patient centredness.
Conclusion. The instrument provided a useful tool for examin-
ing doctors’ well-being and the associations thereof. Well-being
was not associated with practice area deprivation. Help for
small primary care teams and measures to reduce time stress
should help to improve morale.

Keywords: depressed areas; morale; general practitioners;
questionnaire survey .

Introduction

THE 1990s have seen increasing concern about low morale in
general practice.1 Many general practitioners (GPs) are retir-

ing early or changing career midstream, and both training
schemes and doctors looking for partners are having recruitment
problems.2 These problems are commonly perceived to be partic-
ularly severe in inner cities and deprived areas. The survey
described in this paper was therefore designed to explore the
hypothesis that low morale is related to the deprivation of the
practice area.

Concern about morale has been present to a greater or lesser
extent for at least the last 40 years. The 1965 ‘GP charter’ was a
reaction to a previous crisis and, although general practice
became a popular career aim in the 1980s, ‘stress’ was still topi-
cal throughout this time.3-7

Over the years, the subject has been explored in different

ways; for example, sociologists ask their subjects if they enjoy
their work, are satisfied with their work, or if they have regretted
becoming doctors.8,9 Lack of enjoyment seems to be related to
finding more consultations to be trivial.8 Questionnaires original-
ly designed to screen for mental illness; for example, the General
Health Questionnaire (which screens for depression)6 or the
Crown Crisp Experiential Index (which gives scores for anxiety
and depression),7 are often used by psychologists.

More recently, burnout has become topical10-13 — this is a
construct with three dimensions: emotional or physical exhaus-
tion, treating people as objects, and lowered job productivity.11

The term burnout implies an either/or phenomenon, although the
most usual instrument used for its measurement produces a score
with no clear cut-off point.12

Other workers have explored the concepts of ‘stress’ and ‘job
satisfaction’.3-5,7 Each has been used as an outcome and as
explanatory variables. Many of the measures used result in long
and complex questionnaires with variable face validity for
respondents — length, ease of response, and perceived relevance
all strongly affect response rate.

This paper describes an attempt to devise a short, user-friendly
measure for GP ‘well-being’. This was then used to explore the
hypothesis of interest, i.e. that well-being is related to practice
area deprivation. A variety of demographic, structural, and work-
load factors that might act as potential confounders were also
measured.

Method
Devising a measure
Items for the questionnaire drew on the papers discussed above
and were designed to measure feelings of exhaustion and disen-
chantment (two questions), frustration with trivia (one question),
failure (two questions), isolation (one question), and alienation
(two questions), with two global questions on enjoyment of work
and career satisfaction. The whole questionnaire fits easily on
one side of A4 paper. Doctors were asked to rate the extent to
which each question or statement fitted their state of mind over
the previous three months, using a Likert-type scale.

Explanatory variables
For the full study, the surgery’s postcode was used to measure
deprivation. Confounding variables measured included patient
centredness (seven questions devised by Grol et al14), demogra-
phy, practice characteristics, and workload. The primary care
team was assessed by calculating the number of different types
of staff either employed or attached, regardless of hours worked;
for example, two practice nurses + five receptionists + one
attached district nurse = three.

Workload was assessed by asking doctors to estimate numbers
seen, hours of paperwork, etc., and by subjective measures.

The Maslach burnout inventory was also included.15

Pilot study
A shortened version of the questionnaire was piloted on 50 doc-
tors randomly selected (by computer program) from the area of
interest. After four weeks, a second mailing was sent including
the new measure, a few selected explanatory variables, and a
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‘comments’ section to test for test–retest reliability, user friendli-
ness, and major omissions. As a result of the comments, the
Likert scale for the new measure was expanded to include ‘some-
times’ between occasionally and regularly, and two questions on
paperwork were added to the explanatory variables.

Full survey
Each GP on the lists of three London family health services
authorities (FHSAs) was allocated a number unique to the study.
Then, 170 doctors were selected randomly (by computer pro-
gram) from each FHSA, excluding those who had been mailed in
the pilot. A power calculation had suggested that 500 subjects
should be sufficient to ascertain a 5% difference in well-being
between doctors working in areas with different degrees of depri-
vation with 95% power, assuming a 70% response rate.
Responder anonymity was guaranteed. Non-responders (identi-
fied by code) were remailed after four weeks and telephoned
after a further four weeks. All the replies were loaded onto a
computer spreadsheet and analysed using the ‘Minitab’ computer
package.16 Correlation coefficients quoted are Pearson product
moment coefficients.

Results
Response
The pilot survey of 50 doctors had a response of 30 to the first
mailing and 24 to the second, with 22 complete pairs available
for analysis.

The base population was 877, of whom a sample of 516 were
selected. A total of 27 were ineligible (seven on maternity leave,
five on sick leave, 12 left or retired, one on sabbatical, one dead,
one ‘not at this address’). The overall response was 334, giving a
response rate of 68%. The response rate for the different
explanatory variables varies, so denominators vary.

The sample drawn was representative of the population of
GPs. There was very little variation between FHSAs. There was
an insignificant tendency for a higher response rate from women
(73% for women versus 66% for men) and a lower response
from small practices (one doctor, 63% response; 2–3 doctors
59% response; 4–6 doctors 78% response; 7–12 doctors, 96%
response; P < 0.005, ANOVA). There was a mild association
between speed of reply and well-being (see below; correlation
–0.19, P = 0.001), with demoralized doctors responding faster.

Assessing the well-being measure (Table 1)

Of the respondents, 45% of GPs feel exhausted ‘often’ or ‘more
frequently’ (score < 2), and 46% are often frustrated by trivial
consultations. A third of GPs are often disenchanted with work,
46% often feel that they are not enjoying work as much as
before, and a third would probably or definitely not be a GP
again, given a choice. Experience of directly expressed negative
feelings for patients seems relatively rare (3% score this often or
more frequently), but 7% often feel that they have failed, and
13% that they have compromised standards. Some 14% often
feel isolated, and just over one in five often feel that they are not
appreciated.

Scores for individual questions were summed to give an over-
all ‘well-being’ score. The mean score was 32.8 (SD = 8.1),
median 33; the 99% confidence interval for the mean was
31.9–33.7, first quartile 28, third quartile 39, with a range of
scores from 11 to 52. Thus, although this is an integer score, it
approximates to a continuous variable with a normal distribution
(see Figure 1). For this reason, it was felt that parametric statis-
tics, while not strictly correct, should be robust enough to handle
the data.17

Reliability

The measure was reproducible.18 Test–retest reliability was 0.91,
P < 0.001 (correlation coefficient, n = 22, pilot). Internal consis-
tency appeared to be satisfactory.18 Cronbach’s alpha for homo-
geneity was 0.76. Item–total correlation for each question (com-
puted by regressing the score for each question against the sum
of the remaining questions) ranged from 0.38 to 0.70. The high-
est correlations were for question 2 (feeling bored, frustrated, or
disenchanted: 0.70), question 1 (feeling exhausted: 0.59), ques-
tion 3 (being frustrated by trivia: 0.57), and question 7 (feeling
isolated: 0.56).

Face validity of well-being measure

Invited comments tended to support the validity of the measure
(see below).18 There were 260 topics of complaint from 145 indi-
viduals. The mean well-being score for these individuals was
30.8. Six individuals made comments about enjoying work —
their mean well-being score was 38.7. Favourite topics of com-
plaint concerned paperwork (33 comments), patient demands
(29), the new contract and government policy (29), lack of time
or excess workload (25), lack of resources or support from hospi-
tal or community services (19), and lack of FHSA recognition or
support (17). Examples include:

‘Something must be done’ — score 22
‘I’m past caring about getting behind. Let the B…………
wait’ — score 27
‘I feel that I have lost my way’ — score 15
‘Undervalued’ — score 22
‘I am giving up general practice’ — score 23, and,
‘I enjoy general practice very much’ — score 43.

Relationship between well-being and burnout scores

There was moderate correlation between the total score and the
Maslach inventory: 0.69 for emotional exhaustion (P = 0.001),
0.49 for depersonalization (P = 0.001), and 0.20 for personal
achievement (P = 0.001).

Figure 1. Histogram of well-being scores.
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Investigating possible explanatory variables

Following the advice of Rose,19 the well-being score was used to
investigate explanatory variables, rather than choosing an artifi-
cial cut-off point, and the nature of the associations explored; for
example, is any suggested relationship continuous or more com-
plex?

Statistical t-tests were used for binary variables and ANOVA
for categorical variables or stratified continuous variables.

Deprivation, as measured by underprivileged area (UPA)
score20,21 for the postcode area of the GPs’ surgeries, varied
between FHSAs (mean scores 21, 32, and 44). It was associated
with greater numbers of small practices, below-standard premis-
es, high weekly consultation rates, finding keeping to time stress-
ful, and crime. It was not, however, associated with ‘well-being’
(Table 2), and nor was the local unemployment rate.

Working in a small practice and having a primary care team
with fewer skills (‘team skills’) did seem to be associated with
well-being (Table 2), although the number of doctors affected in

the case of team skills is quite small. The two are associated
(Table 3), and both show the same pattern of association with
well-being, i.e. lower well-being in small practices/teams, a flat
association in the centre of the distribution, and dramatic
increase in well-being in large practices/teams.

Patient centredness was linearly correlated with well-being
(Table 2), as was experience of violence in the previous year.

Workload appears to be associated with low well-being in a
curious manner (Table 4); as the analysis moves from more
‘objective’ measures, such as the number of patients seen, to
more ‘subjective’ measures, such as feeling overworked, the
association becomes progressively stronger. The strongest factor
of all is ‘time stress’ — as shown in the answer to the question,
‘Have you found keeping to time stressful?’.

Minitab was used to build a multiple regression model to find
the strongest combination of explanatory variables. Starting with
the most powerful predictors, a stepwise procedure to find the
optimal combination17 had two conditions:

Table 1. Well-being questionnaire numbers (%).

Question
Over the last three months Never Occasionally Sometimes Often Regularly Most of the time n
(Score) 5 4 3  2 1 0

1. Have there been times when you 
have felt exhausted physically, 9 63 109 70 64 12 327
emotionally or intellectually? (3) (19) (33) (21) (20) (4)

2. Have there been times when you 
felt bored, frustrated or disenchanted 24 79 117 51 48 8 327
with your work? (7) (24) (36) (16) (15) (2)

3. How often have you felt frustrated 
by the proportion of your work that 
consists of seeing patients for 
problems that are trivial, 18 70 87 75 61 15 326
unnecessary or inappropriate? (6) (21) (27) (23) (19) (5)

4. Have there been times when you 
have felt that you had failed in your 38 158 108 16 5 2 327
work? (12) (48) (33) (5) (2) (1)

5. Have you found that you didn’t really 
care very much about your patients 147 117 51 6 3 1 325
and what happened to them? (45) (36) (16) (2) (1) (0.5)

6. How often do you feel that you have 39 142 103 24 11 6 325
compromised your clinical standards? (12) (44) (32) (7) (3) (2)

7. How often have you felt isolated 87 103 91 23 14 8 326
in your work? (27) (32) (28) (7) (4) (2)

8. Have you felt that you were not 
really appreciated by patients, staff, 53 91 112 37 22 (9) 324
colleagues or the FHSA? (16) (28) (35) (11) (7) 3

Not Probably Definitely 
Yes Probably Sure not not n

4 3 2 1 0

9. Have you enjoyed your work as 57 62 56 94 54 323
much as ever? (18) (19) (17) (29) (17)

10. If you could have your life again, 90 57 67 71 40 325
a) would you choose to work as a GP? (28) (18) (21) (22) (12)

b) would you work in this area? 90 74 58 74 29 325
(28) (23) (18) (23) (9)
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1. Each explanatory variable must be significant at the P < 0.02
level.

2. Each variable must add at least 2% to the total explanatory
power.

Three variables were identified that together explained 22% of
the variation in well-being, all remaining highly significant
(P < 0.002). These were time stress, (less stress, higher well-
being), patient centredness (more patient centred, higher well-
being), and team skills.

Discussion
The response rate of 68% was very gratifying and tends to justify
the use of a new ‘tailored’ measure. The response reflects doc-
tors’ concern with low morale and, together with the virtual
absence of ‘spoiled papers’, confirms that doctors found the new
measure easy to complete and a valid way of exploring the topic.

There are suggestions of minor response bias in favour of replies
from larger practices and from doctors with lower well-being,
but neither is sufficiently strong to invalidate the overall find-
ings.

The correspondence between very low scores and comments
suggesting extremes of disillusionment supports the validity of
the study, as does the association with the Maslach inventory
burnout scores. Direct confirmation; for example, by interview-
ing doctors, was not feasible because of the anonymous design of
the survey. The association with the ‘personal achievement’
dimension of the Maslach inventory is weak, but this dimension
may not be reliable among doctors.13 The concordance between
the findings and those of other work in the field of stress and
burnout also suggest that the same cluster of concepts is being
measured (e.g. associations with longer working hours, time
stress, and violence3,5,6,22,23).

The measure had a reasonable level of internal consistency for
an epidemiological survey and was reproducible in the short
term.18 Some of the questions have skewed responses, but even
these questions had reasonable item–total correlation coeffi-
cients. Moreover, the distribution of the overall score corre-
sponds closely to a ‘normal’ distribution, so manipulation of
these scores before summation (e.g. by transformation) was not
thought necessary.17,18

The well-being score was useful as a tool for exploring
explanatory variables at the population level. The total of 22% of
the variance in well-being explained is similar to other studies.7

GPs are surprisingly heterogeneous when studied in this way. At
the individual level, this is a low level of prediction, and the vari-
ables found would not necessarily work as predictors of the well-
being of any one GP.

The measure may or may not be repeatable in a different set-
ting, e.g. outside London; further testing would be required to
judge this. Sensitivity to change in the long term would be an
extremely useful characteristic, but again further testing would
be required to establish this.

The title ‘well-being’ was chosen for the score to avoid bias-
ing the reader by using a word such as ‘morale’ or ‘burnout’,
which make assumptions about what the measure is recording
and implies an either/or phenomenon. Although doctors with
very low well-being scores appeared to be deeply unhappy at
work, judging from their comments, their experience is not cate-
gorically different from that of their colleagues. The usual
emphasis on binary disease-type models (e.g. finding ‘sick’ or
‘bad’ doctors) has the drawback of stigmatizing doctors who
seek support, and aids denial24 — after all, everyone has bad
days, so why are they (or I) making such a fuss?

It is clear that, in this inner-city area with deprivation scores
ranging from 0 to +55, doctors’ well-being varied considerably
but was not associated with deprivation. This is surprising, since
deprivation was associated with more small practices, higher
time stress, and higher workload (consultation rate), all of which

Table 2. Well-being score and selected explanatory variables.

Mean well- 95% 
being confidence

n score limits 

UPA score
–4 to 20 50 33.04 30.9–35.2 F  = 0.91
20.1–30 57 31.68 29.9–33.5 P  = 0.436
30.1–40 84 33.25 31.6–34.9
40.1–56 86 31.57 29.7–33.4

Number of doctors
1–2 86 30.9 29.2–32.7 F  = 3.13
3–4 62 32.6 30.6–34.6 P  = 0.026
5–6 63 32.3 30.4–34.2
7–10 52 35.1 33.1–37.1

No. of team skills
1–2 29 29.3 26.7–32.0 F  = 3.00
3–4 54 32.8 30.4–35.1 P  = 0.019
5–6 81 32.1 30.4–33.8
7–8 77 32.3 30.8–33.9
9–12 35 35.9 33.1–38.8

Patient centredness
1–10 28 27.6 24.8–30.5 F  = 5.14  
10.1–13.5 68 30.9 28.9–33.0 P < 0.001
13.6–17 119 32.7 31.3–34.0
17.1–20 47 34.3 32.0–36.6
20.1–30 15 36.6 32.3–40.9

Experience of violence
Nil 97 34.2 32.7–35.8 F  = 4.59
Verbal 148 31.2 30.1–32.3 P  = 0.01
Assault 24 31.7 27.6–35.8

Table 3. Number of doctors in the practice by number of skills in the primary care team.

Number of skills in the primary care team

Number of doctors 1–2 3–4 5–6 7–8 9–12                    Total

1–2 20 (71) 29 (58) 24 (30) 7 (9) 3 83 (30)
3–4 6 (21) 16 (32) 27 (34) 16 (21) 5 (13) 70 (25)
5–6 2 (7) 5 (10) 21 (26) 27 (35) 13 (33) 68 (25)
7–10 0 0 8 (10) 27 (35) 18 (46) 53 (20)

Total 28 50 80 77 39 274

Chi square = 111.27; 15 df; P < 0.001.
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were associated with well-being. A survey that included doctors
outside London might have a different finding, or the explanation
could be a degree of self-selection — doctors with a strong sense
of vocation choosing to work in inner London.

Workload was associated fairly weakly with well-being, but
the strongest association was with the highly subjective ‘time
stress’. This confirms previous work in which subjective work-
load, and in particular time stress, had a greater explanatory
power than objective workload.3,5,22 A possible explanation may
lie in Howie’s examination of doctor styles.3 If doctors work at
different natural paces, it follows that doctors will become ‘over-
loaded’ at different points.

Size of practice and primary care team had a non-linear rela-
tionship with well-being. The steep rise in well-being with larger
teams might be something to do with fundholding, which was
not included in the questionnaire. There is also a fall in well-
being with very small practices and teams, which could be worth
addressing. A qualitative study by Slater25 recommended target-
ing support at small or poorly functioning teams.

Another group worth targeting for help, although not signifi-
cant in the multiple regression (perhaps because of small num-
bers), may be those experiencing (perhaps repeatedly) violence
and abuse at the hands of patients.

Conclusion
The well-being measure was user friendly and achieved its aim
of gaining a high response rate. Face validity and reliability seem
to be satisfactory for an epidemiological measure, but further
work would be required to confirm this and to confirm generaliz-
ability and sensitivity to change.

Working in a deprived area was not associated with well-
being. One explanation could be self-selection of highly motivat-

ed doctors. Previous associations of morale measures, such as
stress and burnout, with time stress, primary care team variables,
and experience of abuse were confirmed.

Does low well-being matter? This is partly a matter for value
judgements about humanity to doctors. However, low well-being
also brings problems of recruitment and poor retention, with
resultant shortages of doctors, and the link with ‘trivial’ consulta-
tions and patient centredness suggests that quality of care may
suffer.8,14

Suggested action includes:

1. Provide help for small teams — they are likely to be under
more strain.

2. Accept different caseloads, and do not overload doctors —
beware too many efficiency savings!

3. Target support at doctors suffering from repeated patient
abuse.

References
1. McBride M, Metcalfe D. General practitioner’s low morale: reasons

and solutions. Br J Gen Pract 1995; 45: 227-229.
2. Mathie T. The primary care workforce: a time for decisive action. Br

J Gen Pract 1997; 47: 3-4.
3. Howie JGR, Hopton JL, Heaney DJ, Porter AMD. Attitudes to med-

ical care, the organization of work, and stress among general practi-
tioners. Br J Gen Pract 1992; 42: 181-185.

4. Branthwaite A, Ross A. Satisfaction and job stress in general prac-
tice. Fam Pract 1988; 5: 83-93.

5. Wilson A, McDonald P, Hayes L, Cooney J. Longer booking inter-
vals in general practice: effects on doctors’ stress and arousal. Br J
General Pract 1991; 41: 184-187.

6. Firth-Cozens J. Emotional distress in junior house officers. BMJ
1987; 295: 533-535.

7. Cooper CL, Rout U, Faragher B. Mental health, job satisfaction and
job stress amongst general practitioners. BMJ 1989; 298: 366-370.

8. Cartwright A, Anderson R. General practice revisited. London;
Tavistock Publications Ltd, 1981.

Table 4. Workload and well-being.

Mean 95% confidence 
n well-being score interval mean

Work
Full-time 239 31.9 30.9–32.9 t = 2.79
Part-time 42 35.4 33.1–37.7 P = 0.007 

Patients per week
40–100 62 34.5 32.5–36.4 F = 2.42
101–150 98 32.1 30.5–33.8 P = 0.067
151–200 64 31.1 29.3–32.9
201–250 16 30.4 26.9–34.0

Paperwork hours per week
0–5 70 32.4 30.7–34.2 F = 4.03
6–10 105 33.3 31.7–35.0 P = 0.008
11–15 50 32.5 30.6–34.4
16–30 23 27.2 24.0–30.4

How would you rate your clinical workload?
On the light side 4 31.0 6.5–55.6 F = 3.29
Just about right 57 35.3 33.2–37.3 P = 0.021
Rather too much to do 165 31.7 30.6–32.9
Severely overworked 50 31.5 29.2–33.9

Have you found keeping to time stressful?
Not at all 12 37.4 31.7–43.1 F = 9.62
Slightly 64 35.9 34.0–37.8 P < 0.001
Definitely 91 32.7 31.1–34.2
Quite a lot 53 30.6 28.8–32.4
Extremely 55 28.5 26.4–30.6



552 British Journal of General Practice, September 1997

S Grieve Original papers

9. Allen I. Part-time working in general practice. London: Policy
Studies Institute, 1992.

10. Morrice JKW. Job stress and burnout. Bull R Coll Psychiatr 1984; 8:
45-46.

11. Perlman B, Hartmann EA. Burnout: summary and future research.
Hum Rel 1982; 35: 283-305.

12. Maslach C, Jackson EJ. The measurement of experienced burnout. J
Occup Behav 1981; 2: 99-113.

13. Deckard G, Meterko M, Field D. Physician burnout: an examination
of personal, professional and organizational relationships. Med Care
1994; 32: 745-754.

14. Grol R, de Maeseneer J, Whitfield M, Mokkink H. Disease-centred
versus patient-centred attitudes: comparison of general practitioners
in Belgium, Britain and The Netherlands. Fam Pract 1990; 7: 100-
103.

15. Maslach C, Jackson SE. Maslach burnout inventory. Palo Alto, CA:
Consulting Psychologists Press, 1981.

16. Minitab statistical software. State College, PA: Minitab, 1991.
17. Kirkwood BR. Essentials of medical statistics. Oxford: Blackwell

Scientific Publications, 1988.
18. Streiner DL, Norman GR. Health measurement scales. A practical

guide to their development and use. Oxford: Oxford Medical
Publications, 1989.

19. Rose G. The strategy of preventive medicine. Oxford: Oxford
University Press, 1992.

20. Jarman B. Identification of underprivileged areas. BMJ 1983; 286:
1705-1709.

21. Jarman B. Underprivileged areas: validation and distribution of
scores. BMJ 1984; 289: 1587-1592.

22. Dierendonck van D, Groenewegen PP, Sixma H. Burnt out. A
research into feelings of motivation and demotivation among general
practitioners. Netherlands: Netherlands Institute of Primary Health
Care (NIVEL) Summary, 1992.

23. Kirwan M, Armstrong D. Investigation of burnout in a sample of
British general practitioners. Br J Gen Pract 1995; 45: 259-260.

24. Smith R. All doctors are problem doctors. BMJ 1997; 314: 841-842.
25. Slater J. Occupational stress in general practice. Swansea: Teamcare

Valleys, 1993.

Address for correspondence
Dr S J Grieve, 52 Holywell Hill, St Albans, Herts AL1 1BX.


