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Introduction

GENERAL practitioners (GPs) provide most of the treatment
of mental disorder of people in the general population:1

estimates range from about three-fifths in the United States2 to
three-quarters in New Zealand.3

Internationally, about one in four patients in primary care
has a diagnosable mental disorder.4 Although prevalence of
mental disorder in the New Zealand general population is
similar to that in most western countries,5,6 in New Zealand
primary care more than one patient in three (35.5%, conf-
idence interval [CI] = 29.5 to 41.5) has had a diagnosable
DSM-IV disorder, such as depression, substance use disor-
der, or an anxiety disorder, within the previous 12 months.7

Research into GP recognition of psychological problems in
their patients has suggested that, internationally, up to half of
the people with mental disorders who present in primary care
are not recognised,8-11 and argues that this may constrain the
optimal delivery of adequate treatment.9,12,13

In 1980 Goldberg and Huxley12 identified ‘patient factors’
and ‘GP factors’ as reasons for the low rate of recognition of
mental disorders. Extensive research confirmed the relevance
of the presence and severity of comorbid physical illness;14-16

sociodemographic factors;17-20 the nature and severity of
symptoms presented;12,14,15 recency of onset of psychological
problems;8,21,22 and lack of fit of diagnostic frameworks.12,23,24

There is also evidence of the relevance of GP factors, such as
actual or perceived lack of knowledge or skills;25-28 and interest
in or attitudes towards mental illness.19,22,29 However, it has
also been pointed out that the nature of the primary care sys-
tem itself is a source of non-recognition of mental disorder.11,30

As GPs often spread diagnostic decisions over several consul-
tations, the GP’s prior knowledge of the patient may have a
critical bearing upon awareness of psychological problems
and clinical decision making. This has been demonstrated in
several studies, which have shown that patients who visit their
doctor more often are more likely to be recognised as having
a psychological problem.1,19,30-33 

These studies have not reported extensive analysis of the
role of frequency of consultation or discussed the implications
of differences in rates of recognition. This study uses data from
two sources to describe GP detection of psychological prob-
lems in their patients in terms of a hierarchy of three levels of
recognition. It then determines the effect of frequency of con-
sultations over the previous year, and considers the implica-
tions of the findings for strategies to influence GP recognition.

Method
This article is based upon data from the first phase of a larger
study, the MaGPIe study. Detailed methods of this research are
described elsewhere.7
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SUMMARY
Background: General practitioners (GPs) are widely reported to
‘miss’ half of the psychological problems present in their
patients.
Aims: To describe the relationship between frequency of
consultations and GP recognition of psychological symptoms.
Design of study: Survey of GPs and their patients.
Setting: General practices in the southern part of New Zealand’s
North Island.
Method: Participants were randomly selected GPs (n = 70), and
their patients (n = 3414, of whom a sub-set of 386 form the
basis of this study). The main measure was the comparison
between GP and composite international diagnostic interview
(CIDI) recognition of psychological problems.
Results: Of the GPs selected, 90% participated. The CIDI was
completed by 70% of selected patients. In patients (n = 386)
with a CIDI-diagnosed disorder, 63.7% (95% confidence
interval [CI] = 53.3 to 74.1) were considered by the GP to have
had psychological symptoms in the last year; 40.1% (CI = 31.0
to 49.2) to have had clinically significant psychological
problems, and 33.8% (CI = 24.9 to 42.6) were given an explicit
diagnosis. However, in those CIDI-diagnosed patients who had
been seen five or more times during the previous year, these
recognition figures increased to 80.2% (CI = 68.9 to 91.4),
59.4% (CI = 45.9 to 72.9) and 53.6% (CI = 40.1 to 67.1)
respectively, and dropped to 28.8% (CI = 13.0 to 44.7), 13.6%
(CI = 3.4 to 23.7), and 10.7% (CI = 1.4 to 19.9) among
patients not consulting during the previous year. GPs often
differed from the CIDI in their assessment of clinical significance
and diagnosis.
Conclusion: GP non-recognition of psychological problems was
at a problematic level only among patients with little recent
contact with the GP. Efforts to improve GP recognition of mental
disorder may be more effective if they target new or infrequent
attenders, and encourage patient disclosure of psychological
issues.
Keywords: continuity of patient care; diagnosis; interview,
psychological; mental disorders.
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Setting and sampling
Participants comprised 70 randomly selected GPs in the
southern part of New Zealand’s North Island. General practice
in New Zealand is a partially state-subsidised health system,
predominantly funded by fee-for-services, financed by a com-
bination of patient payments, tax funding and, less common-
ly, insurance. Government funding pays for most of the cost
of pharmaceutical and laboratory services, with a low level of
user charge for such services. GPs act as gatekeepers to 
secondary and tertiary care, through referrals to hospitals for
specialist, including elective, care. New Zealand consultations
are typically 12–15 minutes in length, and it is common to be
able to see the practitioner of choice within 48 hours. 

Fifty consecutively attending eligible adult patients were
recruited from the practice of each GP. Stratified sampling of
these patients identified a primary sample of 1151, of whom
786 were interviewed. Of these, 775 also consented to their
GP disclosing information about their health status, and of
these, data from 386 who met the criteria for one or more
DSM-IV disorders diagnosed by CIDI (composite internation-
al diagnostic interview)34 during the previous year form the
basis of this article (Figure 1). 

Measures
The measures used were based on the World Health
Organisation’s (WHO’s) collaborative study of psychological
problems in general health care.35 

Ethical approval
Wellington and Manawatu-Whanganui Ethics Committees
approved the methods and procedures used in the study.

Recruitment of GPs and patients
GPs were selected at random from 299 known eligible GPs in
two administrative health districts in New Zealand, yielding a
mix of urban, small town and rural practices.7 In phase 1a, for
recruitment of patients/index consultation, patients were eligi-
ble for screening if they were: 18 years old or over; able to read
English well enough to understand and complete the GHQ
(general health questionnaire)-12 screening instrument;36 and
about to consult with the GP for their own health concerns.
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HOW THIS FITS IN

What do we know?
Conventional wisdom suggests that 
general practitioners (GPs) ‘miss’ half the 
psychological problems present in their patients. 
Patient care may be compromised by the failure of GPs to
recognise common mental disorders, such as depression and
anxiety, and substance use disorders.

What does this paper add?
GP non-recognition of psychological problems was at a
problematic level among patients with little recent GP contact.
Interventions to improve GP recognition may be more effective 
if they foster continuity of care, focus on the disorders most likely
to be missed, take into account high levels of comorbidity of
common mental disorders, encourage patient disclosure of
psychological issues, and target new or infrequent attenders.

Personal questionnaire given to all 
participating GPs

n = 70 at study onset

All eligible patients at selected general 
practices screened for eligibility and consent 

n = 3687

GHQ-12 given to all eligible and consenting 
responders 
n = 3414

GP patient management questionnaire 
completed for all responders selected and

consenting to interview
n = 910 

Encounter form completed by GPs for all 
eligible and consenting responders 

n = 3414

Phase Ia

Secondary sample:
responders selected
via encounter form

only and consenting
to interview

n = 122

Sub-set of primary
sample meeting
CIDI criteria for

one or more 
DSM-IV disorders 
during last year

n = 386

Sub-set of 
primary sample

not meeting CIDI
criteria for any

DSM-IV disorder 
during last year

n = 389

Primary sample: responders 
selected via GHQ and
consenting to interview

n = 786
11 did not consent to link to

GP data 
n = 775

Figure 1. Instruments and samples used in phase I of the MaGPIe
Study.a

aPatient demographic questions were adapted for New Zealand 
conditions. CIDI (v2.1) components covering 12-month ICD10 and
DSM-IV disorders (note that low prevalence disorders, including 
organic mental disorders, schizophrenia, and bipolar disorder were
excluded from this CIDI assessment) included: hypochondriasis, 
phobias, panic disorder, generalized anxiety disorder, obsessive 
compulsive disorder, and post traumatic stress disorder, depression
and dysthymia, alcohol and marijuana dependence and abuse 
disorders, neurasthenia; and in women aged under 30 years, 
anorexia and bulimia nervosa; disability was also assessed (using the
WHO Disability Assessment Schedule), as well as; patient perceptions
of ‘barriers to care’; use of health services,  and the psychological
health dimensional scale SPHERE-34 (somatic and psychological
health report). GHQ = general health questionnaire. CIDI =composite 
international diagnostic interview. WHO = World Health Organisation.

Phase 1a: screening and selection

Phase Ib: the CIDI MaGPIe patient
interview

Phase 1a: GP assessment of patient



On completion of the GHQ, the interviewer used the score
to determine if the patient was selected for the primary sam-
ple of CIDI interviews. Of those with high GHQ scores of 5
or more, 100% were selected; medium scorers (2 to 4) had
a 30% probability of selection; low scorers (0 to 1) had an
8% probability of selection. The doctor completed an
‘encounter’ form that included an assessment of psycho-
logical health for every patient aged 18 years or over they
saw that day. For each selected and consenting patient the
GP completed a more detailed patient management ques-
tionnaire, covering the patient's care and treatment over the
previous 12 months.

In phase 1b the first MaGPIe patient interviews were carried
out, consisting primarily of the CIDI. This was computerised
using the WHO’s ISHELL software, and was usually carried out
in patients’ homes within a few days of the index consultation.

Levels of psychological problem recognised 
by GPs
Levels of psychological problems recognised in the previous
12 months were defined using data from two sources: the
GP’s encounter form rating of severity of psychological disor-
der, and the GP’s responses to the patient management
questionnaire about psychological disorders diagnosed in the

previous 12 months. These levels and their definitions are 
outlined in Box 1.

Data scoring and statistical methods
CIDI v2.1 data were scored using WHO algorithms to produce
DSM-IV diagnoses. Statistical analyses were carried out using
Statistical Analysis Software (SAS) version 8.2. Data were
weighted to adjust for differences in probability of being sam-
pled using the method of Kish.37 Weighted prevalence esti-
mates were derived using the SAS procedure SUR-
VEYMEANS, which also adjusted confidence intervals for the
effects of clustering within GPs. Relative risks were estimated
from weighted means output from Proc SURVEYMEANS, with
95% confidence intervals for relative risks estimated using
Taylor’s expansion estimate to account for clustering.38 

Results
Of the 78 eligible randomly selected GPs approached, 70
agreed to participate. This gave a 89.7% response rate.

GHQ screening questionnaires were completed by 3414
(92.6%) of 3687 eligible general practice attenders. Of the
1334 selected for interview, 357 refused further contact, 27
became ineligible for the more demanding interview (because
of limited language skills or worsening illness), 37 were not
traceable and 3 were lost through operational error, yielding
910 interviews, of whom 788 were the primary sample (a fur-
ther two patients were lost: n = 786). Response rate for com-
pletion of the initial MaGPIe interview was 70%. This article
focuses on the 386 patients from the primary sample for whom
the CIDI interview determined that the criteria for one or more
DSM-IV disorders were met and who also consented to linking
of CIDI data and GP opinion. 

Table 1 shows that of those with a CIDI-diagnosed disorder
in the last year, almost two-thirds were recognised by their GP
as having had psychological symptoms in that year (63.7%,
CI = 53.3 to 74.1), less than half were recognised as having
had a clinically significant psychological problem (40.1%, CI
= 31.0 to 49.2), and just over a third were given an explicit
diagnosis of some sort (33.8%, CI = 24.9 to 42.6). GPs more
frequently agreed with the CIDI diagnosis of depression than
a CIDI diagnosis of anxiety or substance use disorder, and
concurred with the CIDI diagnosis in 34.8%, 14.6%, and 7.4%
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Level Definition
Any psychological Any report of psychological 
symptoms symptoms, distress, or disorder 

whatsoever.  

Clinically significant Requires identification as a mild, 
psychological problems moderate, or severe case of 

psychological disorder from the 
encounter form, or reporting any
definite psychological disorder 
on the patient management 
questionnaire. 

Explicit psychiatric General practitioner reporting 
diagnosis any definite, named 

disorder on the patient 
management questionnaire.

Box 1. The levels of general practitioner recognition of 
psychological problems in patients.

Table 1. Level of psychological problem identified by GPs among patients with a CIDI DSM-IV diagnosis of a common mental disorder in
the 12 months before the study.

Any CIDI CIDI anxiety CIDI depressive CIDI substance
disordera disorderb disorderc use disorderd

Level of psychological
problem identified %e 95% CIf %e 95% CIf %e 95% CIf %e 95% CIf

No psychological symptoms recognised 36.3 25.9 to 46.7 28.6 18.0 to 39.2 27.0 13.6 to 40.4 48.8 31.9 to 65.6
Any psychological symptoms 63.7 53.3 to 74.1 71.4 60.8 to 82.0 73.0 59.6 to 86.4 51.2 34.4 to 68.1
Clinically significant psychological problems 40.1 31.3 to 49.2 50.6 40.3 to 60.9 49.6 37.6 to 61.5 36.5 20.9 to 52.1
Explicit psychiatric diagnosis 33.8g 24.9 to 42.6 43.1h 33.1 to 53.1 42.5g 30.8 to 54.2 30.0h 14.7 to 45.3
Explicit diagnosis that also concurs 

with CIDI diagnosis 22.2g 16.2 to 28.3 14.6h 7.9 to 21.3 34.8g 24.1 to 45.5 7.4h 2.2 to 12.6

an = 386. bn = 241. cn = 222. dn = 103. ePercentage within disorder group estimated for the population of general practice patients with each 
disorder by weighting the sample according to probability of selection. fCIs are adjusted for clustering within GPs. gn = (n - 2) due to incomplete
data. hn = (n - 1) due to incomplete data. CIDI = composite international diagnostic interview. 



of patients with CIDI depressive, anxiety, and substance use
disorders respectively. 

How recognition of mental disorder is defined can be seen
in the data on depression. Of 222 patients with a CIDI-
diagnosed depressive disorder, over a quarter (27.0%, CI =
13.6 to 40.4), were not recognised at all as having psycholog-
ical symptoms and over a third (34.8%, CI = 24.1 to 45.5) were
explicitly diagnosed with depression or mixed anxiety-depres-
sion by a GP. However, the remaining 38.2% were not unrecog-
nised. They are accounted for by: the GP not categorising their
psychological issues as clinically significant (23.4%, CI = 13.5
to 33.3); the GP recognising their problems as clinically signif-
icant but not ascribing a particular diagnosis (7.1%, CI = 3.5 to
10.6); or the GP making an explicit diagnosis of something
other than depression (7.7%, CI = 3.3 to 12.1).

Table 2 shows that among patients with any CIDI diagnosis
who had been seen five or more times during the year prior to
the index consultation, 80.2% (CI = 68.9 to 91.4) were recog-
nised by the GP as having psychological symptoms. This was
more than twice the rate of recognition for patients with a CIDI
diagnosis who had not been seen during the year prior to the
index consultation (28.8%, CI = 13.0 to 44.7). Nearly 60%
(59.4%, CI = 45.9 to 72.9) of this frequently seen CIDI-positive
group were considered to have a clinically significant psycho-
logical problem, and 53.6% (CI = 40.1 to 67.1) of them were
given an explicit diagnosis. However, the GP agreed with the
CIDI-derived diagnosis in only 37.0% (CI = 26.0 to 48.0) of
these patients.

Nonetheless, among patients with a CIDI diagnosis who had
not been seen during the year prior to the index consultation,
28.8% (CI = 13.0 to 44.7) were recognised by the GP as hav-
ing had psychological symptoms. Only 13.6% (CI = 3.4 to
23.7) were considered to have had a clinically significant psy-
chological problem, 10.7% (CI = 1.4 to 19.9) were given a
diagnosis of some sort, and the GP made the same diagnosis
as the CIDI for only 5.1% (CI = 1.0 to 9.2) of these patients
(Table 2).

Discussion
Summary of main findings
The widely repeated assertion that GPs ‘miss’ 50% of com-
mon psychological disorders is an oversimplification. GPs in
this study identified psychological symptoms in 63.7% (95%
CI = 53.3 to 74.1) of patients with an independently CIDI-
assessed mental disorder. Among those seen five or more
times in the previous year, 80.2% (95% CI = 68.9 to 91.4) were

recognised by the GP as having psychological symptoms,
but among patients not seen in the previous 12 months, only
28.8% (CI = 13.0 to 44.7) were recognised. The relationship
between frequency of consultation and degree of recognition
was consistent in direction and magnitude across all levels of
psychological problems identified, from simply recognising
the presence of symptoms to making an explicit diagnosis
concurring with the CIDI.

GP recognition of psychological symptoms in people with a
CIDI-diagnosed disorder also varied according to the type of
disorder. Whereas GPs identified psychological symptoms in
over 70% of patients with either a CIDI-diagnosed anxiety or
depressive disorder, only half of the patients with a CIDI-diag-
nosed substance use disorder were recognised.

Strengths and limitations of this study
The high response rate among randomly selected GPs, com-
bined with the adequate patient response rate, gives some
assurance of generalisability of these findings, and the 
internationally validated measures of mental disorder enable
comparison with other research. However, although the CIDI
interview is one marker of significant psychological problems,
it is far from an ideal ‘gold standard’.39,40 It is written and
designed for non-clinician interviewers, so very high agree-
ment with a clinician would not be expected. Not all those dis-
orders identified by the CIDI but not by the GP were necessar-
ily ‘unrecognised’. Patients may choose not to disclose symp-
toms to their GP. GPs may choose to not recognise symptoms
that are disclosed (for insurance or other purposes). They may
think that available diagnostic labels lack relevance in primary
care, or may not yet be ready to make a diagnosis. The GP
may also have more complete and accurate information than
elicited by a standardised interview. The power of the study to
detect differences is limited by the sample size, and this is
reflected in wide confidence intervals for some comparisons.

Implications for clinical practice and future research
Within a clinical context where continuity of care is a corner-
stone,41 and there are competing demands such as acute
medical presentations to deal with,31 knowledge of the
patient’s psychological functioning may accumulate over seri-
al consultations. The amount of improvement in patient out-
come possibly achieved by improving recognition is con-
strained by recognition rates that are already quite high.
Therefore, the use of a strategy such as systematic screening
of patients for psychological problems should be considered
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Table 2. Level of psychological problem identified by GPs against number of consultations with a patient in the 12 months before the study.

No consultationsa Five or more consultationsb

Level of psychological problem identified %c 95% CId %c 95% CId

No psychological symptoms recognised 71.2 55.3 to 87.0 19.8 8.6 to 31.1
Any psychological symptoms 28.8 13.0 to 44.7 80.2 68.9 to 91.4
Clinically significant psychological problems 13.6 3.4 to 23.7 59.4 45.9 to 72.9
Explicit psychiatric diagnosis 10.7 1.4 to 19.9 53.6 40.1 to 67.1
Explicit diagnosis that also concurs with CIDI diagnosis 5.1 1.0 to 9.2 37.0 26.0 to 48.0

a(n = 54). b(n = 161). cPercentage within disorder group estimated for the population of general practice patients with each disorder by weighting
the sample according to probability of selection. dCIs are adjusted for clustering within GPs. CIDI = composite international diagnostic interview. 



only with the knowledge of patterns of frequency of attending
specific to a practice, and following analysis of the gains that
might be possible for that practitioner. 

Throughout the western world, substantial efforts have been
put into approaches that rely heavily upon educating GPs
about common mental disorders, especially depression,42-44

although simple educational strategies and passive dissemi-
nation of information have been shown to have a minimal
effect on healthcare delivery.45 The lack of impact is perhaps
not surprising, since effective learning is more likely to occur
when it addresses needs in the learner that are accurately
identified by both teacher and learner,46 but this is unlikely to
be achieved if the idea that ‘GPs fail to identify half the psy-
chological problems present in their patients’15,16 is a key
assumption underpinning the educational approach. 

Interventions to improve patient outcomes by addressing
GP recognition of mental disorder may be more effective if
they foster continuity of care, focus on the disorders most like-
ly to be missed, take into account high levels of comorbidity of
common mental disorders, encourage patient disclosure of
psychological issues, and target new or infrequent attenders.
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