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SUMMARY

The majority of patients with common emotional or psycho-
logical problems are treated solely by general practitioners
(GPs). Such treatment frequently includes some form of psy-
chological management within the consultation, whether
limited to listening and discussion or involving more specific
techniques. This paper sets out a research agenda for the
development of effective approaches to GP psychological
management. Evidence is reviewed on three core compo-
nents of all psychological treatments: establishing a positive
therapeutic relationship, developing a shared understanding
of the problem, and promoting change in behaviour,
thoughts or emotions. The application of these components
in GP psychological management is outlined and method-
ological issues in the development and evaluation of GP
management approaches are discussed. Since the number
of patients with emotional problems seen by each GP is so
large, the population effects of even small improvements in
psychological management would be sizeable.
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Introduction

psychological management.

We aim to consider how the limited time that GPs can devote
to patients with emotional problems can best be used. GPs are,
by definition, generalists, having to manage their time between
multiple competing demand$and the time they are able to give
to patients presenting emotional problems is accordingly limited.
GPs also vary in their interest in psychological approaches.
However, GPs do see large numbers of such patfefitand it
is known that their consultations with them are generally longer
than averagé.During these consultations, GPs currently listen,
show understanding, support, reassure, advise, counsel, or in var-
ious ways attempt to influence the patightl-3The research
agenda is to provide evidence to help GPs make the most effec-
tive therapeutic use of this time.

The emphasis throughout is on psychological management
where emotional problems are directly presented by the patient
or are elicited by the GP, rather than on management of patients
with emotional problems presenting primarily somatic symp-
toms!#15Patients presenting somatic symptoms require an initial
period of negotiation about the psychological nature of the prob-
lem before an explicitly psychological management approach
can be adoptetf:”

Research agenda for GP evidence-based psychological
management

Given the time that GPs spend with patients consulting with
emotional problems, there is a need for brief, effective psycho-
logical management approaches that can easily be carried out
within routine GP consultations. These approaches may have low
clinical impact on individual patients, but, with the larger num-
ber of patients treated, population effects would be sizeable.

-I-he majority of patients with common emotional or psycholog-Such population effects of brief behavioural interventions have
ical problems are treated solely by general practitionerdeen documented for GP advice about smoking and drifk#ig.
(GPs), without referral to specialist psychiatric, psychological or By management approaches we mean not only specific tech-
counselling services? Such treatment frequently includes some niques, but also styles of listening and communicating with

form of psychological managemeétttwhether limited to listen-

patients when they present their emotional problems. A major

ing and discussion or including more specific psychologicabart of the research agenda is to identify whether certain styles of
approaches, such as counselling, problem-solving, and cognitiveommunication with patients in routine psychological consulta-
behavioural techniques. Psychological management may be thi@ns are more effective than others in facilitating therapeutic

only treatment provided or it may be combined with pharmacochange. In so far as some aspects of communication and relation-
logical treatment. In an earlier paper we reviewed literature oghip are present in every consultation then if particular aspects
the frequency and effectiveness of psychological managemeshould be found related to clinical outcome in general practice,
strategies. The present paper draws on this research and on evirs they have been in specialist psychological therabiéshe
dence from the Specialist pSyChOlOgical treatment |itel’ature to s ulation effects Of even minor Changes in GPs’ Consu|tation
out a research agenda for the development of evidence-based &les would be significant.

Psychological management approaches for emotional prob-
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lems developed for use by GPs to date have commonly been
compressed versions of specialist psychological treatments, such
as counselling, cognitive behaviour therapy, and problem-solving
therapy?3-?> There is evidence that such brief packages are teach-
able*?5and effective’?62” However, such brief treatment pack-
ages, being compressed, require a high level of skill to deliver
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and may not be appropriate for use in routine consultatiasrs, standing between doctor and pati&t

may require significant modificatioff. Even the briefest pack- Developing a new understanding of psychological symptoms
ages developed for either primary or secondary care require threan lead to symptomatic change directly, as patients’ inaccurate
to six treatment hours per patiéht’>° ideas about their problems frequently contribute to their symp-

We suggest that an alternative approach is to consider thems (e.g. thoughts of ‘going mad’ or having a heart att&dk).
application in general practice of core components common taew understanding or perspective on problems may also indirect-
all specialist psychological treatments. The identification andy suggest new behaviours or actions not previously considered,
emerging consensus on such core common components has begrich may in turn lead to clinical changfe.
an achievement of empirical psychological treatment research of
the past decad@:22303!As these are common to a variety of psy- Promoting change in behaviour, thoughts or emotions

chological treatments, they will probably also be important in GRoromoting change in behaviour, thoughts or emotions is the third
psychological management. and most time-intensive element common to all specialist psy-

chological treatments. Most incorporate a number of strategies to
Core common components of psychological treatments promote change, but there is also increasing research on the role

. . of individual strategies. In order for an individual strategy for
Three core components have been found to be important: change to be helpful in routine general practice consultations, it

e establishing a positive therapeutic relationship, is necessary that it can be clearly defined, taught to GPs, and

» assisting the patient in developing an understanding of their communicated by GPs effectively to patients within the time
problems, and constraints of a relatively brief consultation.

e promoting change in behaviour, thoughts or emotions. Some possibilities are:

Establishing a positive therapeutic relationship ’ gigﬂgﬁt%npgﬂg Séﬁ'r‘ézgfsf‘so"f catastrophic thoughts in

The first common task is establishment of a pOSitive therapeutic advice on graded exposure to anxiety in patients with phob|c
relationship in which patients feel free to discuss emotional prob-  and obsessive-compulsive conditidhé-5:

lems and work towards their resolution. An association of posis  advice on increasing pleasurable activities in patients with
tive therapeutic relationship (often referred to as therapeutic major depressive disord®:50.52and
alliance) with clinical outcome is one of the most robust findings,  encouraging problem-solving regarding loss, role conflicts,

of psychological treatment reseafttt and is equally as impor- and interpersonal difficulties in patients with major depres-
tant in cognitive-behaviour theraffyas in psychodynamic and sive disordep449.5053

other psychotherapié3.

A positive therapeutic relationship is a joint product of what |gentification and evaluation of depressive thoughts in patients
the patient contributes and what the doctor or psychological the{gt major depressive disord&f* should possibly be added to
apist contributes to the interactigi??Patient factors associated this list. However, this is a complex skill to learn and use in brief

with a positive therapeutic relationship are: the capacity to formyeryentiond’28and may not therefore meet the suggested crite-
good interpersonal relationships, active participation, an absengg)n of usability in routine GP consultations.

of suspiciousness, and a willingness to work towards agreed ther-jga of self-help materials may be helpful in enhancing GPs’
apeutic goalé? Therapist factors are: active listening, empathy’suggestions for chan®f&®and also, increasingly, computer self-

and a genuine concern for patiefftd: _ help programs developed for use in primary €&re.
General practice studies offer preliminary evidence of the

impact of listening and empathy in consultations about emotional

problems on both patient evaluations of their consultations andpplication to general practitioner psychological

clinical changé®3¢ Doctors’ listening is associated with patient management

satisfaction in consultations about physical as well as emotiongdor GP psychological management in the routine care of patients
problems’” However, patients with emotional and stress relatedyith emotional problems, the question arises as to how these
problems are particularly likely to consider talking about theirthree components relate to existing skills in the GP’s repertoire,

symptoms and problems as helpful. to the time constraints of general practice consultations, and to
. . the proviso that GPs are generalists and do not have the capacity,
Developing a shared understanding of the problem or necessarily interest, to devote to learning about new psycho-

The second core component consists of developing with thi®gical management approaches.
patient a shared understanding of their psychological symptoms Establishing a therapeutic relationship and attempting to
or presenting problems. Communication of a clear and approprisnderstand the patient’s problems are part of what most GPs
ate conceptualisation of the patient’s problems, which the patiemtndertake, although not necessarily explicitly, when a patient ini-
can make use of, has been found to be associated with benefici@lly presents an emotional problem. The importance of the doc-
clinical outcome over a number of psychological treatments antbr—patient relationship is a key element in teaching about
conditions30:3940 patient-centred medicirfé.f? as is the importance of trying to
Helping patients to define and clarify their emotional problemsunderstand the patient’s problems in psychological, social, and
is a central skill taught to GPs in problem-based interview trainphysical term$3 and of reaching agreement with the patient
ing** and has been found to be associated with improved clinicabout their problem®:4562An emphasis on promoting change is
outcomes in two studie®:*2 Explanations of psychological also common as GPs discuss patients’ problems and counsel
symptoms and problems likely to be useful to patients in generdhem on what they might consider doing differedthy® These
practice include biological factors, psychosocial stresses and difomponents are all in the existing repertoire of consultation skills
ficulties, and explanation of feedback mechanisms betweeaf most GPs, although establishing a positive relationship and
thoughts, emotions, and behaviour. It is important that any explateveloping a shared understanding may not necessarily be per-
nation is acceptable to the patient and leads to a shared undeeived as having the potential to facilitate a therapeutic change.
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The importance of the research agenda is to establish under whial period of discussion with the patient to reach agreement that
circumstances and through what specific GP behaviours theskere is an emotional problem requiring acknowledgement and
core components may have therapeutic effects. treatment®17 Limiting studies of psychological management to
The key difference between GP psychological managemergatients who directly present emotional problems would exclude
and specialist psychological treatment is not that these core cortitis more common scenario and hence exclude a large proportion
ponents are present in specialist treatments and absent in @Ppatients with significant psychological morbidity.
management but in the time available to be devoted to them. TheMuch psychological disorder in general practice is self-
GP’s generalist role places severe restrictions on the amount tifiting.”>”” The GP’s role, as for self-limiting physical illness,
time available and many patients presenting emotional problemis to explain, ease distress, and act to speed recovery where pos-
may only be seen for a single consultation. Pragmatically, asible’® Where problems are not self-limiting, more active inter-
incremental approach over time to psychological management ~¢ention is necessary. A research agenda for GP psychological
as in other areas of general practice — depending on the severityanagement needs to identify which patients will improve spon-
or intractability of the patient’s problem is reasonable. The estaltaneously, who will benefit from GP routine psychological man-
lishment of a therapeutic relationship and, where appropriate, eagement, and who will need more active psychological interven-
initial attempt to come to some understanding of the patient’sions by the GP or referral for specialist psychological therapy.
problems is likely to be sufficient for an initial consultation. If ~ Controlled trials of psychological interventions in general
the patient returns, then further exploration and attempts tpractice have the particular methodological difficulties of both
develop new understanding of their problems may be relevant. tfials in general practi¢gand of trials of psychological interven-
they then continue to attend, consideration of specific strategig®ns 8! A detailed discussion of these is beyond the scope of
to promote change may be appropriate in addition to continuethis paper but adaptations to standard clinical trial designs are
focus on developing the patient’s understanding of their difficuldikely to be necessaf:8* Since the clinical impact of GP psy-
ties. Where a patient does not respond, then specialist referral fonological management is likely to be modest, the number of
psychological treatment might be considered. patients and doctors in clinical trials of psychological manage-
The generalist role also places constraints on the degree ofent will need to be large.
expertise that a GP can develop, compared with the extensive
training that psychological therapists receive in establishing an@onclusions
maintaining a therapeutic relationship, and in ways of underbevelopment of effective GP psychological management has the
standing and promoting change through specific psychologicgbotential to impact beneficially on large numbers of patients,
approaches. However, there is evidence that relatively brief trairgiven the time already spent by GPs managing the burden of psy-
ing of GPs in basic psychological skills can be helpfdf®  chological morbidity in primary care. Current GP psychological
although this may need to be supplemented with ongoing supemanagement lacks an empirical evidence base, compared to spe-
vision and suppof cialist psychological treatments where there have been signifi-
cant, well researched therapeutic developments. GPs may be
. interested in developing psychological management skills, but
Methodological issues lack evidence-based knowledge about what skills they should
The development and evaluation of GP psychological managefevelop. A research effort to develop evidence-based GP psy-
ment approaches will require both naturalistic studies and corchological interventions will require contributions from GPs,
trolled trials. Naturalistic studies — both small scale intenSiV%sychiatris[s, psycho|ogistsy methodo|ogists, and health econo-
studies of individual GP-patient consultatitif$*®and large  mists. Both naturalistic studies of GP consultations to identify
cohort studies of groups of doctors and patférits— would be  key therapeutic components and controlled trials of brief treat-
able to identify potentially important GP psychological management packages tailored to the GP context will be needed. The
ment approaches. Controlled trials would then be necessary [ggistical and methodological problems are considerable, but the
confirm the effectiveness of particular GP managemenpotential benefits to patients and GPs over time are great.
approaches. Cost-effectiveness comparisons are also important,
as, if increased GP therapeutic effectiveness is at the cost of
spending significantly greater time with patients with emotionalREferences
problems, it may be more cost-effective for these patients to bel. Goldberg D, Huxley RCommon Mental Disorders; a bio-social

; ; ; _model London: Routledge, 1992.
seen by primary care counsellors, psychologists or trained nurs; Regier DA, Narrow WE, Rae D&t al The de facto US mental and
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