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SUMMARY
Background. The patient self-rating questionnaire is commonly
used as a research tool to identify patients with 'unrecognized'
depression. There is no evidence to support its use as a clinical
tool in general practice.
Aim. To determine whether use of the 30-item general health
questionnaire (GHQ) is a practical means of increasing identifi-
cation of 'new' episodes of emotional distress among patients
consulting their general practitioner (GP).
Method. A randomized controlled trial was carried out in a
Scottish new town practice with eight partners. In the waiting
room, 1912 patients aged over 14 years and consulting over a
10-month period attempted to complete the GHQ. The 'clinical
judgement' group posted the questionnaire into a box then
attended the doctor as normal. The 'screened' group presented
the questionnaire to the doctor. After the consultation, the doc-
tor completed an assessment questionnaire. The main outcome
measures were GHQ scores and doctors' assessments of men-
tal health.  
Results. In total, 1589 patients were eligible to participate.
However, 207 patients in the screened group were excluded
because the doctor did not look at the questionnaire. The clini-
cal judgement group (59.7% patients) and the screened group
(40.3%) were compared. Although the doctors' diagnoses of
distress were low in the clinical judgement group (8.1%), they
were significantly greater in the screened group (13.9%) where
the diagnosis of depression was doubled. The percentage of
patients scoring greater than or equal to 9 (GHQ+) was 21.5%
and 21.0% respectively. The level of agreement between the
doctors’ diagnoses of distress and the questionnaires scoring
GHQ+ rose from 19% in the clinical judgement group to 35% in
the screened group.                   
Conclusions. The general health questionnaire used in a prac-
tice setting increases the identification of patients with emotion-
al distress. However, the use made of the questionnaires in the
screened group raises questions of doctor and patient accept-
ability.

Keywords: depression, general health questionnaire, random-
ized controlled trial.

Introduction

EMOTIONAL problems experienced by patients in general
practice have been given a high profile in recent years.1 Up to

20% of the general practice population are estimated to be emo-
tionally disturbed,2 depression being the commonest diagnosis
made under research conditions.3 Between 70% and 90% of peo-
ple who develop depression consult their doctor; more so when
severely depressed.4-6 There is also evidence to suggest that treat-
ment of depression in general practice is beneficial to the
patient.7

Attention has focused on patients with 'unrecognized' depres-
sion8-11 whose condition, despite fulfilling research criteria for a
depressive illness, remains undiagnosed when they present at
their doctor. The patient self-rating questionnaire is used under
research conditions to screen attenders for probable ‘psychiatric
cases’. The 30-item general health questionnaire (GHQ) was
used in this study as an adjunct to the doctors’ clinical skills to
assist patient assessment. The questionnaire is well validated for
use in a general practice setting.12 It takes only a few minutes for
the patient to complete and the score can be easily totalled by the
doctor during the consultation.

This study aims to determine the practical application of the
GHQ during a routine consultation and to assess its effect on
recognition of emotional distress.

Method
This randomized controlled trial was conducted over a 10-month
period at a health centre in a Scottish new town. The practice
population comprised 10 000 patients, of whom 2097 were
approached. The eight general practitioners at the practice, four
male and four female, all participated. They each had an equal
share of practice workload and a part-time appointment outwith
the practice.

Patients were eligible for the study if they were aged 14 years
or over, registered at the practice, and attending for a ‘non-emer-
gency’ appointment. Patients were recruited once only. They
were excluded if identified as ‘distressed’ (as defined by the doc-
tor) at recruitment or during the preceding year: in these circum-
stances, the doctor will already be sensitized to the diagnosis.
The level of distress ranged from trivial and transient to severe
and prolonged.

The days of each week were allocated using random number
tables to either control or experimental conditions. Under control
conditions the patient posted the completed questionnaire into a
sealed box before consulting the doctor, creating a ‘clinical
judgement’ group. Under experimental conditions the patient
gave the questionnaire to the doctor to scan at the beginning of
the consultation forming a ‘screened’ group.13

Doctors conducted one surgery per week under research con-
ditions. They were listed alphabetically, rotating in such a way
that, for each doctor, week days were equally represented.
Reception staff instructed patients and handed out questionnaires
for four days of the week. Surgeries started 10 minutes late to
accommodate the study. Immediately after each consultation the
doctor completed a questionnaire.

Patient questionnaire
This provided demographic, registration, and attendance details.
It also included the 30-item GHQ. A cut-off point of five is used
in epidemiological studies;14,15 at this score there is a 50% likeli-
hood of the patient having a psychiatric condition.16 However, in
a general practice setting, research has shown that increasing the
threshold value to nine increases the clinical usefulness of the
questionnaire.11,17,18,19

The Likert scoring method12 was explained to the doctors and
its interpretation was discussed.
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All questionnaires that were attempted were included in the
analysis because doctors were likely to respond to a patient scor-
ing nine or more (GHQ+), whether or not the questionnaire was
complete. Analysis of scores less than nine (GHQ-) should there-
fore be interpreted with caution.  

Doctor questionnaire
The doctor questionnaire collected the following data:

Patient factors important to the consultation – physical, psy-
chological, social problems, and other (e.g. repeat prescrip-
tions, sickness certificates). 
Diagnosis of current emotional distress and chronic physical
disorders: the classification system of the Royal College of
General Practitioners20 was used. 
Management of patients identified as having emotional dis-
tress: 
– ‘long’ or ‘short’ discussion about distress as assessed by 

the doctor,
– prescription for an antidepressant or tranquillizer, or sick

ness certificate for distress,
– referral to health visitor, community psychiatric nurse, 

psychologist and psychiatrist,
– follow-up of the patient – either instructed to make anoth

er appointment to discuss distress or expected to initiate 
further contact.

Indicators of the practical implications of using the GHQ:
– duration of consultation (stop clocks were provided),
– doctor’s perceived stress level on a scale of 1 to 7.

Statistical analysis
The data were analysed using SPSS-X. Chi-square tests were
used for comparison of groups and a two-tail t-test was used for
comparison of continuous variables.

Results
Over a 10-month period, 2097 patients were offered a question-
naire (Figure 1). Those patients who refused to participate
totalled 185 (8.8%), of which 102 (55.1%) reported forgetting
glasses as a reason for not completing it, 13 (7.0%) had language
difficulties, 35 (18.9%) had physical problems that precluded
writing, and 35 (18.9%) gave no explanation. Because of pre-
existing distress, 323 (15.4%) patients were excluded. Of the
remaining 1589 patients, 207 (13.0%) were excluded because the
doctor, although screening conditions applied, disregarded the
questionnaire. Subsequently, 1382 patients were eligible for
inclusion: 825 (59.7%) in the clinical judgement group and 557
(40.3%) in the screened group. 

The number of patients seen per doctor in the clinical judge-
ment group ranged from 81 (9.8%) to 147 (17.8%) (mean value
= 103.1), and in the screened group from 35 (6.3%) to 103
(18.5%) (mean value = 69.6). The wider variation in the screened
group is a result of doctors with a high proportion of disregarded
questionnaires.  

The number of questionnaires with 30 items completed was
747 (90.5%) in the clinical judgement group and 491 (88.2%) in
the screened group.        

Comparison of clinical judgement groups and screened
groups
Patients in the two groups had similar mean age and sex distribu-
tions (Table 1).

The percentage of patients scoring GHQ+ was similar in both

groups – 21.4% and 21.0%. 
Table 1 shows the influence of the questionnaire by comparing

doctor assessment (GP+/-) and questionnaire rating (GHQ+/-) for
both groups. Use of the questionnaire in the screened group was
associated with a larger percentage of patients being identified as
distressed by the doctors. Table 1 also shows that the level of
agreement between doctor and questionnaire in identifying dis-
tressed patients (GP+GHQ+/GHQ+) had risen from 19.2% in the
clinical judgement group to 35% in the screened group. When
patients scored GHQ-, the level of disagreement between doctor
and questionnaire (GP+GHQ-/GHQ-) was small – 5.1% versus
8.2% respectively. 

Comparison of clinical judgement/detected groups and
screened/detected groups
Patients with questionnaire scores ≥9, and a doctor diagnosis of
distress, formed detected groups (GP+GHQ+).

There were 34 patients in the clinical judgement/detected
group and 41 patients in the screened/detected group (Table 2).
The sex distribution and mean age in both groups were similar.
There were no statistically significant differences between the
groups when compared for duration of registration (majority reg-
istered for over five years), frequency of attendance at that doc-
tor previously (most attended at least once in the preceding six
months), presence of concurrent physical symptoms and chronic
health problems. The spread of scores and the mean scores were
similar. 

Diagnosis
The doctor questionnaire identified 22 different diagnoses of
‘new’ distress where the consulting doctor was unaware of a pre-

ELIGIBILITY FOR INCLUSION IN THE STUDY

patients offered questionnaire 2097

patients refused questionnaire – 185 

patients accepting the questionnaire 1912  

patients with recent distress – 323

patients with no recent history of distress 1589

questionnaires disregarded by doctor – 207

patients eligible for RCT 1382

Clinical judgement Screened group 
group

(GHQ posted into sealed (GHQ given to doctor 
box before consultation) at outset of consultation)

825 557

CLINICAL JUDGEMENT/ SCREENED/
DETECTED GROUP DETECTED GROUP 

34 41

Figure 1. Emotional distress in general practice.
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vious diagnosis over the past year. A new diagnosis of depres-
sion was made in only four (11.8%) patients in the clinical judge-
ment/detected group (endogenous 4) and 10 (24.4%) patients in
the screened/detected group (endogenous 4, reactive 4, postnatal
2). A new diagnosis of anxiety state was made in 10 (29.4%)
patients in the clinical judgement/detected group and in nine
(22.0%) patients in the screened/detected group. Other diagnoses
were varied and often non-specific.21

Management
Table 3 shows the doctors’ management of these distressed
patients. There was no significant difference in doctors’ percep-
tion of discussion about distress as being long or short in dura-
tion. Few patients were prescribed antidepressants or tranquilliz-
ers in both groups. Less than one in 10 patients were issued with
a sick certificate because of distress. Almost one-third of patients
were directed by the doctor to make another appointment to dis-
cuss their distress. The more vague option, where the patient was
expected to initiate a follow-up consultation, was used more fre-
quently, particularly in the screened/detected group. Referral
rates were very low in both groups.

Acceptibility of the questionnaire to the doctor
There was wide variation among the doctors in the number of
questionnaires that were disregarded in the screened group, from
four (2.7%) to 41 (53.9%), with three doctors accounting for 146
(70.5%) of all those disregarded. 

Doctor stress
When patients scored GHQ+, three doctors’ mean levels of stress
were greater in the screened group than the clinical judgement
group (Table 4). Two of these doctors disregarded most ques-
tionnaires in the screened group. When patients scored GHQ-,
one doctor’s mean stress levels were significantly increased in
the clinical judgement group and one in the screened group. 

Table 2. Characteristics of detected groups.

Clinical judgement/
detected Screened/detected 
(n = 34) (n = 41) P-value

Sex 0.44a

Male 11 (32.4%) 10 (24.4%)
Female 23 (67.6%) 31 (75.6%)

Age (years) 0.94b

Mean age (SD) 34.8 (14.8) 35.1 (14.6)

Attended doctor in past six monthsc 0.72a

Never 11 (32.4%) 8 (20.0%)
Once 7 (20.6%) 9 (22.5%)
2-3 times 8 (23.5%) 14 (35.0%)
>4 times 8 (23.5%) 9 (22.5%)

Duration of registration 0.59a

>5 years 25 (73.5%) 28 (68.3%)

GHQ score 0.99a

9 to 14 13 (38.2%) 16 (39.0%)
15 to 20 12 (35.3%) 14 (34.1%)
21 to 30    9 (26.5%) 11 (26.8%)
Mean score (SD) 16.4 (6.0) 16.5 (5.0) 0.97b

Concurrent medical 
symptoms 26 (76.5%) 30 (73.2%) 0.74a

Chronic health 
problems 16 (47.1%) 16 (39.0%) 0.78 a

aChi-square test. bTwo-tail t-test. cmissing data = 1. GHQ = general health
questionnaire.

Table 3. Management of patients with 'detected' stress.

Clinical 
Doctor judgement/ Screened/
management detected detected P-values

Long discussion 
about distress 43.8% (14/32) 26.3% (10/38) 0.13

Short discussion 
about distress 50% (16/32) 68.4% (26/38) 0.12

Antidepressant
prescribed 12.5% (4/32) 2.6% (1/38) NA

Tranquillizer
prescribed 6.3% (2/32) 5.3% (2/38) NA

Sickline issued
for distress 9.4% (3/32) 7.9% (3/38) NA

Plan to discuss at follow-up appointment 
Doctor 
initiated 31.3% (10/32) 29.7% (11/37) 0.89
Patient 
initiated 41.9% (13/31) 68.6% (24/35) 0.030
Referral to 
secondary 
services – (0/32) 7.9% (3/38) NA

Statistics = chi square; NA = not applicable; where n values differ from Table
2, this is owing to missing data.

Table 1. Characteristics of clinical judgement and screened groups.

Clinical 
judgement group Screened group   
(n = 825) (n = 557)              P-value

Sex 0.091a

Male 327 (39.6%) 196 (35.2%)
Female 498 (60.4%) 361 (64.8%)

Age (years) 0.17b

Mean age (SD) 35.8 (15.2) 34.7 (14.3)

GP GHQ assessment 0.0037a

GP+ GHQ+ 34 (4.1%) 41 (7.4%)
GP+ GHQ- 33 (4.0%) 36 (6.5%)
GP- GHQ+ 143 (17.3%) 76 (13.6%)
GP- GHQ- 615 (74.6%) 404 (72.5%)

Percentage of agreement between the doctors' diagnosis of distress
and the GHQ
GP+ GHQ+ 34 (19.2%) 41 (35.0%)
GP- GHQ+ 143 (80.8%) 76 (65.0%)

GHQ+ 177 117

GP+ GHQ- 33 (5.1%) 36 (8.2%)
GP-  GHQ- 615 (94.9%) 404 (91.8%)

GHQ- 648 440

aChi-square test. bTwo-tail t-test. SD = standard deviation; GP+ = doctor
diagnosis of distress; GHQ+ = score ≥9; therefore, for example, from GP
GHQ assessment, GP+ is 34+33 = 67 or 4.1%+4.0% = 8.1% for clinical
judgement group and 41+36 = 77 or 7.4%+6.5% = 13.9% for screened
group.
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Consultation length
There was no statistically significant difference between the
detected groups (GP+GHQ+) in the average length of consulta-
tion (Table 4). However, when the doctor considered the patient
mentally well despite a high score (GP-GHQ+), consultations
were significantly longer in the screened group.

Discussion
In this study, as in previous studies based in general practice, the
GHQ was associated with a significant increase in the detection
of emotional distress.10,22,23 However, the value of the question-
naire will be influenced by the effect of detection on patient out-
come and evidence is, so far, conflicting.10,24

Use of the term ‘emotional distress’ reflects the difficulty in
classifying patients who present to the doctor with undifferentiat-
ed symptoms. Identification of distress by doctors in the clinical
judgement group was low (8.1%; Table 1) in comparison to a
similar group in a study from the Netherlands by Ormel et al9

which identified 14% of patients as having a ‘psychological dis-
order’ (similar in definition to emotional distress). The diagnosis
of depression has important treatment and outcome implications
for the patient.7 The number of patients newly diagnosed as
depressed by doctors was low: half the number of cases identi-
fied by standardized interview in Ormel’s study. Poor diagnostic
agreement between doctors for psychiatric disorders21 and varia-
tion in the abilities of doctors to identify depression25 may
explain this. It is also recognized that diagnoses may be reached
over a number of consultations.26 The accuracy of diagnoses
made by doctors or questionnaires however, can not be assessed
because standardized psychiatric interviews were not conducted. 

Acceptability of the questionnaire to the doctor
Although the prospect of having a surgery on a study day was
perceived as undesirable, this was in part because the doctors had
to complete a questionnaire after each patient. Only one out of
eight doctors consulting with patients who scored GHQ- record-
ed greater stress levels in the screened group compared with the

clinical judgement group, which implies that handling the ques-
tionnaire itself did not cause undue disruption.

In the screened group, 27.1% of questionnaires were disre-
garded by the doctor, a higher proportion than expected. This
may sometimes have been due to oversight during busy surg-
eries. However, it seems likely that it was also a means of reduc-
ing some doctors’ stress levels, and therefore suggests a reluc-
tance to tackle emotional issues at that time. Doctors could be
encouraged to make more effective use of the questionnaire and
perhaps reduce stress levels by developing an ‘in house’ protocol
for the management of distressed patients. Future studies may
more effectively address the problem of disregarded question-
naires. 

The doctors disagreed with more questionnaires showing
GHQ+ than they agreed with. GP-GHQ+ was associated with a
significantly longer average consultation time in the screened
group than in the clinical judgement group. Therefore, use of
GHQ+ appears to have had some impact within the consultation
even though it has not prompted the doctor to make a psychiatric
diagnosis. In future, use of the questionnaire may be adapted so
that the mental health of patients who score GHQ+ could be
assessed during a longer appointment at a future date.

Access to GHQ+ scores in the screened/detected group was
associated with identifying more distressed patients but with no
significant difference in the level of intervention offered.
Therefore, those patients whose distress would otherwise have
gone unrecognized were treated similarly to those whose distress
was evident to the doctor in the clinical judgement/detected
group. Use of the questionnaire does not appear to have major
resource implications.

Acceptability of the questionnaire to the patient
Only 8.8% of patients refused to participate in the study.
Although reception staff encouraged patients to complete the
questionnaire, they did not have the resources to assist them.
However, the acceptability of the questionnaire in the longer
term may be influenced by the effect on the patient of the doctor
not acknowledging a GHQ+ score. In the future, acceptability of
self-rating questionnaires could be further investigated by assess-
ing patient satisfaction after the consultation.

Conclusion
In conclusion, the GHQ could be an acceptable addition to the
consultation because its use does facilitate the identification of
patients who are emotionally distressed. However, the large pro-
portion of questionnaires that were ignored raises concerns both
for doctor and for patient acceptability. Also, even when the
questionnaires were considered by the doctor, notification of
GHQ+ scores was not synonymous with recognition. However, it
is important to recognize the longitudinal nature of the diagnostic
process in general practice. These findings have implications for
modifying future use of the GHQ in a clinical setting.
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