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SUMMARY

Background. A large proportion of a general practitioner’s
(GP’s) caseload comprises patients with mental health
problems. It is important to ensure that care is provided
appropriately, on the basis of clinical need. It is therefore
necessary to investigate the determinants of the use of men-
tal health care in the primary care sector and, in particular,
to identify any non-clinical characteristics of patients that
affect the likelihood of their receiving appropriate care.

Aim. To identify and compare the influence of non-clinical
patient factors on GPs’ acknowledgement of mental prob-
lems and on their provision of mental health care.

Method. Cross sectional study of adults aged 16 to 65
years old (n = 802) attending one of eight practices (20
GPs in total) in inner west London.

Results. Multivariable analysis showed that the combination
of factors that best predict GPs’ acknowledgement of the
presence of mental problems are general health question-
naire (GHQ) scores (odds ratio [OR] = 1.10 per unit
increase in score, 95% confidence interval [CI] = 1.07 to
1.13), previous mental symptoms (OR = 7.5, 95% Cl = 4.3
to 12.9), increasing age (OR = 1.03 per one-year increase,
95% Cl = 1.01 to 1.04) and physical health status (OR =
0.98 per unit increase in short form-36 (SF-36) score, 95%
Cl = 0.96 to 1.00). Multivariable analysis showed that the
combination of factors that best predict intervention (pre-
scription for psychotropic medication; return visit to GP;
referral to psychiatric inpatients/outpatients; referral to other
[specified] health professionals, or social services) are pre-
vious symptoms (OR = 7.4, 95% Cl = 3.8 to 14.4), white
ethnic group (OR = 2.2, 95% CI 0.9 to 5.5); and not owning
a property (OR = 2.1, 95% Cl = 1.1 to 4.0). Life events influ-
enced intervention only in the presence of low GHQ scores
(OR = 8.1,95% Cl = 2.7 to 24.0).
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Conclusions. Mental problems are common in primary care
and their acknowledgement is a necessary but not a suffi-
cient condition for intervention. Our results show that GPs’
decisions about mental health interventions can be influ-
enced by non-clinical patient factors, regardless of patients’
clinical needs. The results suggest that current practice may
not always be equitable, and point to the need for better
understanding of the basis of these potential inequalities
and for focused training.

Keywords: mental health; patient factors; intervention; pri-
mary care.

Introduction

TIENTS with mental problems constitute approximately

one-third of general practice attendérghose who receive
care are more likely to achieve a good outcome than those who
do not!? It is therefore important to ensure that care is provided
appropriately; that is, on the basis of clinical need. However,
there is evidence that patients’ social, demographic, and physical
health characteristics affect both the general practitioner’'s (GP’s)
prescribing of psychotropic medications and their referral to spe-
cialist care*'4 Such patient characteristics may exert their influ-
ence in one or more of three ways: they may increase the risk or
severity of mental illness, or affect the likelihood that the general
practitioner will detect mental problems, or affect the decision to
treat them (Figure B15-23

However, published studies on the determinants of the use of
mental health care in the primary care sector have not distin-
guished between the effects of patient characteristics on GPs’
acknowledgement of the presence of mental problems and their
clinical judgement as to whether to treat or not. In addition, previ-
ous findings were not adjusted for differences in the patients’ clini-
cal severity'+1*and the results of the earliest studies may be out
of date, as some are over 20 years’8ld:}The extent to which
those results are relevant and generalisable to primary care today is
therefore uncertain. The present study was designed to overcome
these three limitations. It aimed to identify and compare the influ-
ence of non-clinical patient factors on GPs’ acknowledgement of
mental problems and their treatment decisions, having taken
account of the clinical severity of the presenting mental state.

M ethod
Inclusion criteria

The study was carried out in west London as part of a wider
research project involving practices without specialist mental
health professionals available on site. Eight practices (compris-
ing 20 principals in total) were recruited. The practices covered
the catchment area of two health authorities. For each GP, 50
consecutive adult attenders were recruited. Patients were exclud-
ed if they were aged under 16 or over 65 years, or if their com-
mand of English was inadequate to complete the questionnaire
unaided.

Procedure
Patient questionnairesPrior to seeing the GP, each patient
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recruited to the study completed the General Healttparticipate in the study. Most of the 233 patients (83%) with
Questionnaire-28 (GHQ-28)and the Short Form-36 (SF-38). missing records had moved away from the practice in the year or
The measurement properties of these instruments have been wigllo since the index consultation. A comparison showed that
established in the United Kingdoth?The GHQ is used to iden- those without records were younger (mean age 33.8 versus 37.4
tify patients likely to have psychological problems, and whoyears,P<0.01) and more likely to be single (51.9% versus
therefore may need health care. A score of five or above is sug3.9%,P = 0.03), Black African (7.7% versus 3.3%s0.01) and
gestive of psychiatric risk. Physical and mental health summa- private tenants (47.7% versus 33.59%0.01). There were no

ry scores were derived form the SF-36. Scores range from zesrtatistically significant difference$?€0.05) between patients in
(representing the worst possible health state) to 100 (the best pdsrms of sex, employment status, GHQ score, SF-36 score, and
sible health staté} A further questionnaire designed for the pro- GP acknowledgement of mental problems.

ject sought information from patients on their age, sex, ethnic

group, marital, employment and housing status, and recent lifRatient characteristics and GP intervention

events. The sociodemographic and clinical characteristics of the sample

o . . __are summarised in Table 1. Life events during the previous year,
General practitioner questionnairdhe GPs completed a brief 5cknowledged by 29% of the sample, included moving house
questionnaire about each patient immediately after the consultgg 404) being pregnant (8.4% of female patients) and suffering a

tion, stating whether the pa_tient was currentl_ngdged to h_ave aNyereavement (5.2%). Almost half (49.4%) of the patients
mental problems and if an intervention was indicated. This ques-

tionnaire differed from one used in other stutfieghich asked
GPs to rate their appraisal of the severity of psychiatric distur-

bancel823The GPs made these judgements without knowing thgable 1. Demographic characteristics and health status of patients in
patient's GHQ score. whom intervention was measured (n = 802). Values are numbers (%)

of patients unless otherwise stated.

Information from general practice recordsiterventions associ- Gharacteristic Number (%)

ated with the index consultation were extracted from patients®

records one to two years later by two of the researchers (RR anhmdle sex 304 (37.9)

MS). For the purposes of this study, a mental health care inte¥ean age in years (standard deviation) 37.4(12.8)

vention was d_efined as one or more of the following_: prescriptioRy,nic group

of psychotropic medication; GP request that the patient return fQgnite 610 (77.0)

a further consultation (for any reason); referral to psychiatri®lack Caribbean 67 (8.5)

in/outpatients; referral to other mental health professionals or tBlack African 26 (3.3)

social services. Mental symptoms recorded in the previous 1Fakistani 7 (0.9)

months were also extracted. Indian , 25 (3.2)
Bangladeshi 4 (0.5)

; Chinese 3(0.4
Analysis Other 50((6.32)
The dependent variables investigated were GP acknowledgemetissing 10

of the presence of mental problems (from the GPs’ questio

. . . L r.I‘E'm loyment status
naire) and intervention for such problems. Associations betwe il

each of these and the independent variables (sociodemograp wé’r',?;f,?,fj” employed ?2? E?g:gg
characteristics, life events, SF-36 score, current mental healttired 41 (5.4)
status as defined by GHQ score, and previous mental problerosher 110 (14.4)
and treatment) were examined by calculating odds ratios ardissing 38
their 95% cor_lfidence intervals, adjgsting fo_r severit_y _of mentalarital status
symptoms using GHQ scores. Multiple variable logistic regresyarried/cohabiting 356 (44.7)
sion using SPSS version 8.0 was used to identify the factors theihgle 350 (43.9)
together best predicted acknowledgement of mental problentsvorced 72 (9.0)
and clinical interventior® After including the GHQ score, inde- Widowed 19 (2.4)
pendent variables were added to the model one at a time, badégsing S
on improvement in model fit using the likelihood ratio test. Les$4ousing status
stringent criteria are recommended for adding variables to mo@wner/occupier 323 (43.5)
els and a significance level 8k0.1 was used for the inclusion Private tenant 249 (33.6)
of variables®® Both P-values and conventional 95% confidence Local authority 162 (21.8)
intervals are reported in the analyses. Intuitively selected interalomeless 8(1.1)
tions between variables (GHQ score and known sociodemd#issing 60
graphic predictors of case acknowledgement) were tested withiffe events in previous 12 months
the models. Interaction terms were included in the model if theife events recorded 224 (29.3)
improvement in model fit was at tfRx0.1 level. "\\l/l? life events recorded 5681(30-7)
ISSIN

GHQ rgean score (standard deviation) 6.15 (6.09)
Results -

. SF-36 mean summary scores (standard deviation)
Recruitment Mental component 43.11 (8.64)
A total of 1035 patients (387 men and 648 women) were recruif2hysical component 45.69 (8.89)
ed (more than 50 patients were recruited by some GPs). Pract gaC'I‘”OW'fdgeme”t of m.e”gl':pmb'ems 259 (32.3)
records were obtained for 802 (77.5%) patients. Three hundreqﬁnta problems recorded in GP records

previous 12 months 95 (11.8)

and forty-five (25%) patients who were approached declined to
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screened positive for mental problems on the GHQ (score of fivi
or above). In their questionnaire responses, GPs recognised the
presence of mental problems in 259 (32.3%) patients but judge
that only 58 required an intervention. The most frequent inter-
ventions were psychotropic medication and a return appointmen
(Table 2). Only three patients (0.4%) were referred to mental
health specialists.

j®N

—

Univariable analysis

Acknowledgement of mental problenfikis was strongly associ-
ated with current GHQ score, or a history of mental problems, o
of an intervention in the preceding 12 months (Table 3). These
latter two factors continued to contribute to acknowledgement
even after adjusting for GHQ score. The GPs were more likely ta
acknowledge mental problems in those who were unemployed
older, or in poorer physical health (assessed by SF-36 Physic
Summary Score).

B

=

Mental health interventionsGeneral practitioners’ decisions to
treat were also strongly associated with the presence of mentI
problems (Table 3): the higher the GHQ score, or if there was
history of mental problems or treatment for such problems, the
more likely was the intervention. Again, after adjusting for GHQ
score, the impact of each of these factors was reduced by
remained statistically significant. After controlling for GHQ score
the other factors that increased the likelihood of intervention werg
the occurrence of life events, better physical health, and not bein
a property owner. There was some evideriRe (0.052) of an
association between receiving an intervention and being white.

—

©

Table 3. Logistic regression showing the influence of factors on acknowledgement of mental problems and on intervention by GP before and after adjusting for GHQ score.

Multivariable analysis

Acknowledgement of mental problerfike best predictive model

is shown in Table 4. GPs were more likely to recognise menta
problems in the presence of increasing GHQ scores or a histor
of mental problems. They were also more likely to recognise
mental problems in older patientB0.001) and in those in
poorer physical healtiP(= 0.062).

<

Mental health interventiondMental health interventions were
more likely with a history of mental problemB<0.001) (Table
4). Patients’ ethnic group and housing status also exerted indé
pendent effects: white patients were more than twice as likely tg
receive health care than their non-white counterpBrts@.087),
as were patients in rented accommodation or who are homeless
(P = 0.034). The influence on intervention of GHQ score was
modified by patients’ recent life events. Including an interaction
term between these two factors in the model led to a significan
improvement in model fit (likelihood ratio te$t = 0.035).
Reported life events were associated with an eight-fold increas
in the likelihood of intervention in healthy patients (GHQ scores

=

1)

Table 2. Action taken by GP (n = 802). The total number of interven-
tions is more than 58, as three patients received more than one inter-
vention.

Mental health intervention by GP Number (%)
Any intervention 58 (7.2)
Psychotropic medication prescribed 31 (3.9)
27 (3.4)

Return appointment
Referral to community mental health professionals 2 (0.2
Referral to psychiatric outpatients 1(0.1)
Referral to psychiatry inpatients 0
Referral to social services 0
Action taken subsequent to mental

problems in previous 12 months 78 (9.7)
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Mental health intervention

Acknowledgement of presence of mental problems

Variable
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Table 4(a). Logistic regression models showing adjusted odds ratios of the set of predictors of acknowledgment of mental health problems.

Variable Adjusted odds ratio (95% CI)2 P-value
GHQ score per unit increase 1.10 (1.07-1.13) <0.001
History of mental problems in last 12 months (yes:no) 7.5 (4.3-12.9) <0.001
Age (per one-year increase) 1.03 (1.01-1.04) <0.001
SF-36 physical summary score (per unit increase) 0.98 (0.96-1.00) 0.062

2Adjusted for GHQ score and other factors in the model.

Table 4(b). Logistic regression models showing adjusted odds ratios of the set of predictors of GP intervention.

Variable Adjusted odds ratio (95% CI)2 P-value
History of mental problems in last 12 months (yes:no) 7.4 (3.8-14.4) <0.001
Housing status (not a home owner:home owner) 2.1 (1.06-4.0) 0.034
Ethnic group (white:non-white) 2.2 (0.89-5.5) 0.087
Terms in interaction

Life events in last 12 months (yes:no) if GHQ score is below 5 8.1 (2.7-24.0) <0.001
Life events in last 12 months (yes:no) if GHQ score is 5 or more 1.03 (0.45-2.35) 0.949

aAdjusted for GHQ score and other factors in the model.

below five) but with little additional effect in patients who had would be difficult to relate to a patient's GHQ score at the index

mental problems. consultation. In order to compensate for this, any return appoint-

ments initiated by the GP were counted as mental health inter-
Discussion ventions on the assumption that such appointments were for
Study findings advice, counselling or to give the GP more time to assess a

patient’s needs. This is borne out by the finding that GP’s
prised patients with mental problems (judging from GHQacknowIe_dgement of th_e p(rjesgr;ce of mental_problemslrg%l;}nn?
scores), a figure that is comparable with previous reséarch'?]terven.t'ﬁn was lassotg:llate wit rgturg k;appr?mtn;ents ( ff °d°
Some patients were significantly less likely to receive mentai ose with mental problems recognise 0 y the G were ofiered a
health interventions than others, irrespective of their level o eturn appointment compared with 2.8% of those withBut [ .
.002]). The cross-sectional nature of the study also explains

clinical need. Non-white patients were less than half as likely t hy the referral rate (0.3%) was much lower than rates quoted in

receive an intervention than white patients; homeowners Werﬁ . o .
less likely than those renting or homeless; and patients wit e literature (about 6%), which refer to annual rates.

recent life events were more likely to be given mental healtth . .
interventions if their GHQ score was below five. For patients elation to other studies
with a high GHQ score, the addition of life events was unimporHousing status is a marker of socioeconomic status. Previous
tant with respect to the likelihood of intervention. These findingsresearch has found that similar indicators, namely low education,
were not owing to a varying degree of acknowledgement of thenemployment, and minority ethnic status, were associated with
presence of mental problems, which suggests that they influeneelower likelihood of having their problems recognid&é.?

About one-third of the workload of the participating GPs com-

the GP’s clinical judgement on whether or not to intervene. However, these findings were not corroborated in this study and
_ _ _ so cannot explain the lower likelihood of intervention in these
Methodological considerations groups. Other patient characteristics, including female sex and

This study had two particular strengths. First, it reports healtfnarital separation or widowhood —previously found to be asso-
care use having taken account of clinical need. Secondly, it wagated with problem recognition — were not confirmed in this
able to make a distinction between the factors that influence thgudy:®**?*This may be because previous studies measured
likelihood that a GP will acknowledge a mental problem andGPs’ assessments of the severity of psychiatric disturbance
those that influence the GP’s decisions about intervention. Ifcommonly termed ‘conspicuous psychiatric morbidityOur
addition, being based on 20 doctors, the results may be generalgudy elicited GPs acknowledgement of the presence of mental
able. Several potential limitations need to be considereddroblems and whether or not intervention was warranted. This
Selection biases may have arisen during the recruitment of GRglowed us to distinguish between GPs’ acknowledgement of
and patients and in obtaining patients’ records. It was only possimorbidity and their clinical judgement regarding intervention.

ble to assess the impact of the latter. This showed that the

patients with missing records had similar mental health needs foxplanation of results

those with records, but were more likely to be Black AfricanIn addition to the presence of mental problems, certain patient
and/or non-homeowners. Inclusion of these patients could thergharacteristics, namely older age and poorer physical health,
fore have some impact on the odds ratios reported, though thiecrease the likelihood of acknowledgement but not of an inter-
effect is likely to be minimal in view of the small numbers vention. Both age and physical health are known to be associated
involved. The rate of use and the nature of interventionsvith mental disorde??? and it may be that GPs’ awareness of
described cannot portray fully GPs’ responses to mental prolhis results in increased vigilance.

lems because interventions may occur during later visits and not Our model (Figure 1) suggests that the receipt of care is deter-
at the index consultation. However, any such later decisionmined by the presence of mental problems (a need for health),
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Patient characteristics:
* age
* gender
ethnicity
employment status
marital status
housing status
physical health
life events

history of mental symptoms and
treatment (from medical records)

from
patient

- [
-’- H
[

- +
.-
.-

Mental health Mental problem

status (as measured
by GHQ score)

mmm |liness behaviour s

questionnaire)

acknowledged by GP
(as recorded in GP

Mental health
intervention (from
medical records

mmm |iness behaviour g

Figure 1. Model showing (i) alternative points in the decision making pathway at which patient characteristics may influence the provision of

care and (ii) data sources.

the GP’s acknowledgement of such morbidity, and the GP’s clinStudy implications

ical judgement as to the provision of appropriate care (a need fgj|
health care). Patient characteristics could, in theory, affect any of,
these.

The presence of mental problems (as measured by GHQ scor;
was, reassuringly, a significant predictor of intervention. It coul
be argued that the reason why certain groups of patients were
less likely to receive care than others, irrespective of their GH

tor of clinical need. The prevalence of probable cases, as indic
ed by a GHQ score of over five, was greater than the report
prevalence of disorders detected by structured psychiatric inter-
views! This could be owing to the GHQ'’s low threshold for

his study raises issues about the equitable use of mental health
re. Certain groups of patients, notably members of minority
ethnic groups, have a lower likelihood of receiving mental health
re irrespective of their level of clinical need. On the other
and, patients who have suffered recent adverse life events have
disproportionately higher chance of receiving an intervention.
view of the large mental health caseload carried by GPs, it
iI6uld seem pertinent to investigate further these results.
ualitative observations, for example, of GP-patient interactions,
ould help to explain our findings.
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