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SUMMARY
Background. General practitioners (GPs) integrate physi-
cal, psychological, and social factors when assessing
patients, particularly those with chronic diseases. Recently,
the emphasis has been on assessment of depression but
not of other factors.
Aim. To determine functional disability, psychological mor-
bidity, social situation, and use of health and social services
in patients with osteoarthritis and examine GP knowledge of
these factors.
Method. Two hundred patients completed a validated
postal questionnaire about functional disability (Health
Assessment Questionnaire [HAQ]), mood (Hospital Anxiety
and Depression Scale [HAD]), employment status, who
they lived with, welfare benefits received, and use of health
and social services. A similar questionnaire was completed
by the patient’s GP, including a HAQ. However, a three-
point scale was used to assess depression and anxiety.
Results. Forty-seven per cent of patients were moderately
or severely disabled (HAQ>1). GPs underestimated func-
tional disability: mean patient HAQ = 1.04 (95% confidence
interval [CI] = 0.92–1.16), mean GP HAQ = 0.74 (95% CI =
0.65–0.83), and there was low correlation between patient
and GP scores (kappa = 0.24). There was moderate preva-
lence of depression and high prevalence of anxiety, which
the GP often did not recognise: patient depression = 8.3%
(95% CI = 4.1%–12.8%), GP depression = 6.0% (95% CI =
2.4%–9.6%), kappa = 0.11; patient anxiety = 24.4% (95% CI
= 17.8%–31.0%), GP anxiety = 11.9% (95% CI =
6.9%–16.9%), kappa = 0.19. Only 46% of severely disabled
patients (HAQ>2) were receiving disability welfare benefits.
GPs were often unaware of welfare benefits received or the
involvement of other professionals. 
Conclusion. GPs frequently lack knowledge about function-
al disability, social factors, and anxiety as well as depres-
sion in their patients with osteoarthritis.

Keywords: osteoarthritis; mental health; social factors;
disability.

Introduction

GENERAL practitioners (GPs) often pride themselves on their
intimate knowledge of their patients, particularly those with

chronic diseases and disabilities. A principle of primary health
care is that GPs are committed to the person rather than to a par-
ticular body of knowledge, group of diseases or special tech-
niques.1 This whole person view was summarised by the
Leeuwenhorst Group: ‘The general practitioner will include and
integrate physical, psychological and social factors in his consid-
erations about health and illness’.2 Moreover, it is increasingly
recognised that it is important for doctors to look beyond a spe-
cific disease or impairment, to the effects on patients’ activities
and participation in society.3,4

It is important, therefore, to confirm whether GPs do have
knowledge of functional, psychological, and social factors in
their patients. Recent studies have shown that GPs fail to recog-
nise half of their patients who are depressed, particularly those
who have a chronic physical disorder,5 and this has led to the
‘Defeat Depression Campaign’ by the Royal Colleges of General
Practitioners and Psychiatrists to try to improve GP awareness.6

However, despite research showing that GPs often fail to recog-
nise functional disability,7 much less attention has been paid to
this or to GP knowledge of patient anxiety or social situation. 

To explore GP knowledge of these factors in patients with a
common chronic disabling disease we looked at osteoarthritis of
the hip or knee joint.8 Although hip and knee replacement opera-
tions are available, long-term care  is largely provided in the pri-
mary care setting9 and it is a common reason for GP consulta-
tions.10

Method
Patients and practices
Following local ethical committee approval, the study was
undertaken in two neighbouring general practices in central
Bristol (a total of 20 900 patients). Neither operated fixed patient
lists but both encouraged patients, particularly those with chronic
diseases, to see the same doctor for non-urgent problems. The
study population consisted of the first 200 consecutive patients
who:

• had a diagnosis of osteoarthritis of the hip or knee joint made
either by a GP or hospital specialist,

• were on a repeat prescription for analgesics or non-steroidal
anti-inflammatory drugs and had obtained one or more in the
last six months, and

• had seen their usual GP (the one responsible for the repeat
prescription) for any reason in the previous week.

Patients were identified from the practices’ computerised
appointment systems and medical records and diagnoses were
verified in the paper records. The study was limited to patients
with osteoarthritis of the hip or knee, since when these joints are
affected there is major effect on physical function.11 Patients
were excluded from the study only if they had severe learning
difficulties, dementia, or were terminally ill. 
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Assessments
Within 10 days of the consultation, all patients fulfilling the entry
criteria were sent a structured postal questionnaire to be complet-
ed personally or, if necessary, with the help of a relative or
friend. The questionnaire assessed difficulties with activities of
daily living using the Health Assessment Questionnaire (HAQ), a
well validated and widely used functional scale specific for
arthritis12 that has been shown in a community setting to be reli-
ably completed by patients.13 The HAQ asks about difficulty in
eight different areas of daily activity, the use of aids or devices,
and whether personal help is required. The presence of anxiety
and depression was assessed using the Hospital Anxiety and
Depression Scale (HAD),14 which is a well established measure
specifically developed to detect psychological morbidity in peo-
ple with physical disease.

The questionnaire also asked about factors in the patients’
social situation that are generally considered important for GPs
to know about: employment status, who they lived with, welfare
benefits received, and help received from health and social ser-
vices professionals. Initial non-responders were sent a reminder
letter two weeks later. A pilot study had assessed the test–retest
reliability of the questionnaire by administration to 10 patients on
two occasions two weeks apart and found that 98% of questions
were answered identically. 

A virtually identical questionnaire was given to the patients’
usual GPs. The HAQ was slightly modified so that the GPs were
asked about patients’ overall functional level in each of the eight
areas (eating, washing etc.) rather than the separate tasks within
each area, as earlier discussions with GPs had ascertained that
this was the level of knowledge that it was reasonable to expect
GPs to have. As GPs could not be expected to score individual
items on the HAD scale, they assessed anxiety and depression at
the last consultation on a three-point scale (definitely present,
borderline, not present).

The GPs were requested to complete the questionnaire by ref-
erence to the medical records and their personal knowledge of
the patient but not to consult with other doctors or primary health
care team members. This was to try to mimic the real life situa-
tion where GPs usually work and make decisions alone during
consultations but have access to records. 

Sample size and analysis
The sample size calculation of 200 was based on the ability to
detect a mean difference between patient and GP HAQ scores of
0.25 (α = 0.05, P = 0.80). This was derived from a previous
study of patients with rheumatoid arthritis15 while allowing for
an anticipated lower mean HAQ score in patients with
osteoarthritis16 and  assuming a response rate for both question-
naires of 90%. 

Frequency distributions are reported for patient consultation
rates, patient and GP HAQ scores, patient HAD scores, GP anxi-
ety and depression ratings, living and employment status, welfare
benefits, and professional help received. Results were analysed
according to broad level of disability: nil (HAQ = 0), mild
(HAQ>0 but ≤1), moderate (HAQ>1 but ≤2) or severe (HAQ>2).
Patient anxiety and depression were categorised as nil (HAD =
0–7), borderline (HAD = 8–10) or definite (HAD = 11–21). GP
and patient scores were compared using kappa statistic and con-
sultation frequencies and patient scores were compared using
Spearman’s rank correlation coefficient.

Results
Response rate
The 200 patients were identified over 11 weeks in Autumn 1997.

One hundred and eighty-two patient and 199 GP questionnaires
were returned and useable, giving an overall response rate of
91%. There were 177 paired GP and patient HAQs and 168
paired patient HADs and GP anxiety/depression scores.

The mean age of the 182 patients was 71 years (range = 42–92
years) and 118 (65%) were female. All GPs (9) had patients in
the study, the median being 22 (range = 7–35). Thirty-eight
(21%) patients were seen on home visits. 

Functional disability
There was a significant difference in the mean HAQ scores: the
mean HAQ score for patients was 1.04 (95% CI = 0.92–1.16),
whereas for GPs it was 0.74 (95% CI = 0.65–0.83). As can be
seen in Table 1, whereas 47% of patients were moderately or
severely disabled, GPs only rated 26% of their patients thus.
Furthermore, there was low agreement between patient and GP
scores (kappa = 0.24). For example, of the 26 severely disabled
patients, eight were thought by their GP to be mildly disabled, 14
moderately disabled, and only four severely disabled. Overall,
GPs indentified 26 out of 83 (31%) of moderately and severely
disabled patients correctly. Even after adjusting for the lower
overall GP scores there was no significant increase in agreement
(corrected kappa = 0.32).

Depression and anxiety
Table 2 shows that 8.3% (95% CI = 4.1%–12.8%) of patients had
definite depression (HAD>10), compared with the GPs’ rating of
6.0% (95% CI = 2.4%–9.6%). However, the agreement was
again low (kappa = 0.11) and, even including those rated by the
GP as borderline, only 50% (seven out of 14) of definitely
depressed patients were recognised by their GPs. 

A greater proportion of patients (24.4% [95% CI =
17.8%–31.0%]) were definitely anxious. Significantly fewer
(11.9% [95% CI = 6.9%–16.9%]) were rated as definitely anx-
ious by the GP. Sixty-three per cent of definitely anxious patients
were recognised by their GPs, if including those rated by the GP
as borderline, but overall agreement was low (kappa = 0.19).

As the study examined consecutive patients, frequent attenders
were more likely to be selected. However, there were low corre-
lations between consultation rate in the last 12 months and dis-
ability (r = 0.26), anxiety (r = 0.26), and depression (r = 0.30).
There were significant (P<0.01) correlations between disability
and depression (r = 0.58), disability and anxiety (r = 0.40), and
between depression and anxiety scores (r = 0.60).

Social situation and involvement of other professionals 
Of the 181 responding patients, 59 (32%) lived alone, 107
(59%) with a partner (with or without children), seven (4%)
only with children, and eight (4%) with friends or others. GPs
correctly identified 52 (88%) of the patients who lived alone
and 84 (79%) of those who lived with a partner. Thirty-two
(18%) out of 165 responding patients were currently working,
nine (5%) had not worked for less than 12 months, and 124
(68%) for more than 12 months. The GPs correctly identified
21 (66%) of those currently working. GPs were aware of 19
(25%) of the 76 welfare benefits received by patients (Table 3).
All severely disabled, and some moderately disabled patients
were likely to be eligible for attendance allowance or disabled
living allowance.17 However, even among severely disabled
patients (HAQ>2), only 12 out of 26 (46%) were receiving
these important benefits. 

There were low levels of involvement of other health and
social care professionals in the previous 12 months (Table 4),
especially other members of the primary health care team. GPs
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knew of the involvement of 100% of hospital doctors but levels
for other professionals were much lower.

Discussion
This study shows that of 200 consecutive patients attending their
GP with osteoarthritis of the hip or knee joint, 47% were moder-

ately or severely disabled, yet there was little involvement by
other health and social services professionals, including hospital
specialists. GPs were not aware of many aspects of their patients’
lives relevant to providing high quality care. GPs had relatively
accurate knowledge of whom patients lived with, and whether a
hospital specialist was involved, but significantly underestimated
functional disability, anxiety, and depression. Welfare benefits
received by their patients and involvement of other health and
social care professionals were not well known.

GPs’ significant underestimation of functional disability con-
firms our previous findings in patients with rheumatoid arthritis
in the same practices.15 However, 71% of the rheumatoid arthritis
patients had seen a rheumatologist or orthopaedic surgeon in the
previous year, compared with only 17% of patients in this study.
Thus, for patients with osteoarthritis, the GP’s role is particularly
crucial because in the great majority of cases they were the only
health professional involved. It is therefore important that GPs
are able to accurately recognise their patients’ level of disability,
particularly if they are moderately or severely disabled. If GPs
underestimate patients’ functional disability it is likely they will
fail to make appropriate beneficial interventions. These will vary
according to the patients’ level of disability and could include
referral to an orthopaedic surgeon for joint replacemnet, to an
occupational therapist for adis and home adaptions or suggesting
application for disability welfare benefits.

Patients in this study were not chosen to be representative of
all patients in the practices with osteoarthritis of the hip or knee.
We considered whether the high levels of disability and anxiety
found in this study occurred because patients attending frequent-
ly were more likely to be selected but found that for both vari-
ables there were low correlations with the consultation rate in the
previous 12 months.

Many of the patients were elderly and some had other chronic
diseases (such as cardiac failure, diabetes, and chronic obstruc-
tive pulmonary disease) that may have contributed to their dis-
ability score. However, we did not correct for co-morbidity as we
felt it was even more important for the GP to have good knowl-
edge about patients who had more than one disease. Excluding

Table 1. Comparison of patient and GP scores on the Health Assessment Questionnaire (HAQ).

Patient HAQ score

GP HAQ score None Mild Moderate Severe Total
None 9 11 4 0 24 (14%)
Mild 17 52 30 8 107 (60%)
Moderate 0 5 22 14 41 (23%)
Severe 0 0 1 4 5 (3%)
Total 26 (15%) 68 (38%) 57 (32%) 26 (15%) 177 (100%)

Table 2. Comparison of patient scores on the Hospital Anxiety and Depression Scale (HAD) and GP scores for depression and anxiety.
HAD depression — patient score

GP depression score None Borderline Definite Total
None 90 23 7 120
Borderline 25 9 4 38
Definite 4 3 3 10
Total 119 35 14 168

HAD anxiety — patient score

GP anxiety score None Borderline Definite Total
None 68 24 15 107
Borderline 19 9 13 41
Definite 3 4 13 20
Total 90 37 41 168

Table 4. Involvement of other health and social care professionals in
the last 12 months.

Involved GP knows

Rheumatologist/orthopaedic surgeon 31 (17%) 31 (100%)
District nurse 5 (3%) 3 (60%)
Health visitor 7 (4%) 0 (0%)
Practice nurse 3 (2%) 0 (0%)
Occupational therapist 8 (4%) 0 (0%)
Physiotherapist 28 (15%) 9 (32%)
Social worker 7 (4%) 2 (29%)
Home care assistant 12 (7%) 6 (50%)

Table 3. Welfare benefits received by patients and general
practitioner knowledge.

Received GP knows

Sickness or incapacity benefit 10 (5%) 5 (50%)
Attendance allowance or disabled

living allowance (AA/DLA) 33 (18%) 8 (24%)
Orange parking badge 29 (16%) 6 (21%)
Other 4 (2%) 0 (0%)

AA/DLA 
HAQ Score Patients (n) received

None 26 1  (4%)
Mild 68 4 (6%)
Moderate 57 16 (28%)
Severe 26 12 (46%)
Total 177 33 (19%)
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patients with co-morbid conditions made little difference to the
range of HAQ scores in a large general practice survey.16

The prevalence of depression was similar to that in the general
population18 and that GPs identified half the cases concurs with
other studies.5 We found that a quarter of patients were anxious
and that GPs missed many of these cases. Hitherto, less attention
has been paid to anxiety than depression, though other studies
have shown higher levels of anxiety than depression, both in
patients with rheumatoid arthritis and osteoarthritis.19 There was
a low correlation between anxiety and physical disability in this
study, however high levels of anxiety may reflect uncertainty
about the future, poor coping mechanism or poor pain control;20

none of which were measured in this study. There is potential for
effective treatment of anxiety, whether by treating the associated
causes, such as pain; or with anxiety management groups21 or
medication, such as SSRIs.22

Conclusion
This study has shown that GPs lack knowledge about functional
disability, social factors, and anxiety as well as depression in
their patients with osteoarthritis. The recent emphasis on the
detection of depression should be extended to include other
important aspects of patient assessment, particularly in patients
with chronic disabling diseases. Supplying a functional assess-
ment by asking patients to complete a questionnaire prior to see-
ing the doctor has improved patient management, both in a hos-
pital rheumatology clinic23 and in a primary care setting,24 and it
would be useful to explore this further. Greater involvement by
other members of the primary health care team and the sharing of
assessments are also likely to improve the quality of care.25
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