
IN a previous editorial,1 I drew attention to a three-year devel-
opment plan for the British Journal of General Practice

(BJGP) involving a modest increase in size, more literature
review articles and the possibility of publishing new research
work more rapidly. Towards the end of these three years I am
able to look forward to a substantially expanded journal due to
appear in the next few months. The BJGP will have a new livery
but will contain at least as many pages of peer-reviewed scien-
tific papers as before. In addition, it will contain a substantial
education and views section, supplementing the research content
with high-quality extra material relevant to general practice. The
BJGP will also publish some College news, replacing the RCGP
membership magazine Connection in a single publication larger
than the present BJGP and Connection combined.

The changes have arisen from the wish ‘to broaden the content
of the BJGP so as to appeal to a wider section of the College
membership, whilst retaining its scientific standing’.2 To this
end, a review group was set up under the chairmanship of Dr
Scott Brown, chairman of the RCGP Publications Management
Committee. The many comments received by the group showed
that there was widespread interest in the future of the College
journal. Views were varied and passionately held. Some per-
ceived the BJGP to appeal only to a minority, found research
boring and tables tedious, and longed for a lighter, more enter-
taining style. Some sought a larger typeface, greater use of
graphics, and more space. Many particularly appreciated the edi-
torials and letters, and asked for more, but bemoaned the delay in
publishing new research work from general practice. After debat-
ing the review group’s report, RCGP Council decided to retain at
least as many pages for research work as before and to expand
the BJGP to accomodate new material.

The BJGP has seen many changes since its inception in 1954
and is currently the highest-rated journal of general practice or
family medicine in the world in terms of both impact factor and
immediacy index.3 However, there has been only indirect evi-
dence of individual reader’s views, mostly from surveys based
on advertising, such as the Joint Industry Committee of Medical
Advertisers for Readership Surveys (JICMARS), or from letters
to the editor commenting on published papers or BJGP policy. In
this issue, we publish data from a postal questionnaire sent to a
random sample of 300 of the 1060 members, fellows and associ-
ates of the RCGP Midland Faculty asking for views about the
BJGP.4 Ninety-three per cent of the sample said they read the
BJGP within 28 days of arrival, ‘suggesting the readership is
very loyal despite apparent criticism’. Editorials, original articles
and letters were the most popular sections. Readers wished for an
expansion of the BJGP and 99 (49%) disagreed with the present
format. The view that the present BJGP is not relevant to the
non-academic general practitioner was thought by the authors to
be ‘probably due to style rather than content’. No statistically
significant difference was found between the views of academic
and service practitioners or between those of fundholders and
non-fundholders.

The development issues for the editor, the editorial board and
the review group involve more than responding to a readership
survey. An international journal of record cannot logically be
reviewed solely on the basis of readership and service to RCGP
members. There are three other constituencies, in addition to
members, that deserve consideration.5 Authors and potential
authors constitute a particularly important constituency for the
BJGP, which attracts manuscripts from all over the world, from

doctors in general and specialist practice, and from members and
non-members of the RCGP. The BJGP will continue to seek to
attract and publish the most original ideas and results that can be
found worldwide. The other two major constituencies are the
subscribers and the academic community. Subscriptions number
over 1000 and are taken by individuals or organizations in more
than 40 countries. Assuming an average of three readers per sub-
scribed issue, this constituency may represent about 3000 people,
or one sixth of the readership. The RCGP has always enjoyed
good relationships with the academic community and has done
much to support it. In the UK, the funding of university depart-
ments of general practice depends substantially on the Research
Assessment Exercise coordinated by the University Funding
Council. An important measure used to assess the performance
of academic departments is the number of research papers pro-
duced by them and published in recognized journals of record;
the situation is probably similar in many countries. The BJGP
will continue to support researchers by publishing at least as
much research-based material as before.

In this preview of an expanded BJGP, I would like to remind
potential authors of the sorts of paper we normally publish and to
indicate in general terms the specifications for new types of
article. For both categories, succinct writing increases the
chances of an article being accepted, read and understood. In this
way we try to make the best use of space, allowing as many
research reports and authors’ views to be reported as possible.

For our peer-reviewed section, we continue to welcome
research papers, systematic literature reviews and well-
referenced critical discussion papers. Papers reporting original
data from research relevant to general practice or primary care
are particularly welcome. Excluding references, they should nor-
mally be no longer than 2500 words, including a summary of up
to 250 words, and may contain up to four tables or figures. A
crisp, stuctured summary enhances the chances of an article
being read and cited; it also ensures that data can be retrieved
easily and comprehensively by computerized literature searches.
Summaries should be in the BJGP format (background, aim,
method, results and conclusion). Systematic literature review art-
icles are welcome if these are substantial with extensive refer-
ences; the sources of information, search procedures used and
criteria for selecting papers should be clearly stated. Well-
referenced discussion papers may be accepted if the opinions
expressed are original. Brief reports should ideally occupy no
more than one journal page (700 words and one table). Letters to
the editor (maximum 400 words) should be e-mailed or the origi-
nals sent by post with double-spaced text; correspondence on
papers published in the BJGP should be sent as soon as possible
after publication of the article to which they refer. Articles can be
processed more quickly if authors first refer to our Information
for Authors and Readers for detailed advice on the submission of
manuscripts (see p.191 of this issue; loose copies are available
on request).

For our new section we wish to encourage thoughtful, self-
contained articles in simple language that reflect daily practice or
provide continuing medical education. Detailed references are
not required. Interest and relevance to the readership are essen-
tial, but articles should also be thought-provoking or challenging.
They may challenge orthodoxy or current practice but should be
more than simple negative criticism; ideally they should develop
a theme and provide constructive proposals for advancing the
issue concerned. There is increasing interest in promoting
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PSYCHOLOGICAL treatments are available in general prac-
tice. In order to determine their effectiveness we must be able

to measure the benefit we expect. Four issues are critical: the
choice of outcome, how and when that outcome is measured,
statistical versus clinical significance, and the relevance of the
improvement to the patient’s life. The best outcomes for use in
clinical cohorts or randomized clinical trials are not always
obvious. Patients receiving psychotherapy for depression may
experience a number of changes. Did they complete the treat-
ment? Has their depression improved? Have they resumed their
usual social interests, work or other daytime activities? Do other
people see the improvement? Has there been less use of the ser-
vices and medication? What do therapists and patients think of
the results?

In this issue of the Journal, Sharp et al report on a randomized
controlled trial of patients with panic disorder and agoraphobia.1

Controlled trials of psychological therapies may be difficult to
conduct in general practice, where daily routine is hectic, where
there is little extra room for therapists, where patients and their
doctors regard randomization as a lottery, and where there is no
incentive for the staff to become involved.2-4 Only controlled
trials, however, will give us the clearest evidence for efficacy.5

Explanatory trials are those experiments in which we are very
specific about the selection of patient and treatment. They aim to
assess the effects of the treatment or parts of the treatment in a
group of patients with highly selected symptom profiles. If
patients improve, we can be sure that it is because of the treat-
ment they receive. 

Explanatory research may be a prelude to the study of effec-
tiveness of ‘treatment packages’ for more general groups of

patients.6 Although powerful for the measurement of treatment
effects, explanatory trials may have little validity in the day-to-
day world of medicine. Pragmatic trials are those in which we
evaluate the treatments we offer in clinical practice. Do the
causal relationships we find in explanatory research hold good in
clinical settings? Patients entering the trial are those who would
do so under normal conditions. Pragmatic trials are not slipshod
explanatory trials: they evaluate an intervention under real condi-
tions. The greater resulting variance, however, means that we
require larger numbers of subjects. Thus, they are often carried
out in several centres.

The outcomes we choose will depend on the nature of the trial.
Explanatory trials call for detailed assessments of target symp-
toms or behaviours. Pragmatic trials concern themselves with
global outcomes such as depression, social function and quality
of life, patients’ and therapists’ ratings of improvement, and
patients’ satisfaction. When we evaluate more than one kind of
treatment in the same trial, the research assessment must cover
the psychological and social functions that are the targets of each
treatment. It must also measure any negative effects and avoid
favouring treatment outcomes that are associated more strongly
with one treatment than another.7 We may combine specific and
general outcomes. Sharp et al coupled specific disorder-related
scales with general measures.1 Unfortunately, because of a lack
of agreement on what constitutes an appropriate outcome in trials
of psychological therapies, outcome measures have burgeoned.
In one review of counselling research the authors found no less
than 1430 outcome measures. Many are specialized, are of
uncertain validity and reliability, and seem to have little rele-
vance to patients who consult the general practitioner.

Brief psychotherapy in general practice: how do
we measure outcome?

broader professional development, reflective practice and portfo-
lio learning.6 Pieces inspired by personal experience will be con-
sidered, whether these arise from clinical work or from other
aspects of professional or personal life. We would particularly
welcome articles on ‘a paper that changed my practice’ or ‘a
paper or book that influenced my thinking’. Articles referring to
patients require written permission from the patient or relatives.

Nineteen ninety-six was an eventful year for the BJGP, not least
for the appearance of the BJGP Review Group report and the pas-
sionate debate in Council on the BJGP’s future. Concern was
expressed at the debate over the possibility that undue influence
might be exerted on the editor as a result of the proposed changes.
Council overwhelmingly rejected any curtailment of editorial
freedom. The editor will continue to be independent of the College
organization, relating directly to Council and, as before, reporting
directly to the Chairman. In May 1996, the office moved from
Edinburgh and is now housed in 14 Princes Gate. Papers are now
subedited and printed from disk, and the acceptance to publication
interval has been reduced. More research has been published
including our new Brief reports, introduced in the January issue.
Our contents page can be read in full colour on the World Wide
Web (http://www.rcgp.org.uk/publicat/journal/index.htm) together
with the integral text of editorials and letters to the editor. The
BJGP can be contacted directly from these pages using e-mail,
and we hope that this facility will be increasingly used.

A time when everyone seems to be realizing the importance of
primary care offers particular challenge and opportunity to jour-
nals of general practice and family medicine. We aim to respond
with a larger, redesigned BJGP that will offer a wider choice to
readers and more opportunity for authors. Our commitment to
rigorous scientific research is undiminished and we will continue
to strive for improved quality, presentation and relevance.

ALASTAIR WRIGHT

Editor, British Journal of General Practice
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How often we measure the outcome is important, whether we
are conducting a randomized clinical trial or following up a
cohort of patients. The symptoms and disabilities caused by psy-
chological disorders are unstable over time. Simply measuring
symptoms before and after treatment is given may be misleading.
If resources are scarce, using brief outcome measures on several
occasions will be more informative than pre- and post-administra-
tion of longer, more complex instruments.9 There is also a need
for uniformity in outcome measure in order for studies to be com-
pared. A recent meta-analysis of the efficacy of brief, dynamic
psychotherapy included only trials that used two well-known and
validated scales of psychological and social function.10 Outcome
can become so difficult to measure that we may resort solely to
measures of patient satisfaction. Unfortunately, even this has limi-
tations. I am satisfied after a visit to the cinema, but this does not
imply that the National Health Service should include it as an
effective treatment resource. Clients’ views of improvement are
also not helpful when used as the only measure of outcome. They
may give a false impression when the initial severity of the
problem is not uniform11 and may be inconsistent with the
doctor’s and the therapist’s ratings.12

Dropping out is also a treatment outcome, but it can be diffi-
cult to determine whether it is evidence for treatment efficacy or
for poor service delivery or unacceptable treatment. Drop-out
rates are about 8% in carefully controlled, explanatory trials
delivered in research centres. They rise to 17% for treatment
delivered in centres of excellence and to between 30% and 60%
for psychotherapy offered in mental health centres.13

The importance of the outcome will help us decide whether or
not to use treatment. A clinically significant outcome is usually
one that leaves the patient much less troubled by symptoms. It
might be a return to the level of symptoms found in the normal
population. A statistically significant outcome is one that is
unlikely to have occurred by chance, without concern for the size
of the changes observed. Statistically significant change may
leave a subject still more anxious and depressed than normal,
whereas clinical change usually does not. Ideally, a clinically
significant change should also be statistically significant.
Unfortunately, we have no agreed definition of clinical signifi-
cance. It often depends on the nature of the healthy population
that we choose for comparison.14 The most useful measure of
change is the effect size. It is defined as the difference between
the treated and control groups divided by their pooled standard
deviation. A positive effect size favours the treatment group. We
use effect sizes in meta-analyses of many studies to provide an
estimate of the overall treatment effect across a large number of
trials. The popularity of meta-analysis has encouraged clinical
trialists to report effect sizes more consistently.14 We can also
make normative comparisons. A non-significant difference
between treated patients and normal people in the community
will support the effectiveness of the treatment as the patients are
no longer (statistically) deviant.7

The history of psychotherapy research shows that we have
developed valid and replicable measures of outcome and the
sophisticated statistics required to examine interactions between
patient, therapy and outcome.14 Conducting trials in general prac-
tice is also bringing us closer to the world in which the therapies
are usually practised. However, this has occurred at the cost of
increasing empiricism and a consensus that reality consists only
of phenomena that we can measure.15 This process risks reducing
patients to objects, and doctors and therapists to technicians who
manipulate them in order to achieve measurable outcomes that
are cost-effective. Although psychotherapy outcome research has
been able to demonstrate effectiveness by this process, we must
take care that we do not lose the essential humanness of the
patient–therapist relationship.

MICHAEL KING

Professor and head of department, University Department of
Psychiatry, Royal Free Hospital School of Medicine, London
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