
INTRODUCTION
General practice is the point of first contact
with health services for most people who are
psychologically distressed.1,2 Research
suggests that common mental health
problems such as depression often go
undetected in primary care,3 yet the majority
of studies on GP detection are cross-
sectional and it may be unwise to judge
doctors’ performance on the basis of a
single encounter.

Work by Kessler et al4 showed that the
majority of patients whose distress is not
recognised at the index consultation either
improve or go on to be identified during
subsequent encounters. In addition,
interactions between patients and doctors
are affected by whether or not the patient
and doctor know each another,5 and dealing
with psychological issues has been
highlighted as a situation when continuity is
especially valued by patients and doctors.6,7

Although there are plausible reasons why
seeing the same doctor may affect the
identification of an emotional problem,8,9 the
influence of patient–doctor continuity on the
detection of psychological distress has
received limited attention. Studies of the
effects of continuity in other aspects of
patient care have been limited by their focus
on its longitudinal dimension (seeing the
same doctor) when the literature suggests
that it is the personal dimension (the
relationship between patient and doctor)
that is more important.10 Therefore, building

on a previously published model of
longitudinal patient–doctor relationships,11

this study sought to investigate whether
patient–doctor depth of relationship is
associated with improved GP detection of
patient psychological distress.

METHOD
Recruitment and data collection
GPs were recruited from practices in and
around Bristol, England. As the majority of
practices were members of a local research
collaborative, selection was non-random.
During study surgeries those patients who
were eligible (aged ≥16 years and able to
self-complete a questionnaire) and study
GPs were asked to complete questionnaires.
With consent, patients’ electronic medical
records were reviewed for data on
consultation length, longitudinal care, and
mental health.

Patient psychological status
Patient-reported psychological distress was
assessed using the 12-item General Health
Questionnaire (GHQ-12).12 The General
Health Questionnaire is a self-completed
measure of psychiatric disturbance that has
been widely used in primary care studies.
GHQ-12 scores were calculated using the
‘0011’ method, which gives a score of
between zero and 12.12 At a given threshold,
patients are usually dichotomised into
groups of psychiatric and non-psychiatric
cases. For the purposes of the main
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Abstract
Background
Psychological distress in patients who attend
their GP is thought to be under-recognised.
However, it is likely that both disclosure and
detection are influenced by how well the patient
and doctor know each another.

Aim
To examine whether patient–doctor depth of
relationship is associated with identification of
psychological distress.

Designandsetting
Cross-sectional study in general practices in and
around Bristol, England.

Method
Patients (aged ≥16 years) were asked to complete
a questionnaire and consent to their electronic
medical records being reviewed. Study GPs
independently assessed patient psychological
distress. Multivariable logistic regression was
used to look for associations between
patient–doctor depth of relationship and GP
detection of patient psychological distress
(defined according to the 12-item General Health
Questionnaire, GHQ-12).

Results
There were 643 eligible appointments with 31
GPs. In total, 541 (84.1%) patients returned
questionnaires and 490 (76.2%) consented to
their records being reviewed. Patient–doctor
depth of relationship was not associated with GP
detection of mild to severe patient psychological
distress (adjusted odds ratio [OR] 0.94, 95% CI =
0.87 to 1.02) but, in secondary analyses, it was
associated with the identification of moderate to
severe distress (adjusted OR 1.13, 95% CI = 1.02
to 1.26). GPs reported more patient psychological
distress in patients who reported a greater depth
of relationship but this did not relate to patients’
GHQ-12 scores.

Conclusion
Evidence to support an association between
patient–doctor depth of relationship and
improved GP detection of patients with
psychological distress was weak, except in those
patients who GPs thought were more distressed.
GPs may overestimate emotional distress in
patients who report deeper patient–doctor
relationships.
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analysis, a GHQ-12 score of ≥3 indicated the
presence of psychological distress, as
supported by the findings of Bashir et al.13

Participants were also asked whether they
thought their main problem had an
emotional cause (emotional attribution).
Patients were coded as having a current
mental health problem if they had a current
psychiatric diagnosis and/or prescription(s)
for psychotropic medications in their
electronic medical record.

Each GP’s assessment (in response to the
question: ‘Do you think this patient is
suffering from a psychological or emotional
disturbance?’) was recorded on a 4-point
scale (none, mild, moderate, or severe), as
used in previous studies.14 Psychological
distress was defined as distress that the GP
had rated as mild or worse for the main
analysis, and moderate or worse for the
exploratory analysis.

Patient–doctor continuity
Patient–doctor depth of relationship was
measured using the Patient–Doctor Depth
of Relationship Scale.15 This is an eight-item,
validated, self-completed questionnaire that
scores depth of relationship from the
patient’s perspective (range: 0–32).

As part of the exploratory analysis, the
number of consultations with the GP was
used to examine the influence of patient–
doctor continuity in its more traditional
longitudinal dimension. The number of
consultations were calculated using data on
patients’ encounters with the practice as
noted in their electronic medical records
during a continuity-defining period of either
12 months or 10 patient encounters prior to
the index consultation, whichever was
greater.

Analysis
In the main analysis, the sample was

restricted to patients with psychological
distress, as identified by the GHQ-12 score.
Multivariable logistic regression was used
with depth of relationship as the exposure
variable and GP detection as the outcome.
All models incorporated robust standard
errors to account for clustering by GP.
Potential confounders (patient sex, age,
marital status, employment, education,
disability, health, GHQ-12 score,
consultation length, patient–doctor
communication measured using the
relevant scale of the General Practice
Assessment Questionnaire (GPAQ),16

number of problems, emotional attribution,
and current mental health problem) were
included in the main logistic regression
model.

Further exploratory analyses using
logistic regression investigated the
following:

• the effect of alternative GP and GHQ-12
thresholds on depth of associations
between relationship and detection of
psychological distress;

• the accuracy of GPs’ assessment of all
patients (whether or not they were
distressed); and

• GP detection in relation to longitudinal
care (number of previous consultations
with study GP).

These analyses were undertaken to aid
the interpretation of the main findings, and
were justified on the grounds that:

• given the characteristics of the sample,
the adoption of a higher GP and GHQ-12
threshold may have been more
appropriate;

• an analysis of the accuracy of the GPs’
assessments allowed the association
between depth of relationship and
distress across the range of GHQ-12
scores to be explored; and

• it is possible that the patient–doctor depth
of relationship is no better or worse than
that in longitudinal care.

The actual amount of time covered by the
continuity-defining period (which varied
from patient to patient) was included as a
covariate in all longitudinal care analyses.

All analyses were performed using Stata
10.1 (StataCorp, College Station, Texas, US).

Sample size
The sample size was calculated with two-
sided 5% alpha and 80% power, using
(conservatively) the comparison of two
proportions sample size formula (with

How this fits in
GPs are reported to under-detect patient
psychological distress, yet the influence of
longitudinal patient–doctor relationships
has been poorly explored. In this study,
patient–doctor depth of relationship was
not associated with better GP detection of
patients with psychological distress, but it
was associated with GPs reporting a higher
level of psychological distress than that
reported by patients. Until this observation
is substantiated, GPs should maintain good
communication skills and be alert to the
possibility of mislabelling patients with
whom they have developed a relationship.
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continuity correction)17 for correct GP
identification of patients with psychological
distress in relation to a dichotomous version
(deep/shallow) of the depth of relationship
scale.15 Working on an overall GP detection
rate of 66% and on the basis that,
approximately, a quarter of patients would
have a deep patient–doctor relationship, and
three-quarters would have a shallow one, an
effective sample size of 207 (design effect
derived from a ρ of 0.05 on 300 patients, 10
per GP), would lead to a detectable OR of 3.0.

RESULTS
Characteristics of GPs and patients
Of 34 practices approached, 31 GPs in 31
practices agreed to take part. Participating
GPs were mostly male (20, 64.5%) and
white (30, 96.8%). Mean age was 47.9 years
(standard deviation [SD] 7.2, range:
30–60 years). The majority (29, 93.5%) were
Members or Fellows of the Royal College of
General Practitioners.

Of the 643 patients who were eligible to
participate in the study and were seeing
these GPs, 541 (84.1%) returned a
questionnaire and 490 (76.2%) gave consent
for their medical records to be reviewed. The
mean patient age was 52.6 years (SD 19.8,
range: 16–93 years), and the majority were
white (96.2%) and female (58.2%). Other
characteristics of participating patients and

their consultations are shown in Table 1.

Levels of patient–doctor continuity and
patient psychological distress
The Patient–Doctor Depth of Relationship
Scale scores were highly negatively skewed,
with a median of 26 (interquartile range [IQR]
19–32, n = 483). The number of
consultations with the study GPs during the
continuity-defining period were positively
skewed, with a median score of four (IQR
2–6, n = 490).

The overall prevalence of patient
psychological distress was 51.0% (247/484),
according to study GPs and 47.1% (218/463)
according to the GHQ-12. The proportion of
participants, by GP, who were
psychologically distressed according to their
GHQ-12 score, varied from 24.0% to 87.5%
(between three and 14 cases per GP).

The patient–doctor depth of relationship
and GP detection of patients with
psychological distress
GP and GHQ data were both available for 457
patients (Table 2). Doctors correctly
identified 154 (33.7%) patients with
psychological distress and 163 (35.7%)
without psychological distress, as classified
by their GHQ-12 score; 140 (30.6%) patients
were incorrectly identified. The sensitivity
and specificity of GP detection was 72.0%
(95% CI = 65.4 to 77.9) and 67.1% (95% CI =
60.8 to 73.0) respectively. Further analyses in
this section are restricted to patients who
were psychologically distressed according to
their GHQ-12 score (n = 214, excluding four
patients who had no GP assessment).

The unadjusted OR of GP detection of
patients with psychological distress was 1.04
(95% CI = 1.00 to 1.08, P = 0.05) for every
point on the Patient–Doctor Depth of
Relationship Scale. Crude and adjusted
associations for this association, and the key
potential confounders in relation to GP
detection, are shown in Table 3. After
adjusting for all factors, the association was
attenuated to an OR of 0.94 (95% CI = 0.87 to
1.02, P = 0.15).

Exploratory analysis was performed using
higher thresholds to signify the presence of
psychological distress (GP assessment of
moderate or greater; GHQ-12 score of ≥4),
for two reasons:

• the overall high levels of GP sensitivity
when including mild cases (72.0%) meant
that a depth-of-relationship effect on the
detection of patients with psychological
distress was less likely to be seen; and

• the mean GHQ-12 score was 3.6, so that
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Table 1. Patients’ personal and consultation characteristics
n (%)

Marital status (n = 487)
Single 106 (21.8)
Married/living with partner 295 (60.6)
Divorced/separated 43 (8.8)
Widowed 43 (8.8)
Employment (n = 481)
Employed 202 (42.0)
Unemployed 18 (3.7)
Retired 167 (34.7)
Other 94 (19.5)
Education (n = 472)
None 157 (33.3)
Basic 165 (35.0)
Advanced 73 (15.5)
Higher 77 (16.3)
Disability (n = 485) 246 (50.7)
General health (n = 486)
Poor 57 (11.7)
Fair 120 (24.7)
Good 146 (30.0)
Great 163 (33.5)
Current mental health problem (n = 490) 146 (29.8)
Study consultations
Two or more problems (n = 486) 245 (50.4)
Main problem has emotional cause (n = 461) 132 (28.6)

Percentages may not add up to 100% due to rounding.



according to Goldberg et al18 the best GHQ
cut-off for psychological distress
caseness may have been ≥4.

Repeating the analysis with these
respective higher thresholds gave an OR of
1.13 (95% CI =1.02 to 1.26) for adjusted depth
of relationship–GP detection of
psychological distress.

Accuracy of GP assessment of
psychological distress and patient–doctor
depth of relationship
Analyses in this section relate to all patients
on whom data on patient–doctor depth of
relationship and levels of psychological
distress (GP assessment and GHQ score)
were available (n = 451).

To examine whether the proportion of GP-
reported cases of patients with
psychological distress varied with depth of
relationship, a logistic regression model was
constructed with depth of relationship and
GHQ score as continuous explanatory
variables and the GP report of patient
distress as the outcome. The OR of GPs’
assessments, with increasing depth of
relationship adjusted for the GHQ-12 score,
was 1.03 (95% CI = 1.00 to 1.07, P = 0.07),
with no evidence of interaction between the
two explanatory variables (P = 0.98).

GP detection and accuracy of assessment,
and patient–doctor longitudinal care
Among the 214 patients with psychological
distress as identified by their GHQ-12 score,
there was no evidence of an association
between the number of consultations with
the study GP and the detection of patients
with psychological distress (adjusted OR
1.05, 95% CI = 0.91 to 1.22). For all patients
on whom GHQ-12 score and GP assessment
data were available, logistic regression
models were constructed with the GP report
of distress as the outcome, and longitudinal
care and the GHQ-12 score as the
explanatory variables. There was no
evidence of an interaction between the
number of consultations and the GHQ-12
score (P = 0.16).

DISCUSSION
Summary
Patient–doctor depth of relationship was not
associated with GP identification of patients
with psychological distress. However, when
secondary analyses using higher thresholds
to signify psychological distress for both the
GP assessment and GHQ-12 tool were
performed, an association between
patient–doctor depth of relationship and
detection was found. Furthermore, GPs’
reporting of distress, by patient–doctor
depth of relationship, did not vary with the
patient’s GHQ-12 score. Combined, these
findings suggest that greater depth of
patient–doctor relationship may favour GP
identification of more severely distressed
patients and overall higher levels of doctor-
detected distress than patients themselves
report.

Strengths and limitations
The is the first study to use the newly
developed Patient–Doctor Depth of
Relationship Scale to examine the important
question of whether relational continuity
improves GPs’ identification of patient
psychological distress. Findings using a
longitudinal measure of continuity were
similar. However, this study recruited a
smaller number of patients whose GHQ-12
score identified them as being
psychologically distressed than planned; as
such, the absence of an association between
depth of relationship and detection of
patients who are psychologically distressed
may represent a type-II error.

The generalisability of the study’s findings
may be limited by the representativeness of
the participating patients, GPs, and their
practices. Patients in this study had
consulted more frequently in the previous
12 months than the national average (5.0
versus 3.3),19 and the prevalence of patient
psychological distress was also, generally,
higher than that reported in previous studies
carried out in UK primary care.14,20–22

Compared with statistics for England in
2005, the GPs in the current study were
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Table 2. GP assessment of patient psychological distress according
to GHQ caseness (GHQ-12 ≥≥3)
Patients in whom Patients in whom 
psychological distress psychological distress 
identified by GP, n (%) identified by GHQ-12 score, n (%) Total

No Yes
No 163 (35.7) 60 (13.1) 223 (48.8)
Yes 80 (17.5) 154 (33.7) 234 (51.2)
Total 243 (53.2) 214 (46.8) 457 (100.0)
GHQ-12 = 12-item General Health Questionnaire.
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younger, more likely to be male, and were
working in larger practices.23,24 It is difficult to
say whether the doctors in this study are
typical in respect of their ability to detect
psychological distress. The mean GPAQ
communication skills score for the GPs in
this study was 87.7%, which is higher than
the national benchmark figure of 83% for
2005–2006.25 Compared with previous UK
primary care detection studies that used the
GHQ-12,14,20 it would appear that the GPs in
this study were generally better at detection
and more psychologically orientated;
however, these differences may reflect
methodological issues such as the choice of
the GHQ-12 cut-off point which identified a
patient as being psychologically distressed.

The performance of the GPs in this study
was assessed by comparing their
identification of patient psychological
distress with that of the GHQ-12, which
raises two issues. Although the adoption of
the GHQ-12 as the ‘gold standard’ in this
type of study is commonplace, it is
contentious.26 This tool is established as a
practical and reliable way of measuring
psychological distress but it is not a
diagnostic instrument — a score above a
given threshold does not necessarily identify
a mental disorder in that patient, it simply
signifies that the probability of a mental
disorder being present is greater. In addition,
as the exploratory analysis demonstrated,
the thresholds adopted for GP and GHQ-12
‘caseness’ clearly had important
implications for the findings. Were this study
to be repeated, it might be more appropriate
to undertake the primary analysis using the
higher cut-off points.

It is worth remembering that assessment
of patient psychological distress was not

necessarily the focus of each patient–study
GP consultation. It could be argued that it is
unfair to compare what may be ‘incidental’
assessments made by the GP with a specific
measure of psychological distress. The
counter-argument is that doctors should
always be aware of the patient’s
psychological state because it may influence
what problems the patient presents and how
the doctor decides to manage them. Indeed,
the basis of the study hypothesis was that
the doctor who has an ongoing relationship
with the patient has an advantage in this
respect over a colleague who does not.

Information about patients’ psychological
states at previous consultations with the
study GP was not available; this may have
influenced doctors’ assessments at the
index consultation. Patients with recent
onset of psychological symptoms, or who
are recovering, may not meet criteria for
disorder on the General Health
Questionnaire, yet their physician may
correctly identify them as relapsing, or
recovering from, an episode of psychological
distress.

Comparison with existing literature
Few studies have specifically examined the
role of patient–doctor continuity in identifying
emotional distress in primary care. In the
US, Robinson and Roter reported that
patient disclosure of psychosocial problems
was associated with greater perceived
physician familiarity with the patient.27 Other
studies conducted in Norway,28 Israel,29 and
Jordan30 have also linked the identification of
patient distress to doctors’ knowledge of
patients. However, Spitzer et al31 reported
that nearly half of patients with a specific
disorder listed in the Diagnostic and
Statistical Manual of Mental Disorders
(Revised Third Edition), who were somewhat
or fairly well known to their physicians, went
unrecognised.

Two studies have suggested that
continuity may make doctors more sensitive
to, but less specific in, their identification of
emotional distress. In Haller et al’s recent
Australian study of young people (aged
16–24 years) attending their practice, among
other factors, GPs’ correct identification of
emotional distress was associated with
patients seeing their usual doctor;32

however, they also reported that continuity
appeared to favour over-identification in
those who were unlikely to have a mental
disorder. Rosenberg et al33 looked at factors
associated with primary care physicians’
identification of psychological problems in
patients with normal 28-item General
Health Questionnaire scores in Montreal,
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Table 3. Multivariable logistic regression analysis of GP detection of
patients with psychological distressa

Odds ratio of GP detection (95% CI)
Factor Crude Adjustedb

Consultation length, minutes 1.07 (0.99 to 1.15) 1.07 (0.95 to 1.21)
GPAQ communication 1.02 (1.00 to 1.04) 1.03 (1.00 to 1.06)
Current mental health problem
No 1.00 1.0
Yes 6.98 (3.41 to 14.27) 8.48 (2.01 to 35.72)

GHQ-12 score 1.37 (1.25 to 1.49) 1.34 (1.17 to 1.54)
Number of patient-reported problems
Single 1.00 1.0
Multiple 1.60 (0.90 to 2.84) 1.76 (0.48 to 6.40)
Emotional attribution (main problem)
Not emotional 1.00 1.0
Partly/entirely emotional 10.69 (4.13 to 27.67) 5.02 (1.58 to 15.97)
Patient–doctor depth of relationship 1.04 (1.00 to 1.08) 0.94 (0.87 to 1.02)

aSample restricted to those patients whose GHQ-12 score identified them as having psychological distress.
bOdds ratio adjusted for other factors in the model. GHQ-12 = 12-item General Health Questionnaire. GPAQ =

General Practice Assessment Questionnaire.
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Canada; they found that the physician not
knowing the patient well was associated
with less-frequent detection.

Taken with the present study, one
explanation for the findings may be that
patients are more likely to disclose personal
feelings and worries to doctors who they feel
that they know well. GPs may interpret this
as psychological distress when it is not, in
fact, the case and consequently, over-
identify distress across the spectrum but at
the milder end of the scale in particular.
Doctors should, therefore, exercise caution
in labelling as ‘distressed’ those patients
who they know well.

Implications for practice
Researchers have yet to conduct the
definitive study to assess the value of
longitudinal patient–doctor relationships in
identifying patient psychological distress. It
is difficult to envisage how patient–doctor
continuity could be randomised at the
individual level in a randomised controlled
trial but, if a practice-level intervention that
improves continuity could be devised, a

cluster randomised controlled trial is a
possibility.

Although the majority of GPs are likely to
want to promote continuity in their practices,
this study has provided weak evidence that
seeing the same doctor improves detection
of patient psychological distress. Familiarity
between patient and doctor may actually
make disclosure and/or identification of
distress more difficult and the findings
caution doctors against being too quick to
label known patients as having emotional or
psychiatric problems. One danger of this is
that attributing physical symptoms too
readily to psychological causes may delay
the diagnosis of underlying serious disease.
This study should also remind GPs of the
importance of other previously described
factors that influence the discussion of
psychosocial issues — namely, the severity
of the distress,34 duration of the
consultation,21 the doctor’s communication
skills,35 and what the patient thinks is wrong
with them.36
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