(ﬁ( Cochrane
/o Library

Cochrane Database of Systematic Reviews

Psychosocial interventions by general practitioners (Review)

Huibers MJ, Beurskens A, Bleijenberg G, van Schayck CP

Huibers MJ, Beurskens A, Bleijenberg G, van Schayck CP.

Psychosocial interventions by general practitioners.

Cochrane Database of Systematic Reviews 2007, Issue 3. Art. No.: CD003494.
DOI: 10.1002/14651858.CD003494.pub2.

www.cochranelibrary.com

Psychosocial interventions by general practitioners (Review) Wl LEY
Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


https://doi.org/10.1002%2F14651858.CD003494.pub2
https://www.cochranelibrary.com

: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

TABLE OF CONTENTS

HEADER ettt ettt st sttt et h et s e Rt e Rt a e SR e e R e e bt e b S e R e e R e e b e e et SRR e R e bt s bt e R R e Rt e b e st e et e Rt e be s b e et e nneeres 1
ABSTRACT ittt e bbb e s e s e e s R e s bR E e s R s e R s e e R s e b e b e b et e b e b et e b et et e b e b et e b esre st 1
PLAIN LANGUAGE SUMMARY ..ttt ettt sttt st et sb e st b e bbb bbb b s b e b b e b e b e b e bt b e b e b e b e b e b e besbesbesbesbesbesbessensas 2
BACKGROUND ..ttt ettt ettt st st s b s ea e e st e s b e s b e s s e e st e s b e s bt s et e e st e bt s st e at e e st e be s bt embe s bt e bt sebeembe s st e bt easesnbesseeseensesnnessasane 3
OBUJECTIVES ettt ettt ettt b bbb b bbb e b s b e b s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e s b e sbe s bt sbesaesbesaesutont 3
METHODS ettt ettt ettt bbbt b e bbb e b et et et e b e b et et et et et e b e b e b et et et et e b e b e b e b e s b e b e b e s b e sbesbesbesbesae e 3
RESULTS ettt sttt s st et b e s st e bt e b e s e e sa s e bt e be st e e mt e s e e bt s et e e mt e e bt e ae s ebeeat e e b e e abe s et e ea e e b e e st s et e st ebesasesabesneebesanesntes 6
DISCUSSION ittt bbbt st b st b e bbb b e b e e b e e b e o b e o b b e b e o b e o b e o b b e b e e b e o b s e bt e b s e Rt e bt e bt e bt e bt e bt e bt e bt sabe bt entenbenbenten 8
AUTHORS' CONCLUSIONS ..ttt sttt sttt ettt et d et ettt e b e b et et et e e et e b et et et et et e b enbenaentens 9
ACKNOWLEDGEMENTS .ttt sttt ettt sttt et st s b e st s e st s bt e s e s e e s bt s st e m s e s ae e bt e bt e abe s st e bt e b e embesbeesesasesntessesneensesneensess 10
REFERENGCES ettt et bs e b e bb e b e bb e b s e bbeabeabebbebbeabeabeabenbenbesbesbessesbensesnenns 11
CHARACTERISTICS OF STUDIES ..ttt ettt ettt ettt b bbb bbb bbb e b b e b e b e b e b e b e b e b e b et ebenbesbenbesbenne 14
DATA AND ANALYSES ettt sttt sttt st s bt e b e s b sat e st e b e st e s et e st e beses e e a b e e bt e besebeemte s st e bt s s eemtesbessesasesmtesbeenesasesnnersasen 22
Analysis 1.1. Comparison 1 problem solving versus antidepressant treatment at 12-week follow-up, Outcome 1 recovered cases 23
(NAMILLON FAtING SCALE TS 7). ettt sttt sk b ettt b et b s b b e st s e s b b e sttt e b e b et beaebeneaestesene
Analysis 1.2. Comparison 1 problem solving versus antidepressant treatment at 12-week follow-up, Outcome 2 hamilton rating 23
SCALE (AEPIESSION).  ciiuietiietiieteiteteete et te ettt e st et e e st e s e et e s s et ese et e s aese st esesses et esaesaseesensesaseesassese s asesbeseebeseesassebassesassesansesessassesareesaneas
Analysis 1.3. Comparison 1 problem solving versus antidepressant treatment at 12-week follow-up, Outcome 3 beck depression 23
INVENTOTY (AEPIESSION).  iieiiteieieietet ettt ettt b ettt ettt st et et e b et e b et e be e e s et ese b e st et entebeatesea e e b et e bt s ese s enesbentebentebentebenteseneen
ADDITIONAL TABLES ..ottt ettt ettt et e st s e s ae e b e st e sat e bt e s e sas e sate b e e s e s aseemtesbeessesasesne e beeasesasesneesseaasesasesneensesasesnsesneessensesnsens 23
WHAT'S NEW ... 24
HISTORY ettt ettt st et b e e st e et e b e b s et e st e b e s e e s et e st e b e s et e e s e e b e e b e s as e e st e st e se s eb e e st e b e s besabeent e s e e aesateentenbesanesanens 24
CONTRIBUTIONS OF AUTHORS  ..oceeteeteteetesteettesteste st et e st e sitesate s st e s e sasesstesbe s s e sasesstesseessesasesseessasasesssesneensesnsesasesseensessesnsesneessessesnnens 24
DECLARATIONS OF INTEREST .... 24
SOURCES OF SUPPORT ettt sttt sttt sttt sat e st b s b st e st e b e s ae s e e e st e s e s aae s et e bt e b e s abeemt e bt e besabesntebesnesanesstesesnnessnennt 24
INDEX TERMS ettt ettt b b bbb e b e b e b e b et et et oot et et et et et et enbebesbebesbesbesaenne 24
Psychosocial interventions by general practitioners (Review) i

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



- Coch rane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews
[Intervention Review]

Psychosocial interventions by general practitioners

Marcus J.H. Huibersl, Anna Beurskens2, Gijs Bleijenberg3, Constant Paul van Schayck#

1Department of Clinical Psychological Science , Maastricht University, Maastricht, Netherlands. 2Epidemiology, Maastricht University,
Maastricht, Netherlands. 3Expert Centre for Chronic Fatigue, Radboud University Nijmegen Medical Centre, Nijmegen, Netherlands.
4Department of General Practice, Maastricht University , Maastricht, Netherlands

Contact address: Marcus J.H. Huibers, Department of Clinical Psychological Science , Maastricht University, P.O. Box 616, Maastricht,
6200 MD, Netherlands. m.huibers@dmkep.unimaas.nl, m.huibers@DMKEP.unimaas.nl.

Editorial group: Cochrane Common Mental Disorders Group
Publication status and date: Edited (no change to conclusions), published in Issue 2, 2009.

Citation: Huibers MJ, Beurskens A, Bleijenberg G, van Schayck CP. Psychosocial interventions by general practitioners. Cochrane
Database of Systematic Reviews 2007, Issue 3. Art. No.: CD003494. DOI: 10.1002/14651858.CD003494.pub2.

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

ABSTRACT

Background

Many patients visit their general practitioner (GP) because of problems that are psychosocial in origin. However, for many of these problems
thereis no evidence-based treatment available in primary care, and these patients place time-consuming demands on their GP. Therefore,
GPs could benefit from tools to help these patients more effectively and efficiently. In this light, itisimportant to assess whether structured
psychosocial interventions might be an appropriate tool for GPs. Previous reviews have shown that psychosocial interventions in primary
care seem more effective than usual care. However, these interventions were mostly performed by health professionals other than the GP.

Objectives

To examine the effectiveness of psychosocial interventions by general practitioners by assessing the clinical outcomes and the
methodological quality of selected studies.

Search methods

The search was conducted using the CCDANCTR-Studies and CCDANCTR-References on 20/10/2005, The Cochrane Library, reference lists
of relevant studies for citation tracking and personal communication with experts.

Selection criteria

Randomised controlled trials, controlled clinical trials and controlled patient preference trials addressing the effectiveness of psychosocial
interventions by GPs for any problem or disorder. Studies published before November 2005 were eligible for entry.

Data collection and analysis

Methodological quality was independently assessed by two review authors using the Maastricht-Amsterdam Criteria List. The qualitative
and quantitative characteristics of selected trials were independently extracted by two review authors using a standardised data extraction
form. Levels of evidence were used to determine the strength of the evidence available. Results from studies that reported similar
interventions and outcome measures were meta-analysed.

Main results

Ten studies were included in the review. Selected studies addressed different psychosocial interventions for five distinct disorders or health
complaints. There is good evidence that problem-solving treatment by general practitioners is effective for major depression. The evidence
concerning the remaining interventions for other health complaints (reattribution or cognitive behavioural group therapy for somatisation,
cognitive behavioural therapy for unexplained fatigue, counselling for smoking cessation, behavioural interventions to reduce alcohol
reduction) is either limited or conflicting.

Psychosocial interventions by general practitioners (Review) 1
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Authors' conclusions

In general, there is little available evidence on the use of psychosocial interventions by general practitioners. Of the psychosocial
interventions reviewed, problem-solving treatment for depression may offer promise, although a stronger evidence-base is required and
the effectiveness in routine practice remains to be demonstrated. More research is required to improve the evidence-base on this subject.

PLAIN LANGUAGE SUMMARY
Psychosocial interventions delivered by GPs

Many patients visit their general practitioner (GP) because of psychosocial problems. Consequently, GPs could benefit from tools to help
these patients. The reviewers found no strong evidence for the effectiveness (or ineffectiveness) of psychosocial interventions by general
practitioners. Of the psychosocial interventions reviewed, problem-solving treatment for depression seems the most promising tool for
GPs, although its effectiveness in daily practice remains to be demonstrated.
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BACKGROUND

Many patients visit their general practitioner (GP) because of
problems that are psychosocial in origin. The reported prevalence
of psychological or psychosocial disorders (e.g. depression,
anxiety, stress, somatisation, unexplained or functional symptoms
in primary care ranges from 30% to 70% (Chocron Bentata 1995;
Tiemens 1996). However, the extent of mental health disorders
in general practice is difficult to estimate due to problems of
classification (Gray 1988).

There is an increasing awareness among GPs that responsibility
for managing these patients falls mainly to them (Terluin 1999).
However, for many of these complaints, there is no evidence-based
treatment available. Immediate referral to specialist care is often
not an option, because of waiting lists or the vague nature of
complaints. These patients often visit their GP frequently without
being offered an appropriate treatment and place time-consuming
demands on already overloaded primary care services. Therefore,
GPs need the tools to help these patients in a way that is not only
effective but also cost-effective, considering that the GP's time is
expensive.

Several previous reviews have addressed the efficacy or
effectiveness of psychosocial interventions (e.g. counselling,
problem solving therapy, cognitive behavioural interventions,
psychotherapy) in primary care (Corney 1992; Brown 1995; Friedli
1996; Rowland 2000; Bower 2002). A general characteristic of
psychosocial interventions is that some sort of psychological
process comprises the central dynamic in the treatment of
the patient. The overall conclusion in these reviews was that
psychosocial interventions seem more effective than the usual
care that is given by the GP, but that clear clinical evidence is
lacking. Rowland (2000) points out in her systematic review (an
updated version in The Cochrane Library was headed by Bower)
on counselling for depression that the four studies she was able
to include had many methodological deficiencies, which makes
the effectiveness of these studies harder to interpret. Friedli 1996
states that despite some supporting evidence for the effectiveness
of counselling in primary care, it is still unknown which type of
psychosocial intervention is helpful for which patient in primary
care. These reviews also demonstrated how difficult it is to define
'psychosocial interventions'.

However, the psychosocial interventions addressed in the
aforementioned reviews were mostly performed by primary care
workers other than the GP (e.g. nurses, counsellors, psychologists,
psychiatrists, internists), leaving the question of whether
psychosocial interventions performed by GPs might be effective.
In a narrative review of psychological management approaches
by general practitioners, Cape 2000 came to the conclusion that
the preliminary evidence for the clinical effectiveness of GP
psychological management in routine consultations is scarce but
encouraging.

There are several reasons why GPs could use the knowledge and
skills to perform psychosocial interventions in primary care. As
patients come to their GP first with their health concerns, it is
desirable that all potential treatment options in primary care
are considered before a patient is referred to specialist care.
This approach is known as the 'stepped-care principle' (Davison
2000; Von Korff 2000). Secondly, many GPs already take the time
to support their distressed patients without adequate tools to

structure these extended visits. Although these visits can be helpful,
the contribution to the overall improvement often seems small
against the investment of time. Therefore, many GPs would benefit
from psychosocial skills that enable them to use their time more
efficiently. Thirdly, the degree of success of any kind of psychosocial
intervention depends largely on the trust one places in the care-
provider. Since patients and GPs already maintain a relationship,
it can be assumed that the familiarity of the doctor's office is
preferred to visiting an unknown non-GP primary care worker.
Finally, it is recommendable to take a holistic approach to patient
care (Richardson 1989) in which physicians care not only about the
somatic aspects of care but rather try to improve the well-being of
patients in all aspects related to health.

OBJECTIVES

In this review, we aimed to present a systematic review of all the
available literature addressing the effectiveness of psychosocial
interventions by general practitioners. An important underlying
objective was to assess whether it is (more) effective to have
GPs delivering psychosocial interventions in the first place, for
the reasons mentioned previously. In most instances, psychosocial
interventions are performed by psychologists and psychiatrists,
not by general practitioners. We might have started with
assessing the effects of training GPs in applying psychosocial
interventions and focus on the feasibility. Instead, we chose to
investigate the effects of psychosocial interventions by GPs on
patients' well-being, regardless of the anticipated diversity (and
therefore incomparability) in type of interventions, participants
and outcomes among studies eligible for inclusion.

The objectives of this review were:

1) To identify all randomised controlled trials (RCTs) controlled
clinical trials (CCTs) and controlled patient preference trials (CPPTs)
of psychosocial interventions delivered by general practitioners.

2) To assess the methodological quality and the relevant
characteristics of the selected studies.

3) To assess the effectiveness of psychosocial interventions
by general practitioners compared to the reference treatment
(whether 'usual care' or another experimental intervention) by
reviewing the clinical outcomes of the selected studies.

METHODS

Criteria for considering studies for this review
Types of studies

Studies published before January 2002 were eligible for entry in the
review. ldentified trials in all languages were considered eligible.
If necessary, assistance was going to be sought from the Cochrane
Collaboration Depression Anxiety and Neurosis group (CCDAN) for
translation purposes. An update was performed in November 2005,
aimed at identifying studies that were published after 2002.

All RCTs, CCTs and CPPTs addressing the effectiveness of
psychosocial interventions by GPs were considered eligible for
inclusion. Patient preference for a certain treatment option is
a strong predictor for patient compliance and thus for the
effectiveness of the intervention. CPPTs, in which patients with a
strong preference for a particular treatment are not randomised,
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but are allocated to the treatment of their choice, were therefore
included.

Bower 2002 discussed the different objectives and designs of
pragmatic versus explanatory trials. Explanatory trials aim to
isolate the active elements of an intervention in order to determine
the relative potential of the treatment under highly controlled
circumstances, whereas pragmatic trials aim to determine the
relative value of the treatment in the routine practice settings.
Although explanatory studies serve the objective of this review
best, pragmatic trials were also eligible for entry in the review as
long as the psychosocial intervention was standardised to some
degree (see section 'types of intervention').

Types of participants

There were no restrictions on the type of participants in studies to
be selected.

Types of interventions

All trials reporting the effectiveness of psychosocial interventions
delivered by GPs were eligible for inclusion. A methodological
difficulty was choosing a clear and objective definition for a
psychosocial intervention. Rowland (Rowland 2000) and Bower
(Bower 2002) present the British Association for Counselling
definition of counselling as appropriate for use in their
systematic reviews. However, counselling is "a broadly non-
directive approach" (Rowland 2000) while we chose to also include
other, more structured approaches, like cognitive behavioural
interventions or problem solving therapy.

In this review, a GP-administered psychosocial intervention should
meet the following criteria:

1) the intervention is explicitly delivered by a GP (or family
physician or family doctor), although the GP intervention may be
compared with a similar intervention administered by a different
health professional. The GP can be the regular GP of patients or
a research GP who is assigned to patients for the purpose of the
study.

2) the intervention is a systematic treatment in which a
psychological process is the central dynamic.

3) the intervention consists of a standardised number of at least
two face-to-face contacts between patient and GP. Single session
interventions are excluded, so that psychosocial interventions are
distinguished from the brief psychosocial advice that is commonly
given by GPs, but that cannot be accounted as a systematic
treatment.

Studies were excluded if:

1) the intervention was a (psycho) pharmacological intervention.
2) the GP was only one of many interventionists and the results
were not presented for every discipline (e.g. GP, nurse, counsellor)
separately.

3) psychosocial interventions were only delivered in combination
with other types of treatment (e.g. (placebo) pharmacotherapy,
physiotherapy) and the effectiveness of the psychosocial
intervention alone could not be evaluated.

Types of outcome measures

We did not restrict ourselves to one disorder, say depression,
since this would result in a scope that was too narrow for our
purposes. Since there were no restrictions on type of participant,

type of disorder, problem or complaint, or type of psychosocial
intervention, all outcome measures were reviewed and evaluated
on their relevance. If more than one outcome measure was
reported, we analysed the outcome measures that were believed
to be the main outcome measures. To be included in the review,
studies had to report at least one of two types of outcome:

1) (clinical) improvement rates or numbers (e.g. % patients who are
clinically recovered)

2) scores on relevant validated scales (e.g. Beck Depression
Inventory, Hamilton Rating Scale for Depression, SCL-90)

Search methods for identification of studies

The search strategy included the following sources:

1) The Cochrane Collaboration Depression Anxiety and Neurosis
group Controlled Trials Registers (CCDANCTR-Studies and
CCDANCTR-References) were searched on 20/20/2005. These are
specialised registers tof studies and reference of trials comparing
treatment options within the scope of the CCDAN. The register
is updated quarterly, adding the results on searches of The
Cochrane Library, CINAHL, EMBASE, LILACS, MEDLINE, NRR,
PSYCLIT, PSYCINFO, PSYNDEX and SIGLE. Also, quarterly systematic
screening of relevant journals and conference proceedings
takes place. For information on the full search strategies, visit
www.iop.kcl.ac.uk/iop/ccdan.index.htm.

CCDANCTR-Studies

Intervention = Therapy

and

Setting = General Practice or Primary Care or Family Practice

CCDANCTR-References

Free-text = *Therapy

and

Free-text = General Practi* or Primary Care or Family Practice

The original CCDANCTR search strategy can be found in Table 1

2) The Cochrane Library. It became apparent that some studies
identified earlier through screening of journals did not appearin the
first CCDAN-CTR search. Trials Search Co-ordinator, Hugh McGuire
therefore performed additional searches in The Cochrane Library
(Issues 2001-2 to 2002-1) using the following search strategy:

GENERAL and PRACT™)

FAMILY and PRACT*)

PRIMARY and CARE)

PRIMARY and (HEALTH and CARE))

(FAMILY and DOCTOR*) (FAMILY and PHYSIC*)
GP*((((((#1 or #2) or #3) or #4) or #5) or #6) or#7)
PSYCHOTHERAPY

COGNITIV*

BEHAVIOR

BEHAVIOUR

PSYCHOANALYTIC

MARITAL

COUNSELLING

THERAP*

PSYCHO*

(((((#10 or #11) or #12) or #13) or #14) or #17) (#18 and #16) ((#15 or
#19) or #9) (#8 and #20)

Psychosocial interventions by general practitioners (Review)
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3) Reference lists of relevant studies were scanned to retrieve
additional studies that were not identified in the aforementioned
database searches. This process is known as citation tracking.

4) Personal communication with experts in the field (CCDAN and
otherwise) took place.

5) An updated search was performed in November 2005.

Data collection and analysis

Selection of studies

Two authors (MH and AB) independently screened the abstracts of
the studies that were retrieved by the computer assisted searches.
Studies that were identified by citation tracking or personal
communication were also screened by both MH and AB. Eligibility
criteria were used to select relevant studies. Disagreement between
MH and AB about the selection of a trial was resolved by discussion
between MH, AB and a third review author (GB). Thus, a final
selection of studies was established. Since the review authors were
familiar with some of the studies beforehand, it was decided that
studies were not blinded for assessment.

Methodological quality

Methodological quality of the studies was independently assessed
by two review authors, AB and GB, using the Maastricht-Amsterdam
Criteria List (MACL) (Van Tulder 1997). A third review author (MH)
was involved in rating methodological quality if disagreement
occured between AB and GB. Review authors were thus allowed
to adjust their score assignments. If additional information on
study characteristics was provided by authors on request, this
information was used in the scoring of the items of the MACL.

The Maastricht-Amsterdam Criteria List (MACL) was originally
developed in the field of musculo-skeletal disorders, but is known
to produce disease-nonspecific quality ratings. Also, the MACL
includes all criteria of other prominent quality scales like the Jadad
List (Jadad 1996) and the Delphi List (Verhagen 1998). The MACL
contains 17 items to assess internal validity (e.g. selection bias,
performance bias, attrition bias and detection bias, 10 items),
external validity (descriptive criteria, five items) and statistical
aspects (two items). The total score on the MACL can range from
0-17. To prevent different interpretations between reviewers of
study characteristics, each item of the MACL is explained in a
separate appendix that provides uniform operationalisations of
criteria. Despite this appendix, two items on the acceptability
of compliance and withdrawal still raised questions about the
appropriate interpretation among the reviewers. Therefore, we
defined acceptable compliance as 75% of the patients in all
treatment groups attending all treatment sessions and acceptable
withdrawal/dropout as 80% of all patients in all study groups
completing all study assessments, in addition to the original
appendix.

Data extraction

The study characteristics (i.e. qualitative and quantitative
characteristics) of selected trials were extracted with the use
of a specially designed data extraction form by two reviewers
independently (AB and GB). Disagreement between AB and GB
was resolved by discussion between AB, GB and MH. Missing
information was obtained from the investigators when possible.
The following study characteristics were extracted: study size (total,
group), number of active GPs, number of practices, inclusion

criteria, type of intervention (content, number of sessions, duration
of sessions), type of control condition, training of GPs (content,
number of sessions, duration of sessions), supervision of GPs
(content, number of sessions, duration of sessions), integrity check
(content), study outcome (main effects, compliance with treatment
by patients, withdrawal from study assessments) and overall
conclusion of authors.

Statisical analysis

Although selected studies were very heterogeneous in types of
interventions, types of complaints, study population and outcome
measures, meta-analyses were performed if at least two studies
reported data on a particular outcome of a clinically comparable
intervention and a similar follow-up period.

Analyses were performed using Review Manager software. Relative
risks were calculated for dichotomous outcomes and weighted
mean differences for continuous outcomes. If standard deviations
were not available, we calculated imputations in accordance with
the Cochrane Handbook for Systematic Reviews (section 8.5.2.).
The random-effect model was used as default method of analysis
because of the potential statistical heterogeneity among studies.
Heterogeneity was investigated by evaluating whether confidence
intervals around the individual effect sizes of pooled studies
overlapped sufficiently and were described accordingly in the
results.

In addition to meta-analyses, number needed to treat to benefit or
harm were calculated for the last available endpoint if outcomes
were presented as dichotomous data. We used the denotation as
suggested by Altman (Altman 1998): number of patients needed to
be treated for one additional patient to benefit or be harmed are
denoted as NNTB (benefit, positive score) or NNTH (harm, negative
score), with confidence intervals that include 'infinity' if necessary
(for example, NNTB 10, CI = NNTH 20 to infinity to NNTB 4). If the
confidence interval is limited to positive scores (e.g. CI=NNTB 5 to
NNTB 15) or negative scores and therefore does not include infinity,
the number needed to treat to benefit is statistically significant.

Levels of evidence

For a more qualitative approach, so-called 'levels of evidence'
were used (Van Tulder 1997; Van Tulder 2001; Ostelo 2002). This
rating scale enables reviewers to summarize the strength of
scientific evidence by classifying results of studies with comparable
interventions and more or less comparable outcome measures
under one of four levels:

1. good evidence: provided by generally consistent findings in two
or more high-quality studies.

2. moderate evidence: provided by generally consistent findings in
one high-quality study and one or more low-quality studies or by
generally consistent findings in two or more low-quality studies.

3. limited or conflicting evidence: only one study (either high- or
low-quality) or inconsistent findings in two or more studies.

4. no evidence: no studies.

High quality studies were defined as studies that fulfilled five
or more of the 10 MACL items on internal validity (range 0-10).
Generally consistent findings were defined as 75% or more of
the studies having statistically significant findings in the same
direction.

Psychosocial interventions by general practitioners (Review)
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RESULTS

Description of studies

Selection of studies

Computer-assisted searches of databases yielded 179 references
in the CCDAN Trials Register and 436 references in the Cochrane
Library. Of these, 42 full-text articles were retrieved based on
title and abstract and screened for eligibility. In addition, nine
articles were identified through citation tracking or personal
communication and retrieved for further screening. Of these 51 full-
text papers, 19 articles were selected for additional reading. Eight
authors were contacted for additional information or unpublished
data and seven authors responded to our requests. This process
resulted in eight studies that met eligibility criteria and that were
included in the review (table included studies). The remaining 36
studies (43 articles) were excluded from the review (Characteristics
of excluded studies). In one included study (Mynors-Wallis 1995),
therapists were two research GPs and one psychiatrist. Since
the effects were no different for the two GPs compared to the
psychiatrist, we decided to include the study in the review, despite
the fact that effects were not presented for GPs separately. In a
second included study (Lidbeck 1997), the therapist performing all
interventions was a physician trained in family medicine as well as
internal and social medicine who worked in a preventive medicine
unitin primary care, which raised our doubts whether this therapist
could be classified as a typical general practitioner. However, since
the study formally met our inclusion criteria, we decided to include
the study in the review.

The updated search in 2005 yielded 97 references, and 4 full-
text articles were retrieved and selected for additional reading.
One author was contacted for additional information. Two studies
published after 2002 met eligibility criteria and were included in the
review.

Excluded studies

Of the 36 studies that were initially retrieved but finally excluded
from the review, 11 studies were excluded because the intervention
was not performed by a GP (Barkham 1989; Issakidis 1999;
McLeod 1997; Ockene | 1999; Ockene J 1991; Peveler 1999; Scott
1997; Skinner 1984; Swinson 1992; Wadden 1997; White 1990).
Seven studies were excluded because the intervention was not
a psychosocial intervention in our definition (Beusterien 2000;
Bowman 2000; Durand 2002; Katzelnick 2000; King 1998; Kottke
1989; Wallace 1988). Another seven studies were excluded because
the intervention was administered by a group of GPs and other
health professionals (e.g. nurse practitioners, general internists,
psychiatrists), without separate analyses for each discipline being
presented (Blomhoff 2001; Fleming 1997; Fleming 1999; Goldstein
1999; Patel 1988; Pill 1998; Simkin 1997). In one of these studies,
the intervention consisted of two parts administered by a GP
and a nurse (Patel 1988). In six studies, the selection criterion
of at least two standardised intervention sessions was not met:
in four studies, the intervention studies consisted of only one
session (Anderson 1992; Brody 1990; Calfas 1996; Horst 1997)
while in two other studies, no required number of standardised
intervention sessions was formulated (Catalan 1984; King 2002).
In these last two studies, the training of GPs in applying a
psychosocial intervention was the focus of attention, rather than
the application of the intervention itself. As a consequence, number
of intervention sessions were not explicitly monitored, and it was
often unknown if GPs even applied their new skills, as one of the

authors stated. Three studies were excluded because the study
design was not a RCT, CCT or CPPT (Baillargeon 1998; Gask 1992;
Morriss 1999). In two studies, the effects of 'isolated' psychosocial
intervention could not be assessed since the intervention was only
administered in combination with another treatment (nicotine gum
and (placebo-)antidepressant treatment) (Malt 1999; Wilson 1988).

Of the two studies excluded in 2005, one study only assessed
outcomes on the level of the participating GPs (Heatley 2005), while
the second study assessed an intervention that did not require at
least two standardised sessions (Whitehead 2002).

Study Characteristics

The most important characteristics and outcomes of included
studies were summarized in table 'characteristics of included
studies'. In the section 'notes' of this table, additional information
is presented on non-compliance of patients with treatment
(e.g. session attendance), withdrawal by patients from study
assessments (i.e. drop-out, loss-to-follow-up) and the use of
integrity checks (assessment of GP compliance with the treatment
protocol).

The tenincluded studies reported the effectiveness of psychosocial
interventions by general practitioners for the following health
complaints or disorders: depression (Mynors-Wallis 1995; Mynors-
Wallis 2000), somatisation (Blankenstein 2001; Lidbeck 1997;
Larisch 2004), smoking addiction (Richmond 1985; Segnan 1991)
excessive alcohol consumption (McIntosh 1997; Richmond 1995),
and unexplained fatigue (Huibers 2004).

Risk of bias in included studies

For the qualification of methodological quality (high or low), the
10 MACL items on internal validity were used. In total seven
studies (Blankenstein 2001; Lidbeck 1997; McIntosh 1997; Mynors-
Wallis 1995; Mynors-Wallis 2000; Segnan 1991; Huibers 2004) had
a high methodological quality (five points or more) and three
studies (Richmond 1985; Richmond 1995; Larisch 2004) had a
low methodological quality (less than five points). Details on the
individual scores on the MACL will not be presented here, but are
available from the first author.

Effects of interventions

Depression studies

In two high-quality RCTs by the same research group (Mynors-
Wallis 1995, Mynors-Wallis 2000), the effects of six-session
problem solving treatment (PST) by a GP on major depression
were compared to PST by a practice nurse, antidepressant
treatment, placebo treatment or combination treatment (PST and
antidepressant medication).

In the 1995 study, PST administered by one of two GPs (and a
psychiatrist) was superior to placebo treatment combined with
general support on depression and social functioning, but not
on psychological symptoms at 12 week follow-up. The NNTB of
PST compared to placebo treatment was 3 (95% CI NNTB 1.75 to
NNTB 10.29). There were no differences in effect between PST and
antidepressant treatment (amitriptyline) combined with general
support at 12 week follow-up. The NNTB of PST compared to
antidepressant treatment was 11.92 (95% CI NNTH 6.08 to infinity
to NNTB 3.01).
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In the 2000 study, the effects of PST administered by one of three
GPs on depression, psychological symptoms or social functioning
were no different compared to the effects of PST by a practice
nurse, antidepressant treatment or combination treatment at 52
week follow-up. The NNTB of PST by a GP was 18.38 (95% CI NNTH
6.21 to infinity to NNTB 3.71) compared to PST by a practice nurse
and 16.71(95% CI NNTH 6.13 to infinity to NNTB 3.53) compared to
antidepressant medication. The NNTH of PST by a GP compared to
combination treatment was 23.95 (95% CI NNTH 3.83 to infinity to
NNTB 5.63).

Both studies reported equivalent outcome measures for PST by
a GP and antidepressant treatment at 12 weeks and several
data were meta-analysed. There were no differences between
PST by a GP and antidepressant treatment in recovery (Hamilton
Rating Scale score of 7 or lower), depression (Hamilton Rating
Scale and Beck Depression Inventory) or social functioning (Social
Adjustment Scale). The pooled relative risk for recovery of PST
by a GP compared to antidepressant treatment was 0.93 (95%
Cl 0.62 to 1.39). The weighted mean difference between PST by
a GP and antidepressant treatment was 0.77 (95% Cl -2.45 to 4)
on the Hamilton Rating scale, -1.12 (95% Cl -4.75 to 2.51) on the
Beck Depression Inventory. Evaluation of the confidence intervals
around the weighted mean differences on the social adjustment
scale revealed statistical heterogeneity between the two studies.
Therefore, it was decided that scores on this scale should not be
pooled.

There is good evidence (level 1) that problem-solving treatment
by a GP is no less effective than antidepressant treatment on
depression, psychological symptoms and social functioning. There
is limited evidence (level 3) that problem-solving treatment by a
GP is more effective than placebo treatment on depression and
social functioning. Finally, there is limited evidence (level 3) that
problem-solving by a GP is no less effective than problem-solving
by a practice nurse or combination treatment on depression,
psychological symptoms or social functioning.

Somatisation studies

In two high-quality RCTs and one low-quality study, the
effectiveness of a psychosocial intervention by a GP on
somatisation was assessed.

In one study (Blankenstein 2001), the effects of a tailored and
modified reattribution intervention of two to three sessions
by one of 10 GPs were compared to the effects of care as
usual. At two year follow-up, the reattribution intervention was
superior to usual care on all primary outcomes (consumption
of medical resources, subjective health and sick leave) and on
secondary outcome somatisation, although none of the patients
had recovered completely (no data presented).

In a second study (Lidbeck 1997), the effects of cognitive
behavioural group therapy of eight sessions administered by the
author were compared to a waiting list condition. At 6 month
follow-up, group therapy was superior to the waiting list condition
on illness behaviour, hypochondriasis and medication use but not
on social problems, anxiety, depression or sleep.

In athird study (Larisch 2004), the effects of additional reattribution
training combined with standard psychosocial primary care of six
sessions (PPC) by one of 20 GPs were compared to the effects of
standard PPC alone. At 6 month follow-up, there were no significant

differences between the treatment groups in anxiety, depression,
quality of life or mental health, except for a small difference in
number of physical symptoms.

In none of these studies, data concerning recovery were
presented. Calculations of NNT were therefore not possible. Since
interventions, outcome measures and timing of assessment were
not comparable for the two studies, meta-analyses were not
performed.

Thereis limited evidence (level 3) that reattribution intervention by
a GP is more effective than usual care on consumption of medical
resources, subjective health, sick leave and somatisation. There
is limited evidence (level 3) that adding reattribution training to
psychosocial primary care is no more effective than PPC alone.
There is also limited evidence (level 3) that cognitive behavioural
group therapy by a GP is more effective on illness behaviour,
hypochondriasis and medication use.

Smoking cessation studies
In one high-quality RCT and one low-quality CCT the effects of
counselling by a GP on smoking cessation were assessed.

In the high-quality study (Segnan 1991), the effects of five-
session 'repeated counselling' (RC) delivered by one of 44 GPs
were no different compared to the effects of a one-session
minimal intervention (MI), repeated counselling plus nicotine gum
(RC+gum) or repeated counselling plus spirometry (RC+spiro):
biochemically validated smoking abstinence rates at 12 month
follow-up were respectively 4.8%, 5.5%, 7.5%, and 6.5%. The NNTB
of RC compared to MI was 162.38 (95% CI NNTH 18.64 to infinity
to NNTB 15.16). The NNTH of RC was 49.29 (95% CI NNTH 16.51
to infinity to NNTB 49.93) compared to RC+gum and 95.02 (95% ClI
NNTH 20.19 to infinity to NNTB 35.11) compared to RC+spiro.

In the low-quality study (Richmond 1985), six-session smoking
cessation counselling delivered by one of three GPs was superior
to a minimal intervention (usual care and use of a diary) consisting
of two sessions: at 6 month follow-up, 33% of the patients in the
counselling group were biochemically validated as abstinent from
smoking versus 3% in the minimal intervention group. The NNTB
of counselling compared to minimal intervention was 3.33 (95% ClI
NNTB 2.51 to NNTB 4.95).

Evaluation of the confidence intervals around the effect sizes
revealed statistical heterogeneity between the two studies,
possibly due to differences in methodological quality since the
interventions appear to be quite similar. It was therefore decided
that abstinence rates from both studies should not be pooled.

There is conflicting evidence (level 3) that counselling by a GP is
more or no less effective than minimal intervention on smoking
behaviour. There is limited evidence (level 3) that counselling by
a GP is no less effective than counselling plus nicotine gum or
counselling plus spirometry by a GP on smoking behaviour.

Alcohol reduction studies

In one high-quality RCT and one low-quality CCT the effectiveness
of a psychosocial intervention by a GP on alcohol consumption was
assessed.

In the high-quality study (McIntosh 1997), the effects of a two-
session cognitive behavioural intervention (CBI) administered by
one research GP were compared to a CBI by a nurse practitioner
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and one-session brief advice by one of 12 regular GPs. At 12 month
follow-up, there were no differences between the groups in alcohol
consumption (quantity-frequency) or alcohol-related problems,
although there was an overall reduction on these outcomes in all
groups.

In the low-quality study (Richmond 1995), the effects of a five-
session behavioural change programme (Alcoholscreen) by one
of 119 GPs were compared to one-session brief advice to stop
drinking, assessment of drinking behaviour only and follow-
up measurement only. At 12 month follow-up, there were no
differences between the groupsin alcohol consumption (% patients
drinking above predefined consumption level) or alcohol-related
problems, although Alcoholscreen was superior to other treatment
conditions if only those patients were analysed who had attended
two sessions or more.

No data concerning recovery were presented, therefore,
calculations of NNTB and NNTH were not possible.
Since interventions and outcome measures were (partially)
incomparable for the two studies, meta-analyses were not
performed.

There is limited evidence (level 3) that a cognitive behavioural
intervention by a GP is no more effective than a cognitive
behavioural intervention by a nurse practitioner or brief advice on
alcohol consumption or alcohol-related problems. Furthermore,
there is limited evidence (level 3) that a behavioural change
programme is no more effective than brief advice, assessment of
drinking behaviour only or follow-up measurement only on alcohol
consumption or alcohol-related problems.

Unexplained fatigue studies

In a high-quality RCT (Huibers 2004), the effects of five to seven
sessions of cognitve behavioural therapy by one of nine GPs were
compared to the effects of no treatment or usual care in a group of
employees absent from work suffering from unexplained fatigue.
There were no signficant differences between the groups in fatigue,
absenteeism or clinical recovery, at 12 month follow-up or at
any other time point. The NNTH of cognitive behavioural therapy
compared to usual care was 11.89 (95% CI NNTH 4.25 to infinity to
NNTB 14.92).

There is limited evidence (level 3) that cognitive behavioural
therapy is no more effective than no treatment or usual care on
unexplained fatigue among employees.

DISCUSSION

Effectiveness of psychosocial
practitioners

In this review, the main objective was to provide a systematic
overview of the available evidence on the effects of psychosocial
interventions that are delivered by general practitioners in
primary care. Not surprisingly, we found it impossible to
draw an overall conclusion concerning the effectiveness of
"psychosocial interventions by general practitioners" since the
ten selected studies were not comparable in numerous aspects
(e.g. intervention, outcome, patient population). Under these
circumstances, the classification of the available results into a
single 'level of evidence' is inappropriate.

interventions by general

Rather, we found that the available evidence addressed
different psychosocial interventions for five distinct disorders or
health complaints (depression, somatisation, smoking addiction,
excessive alcohol consumption and fatigue). There is some
evidence that problem-solving treatment (PST) by a GP is effective
in the treatment of major depression: there is good evidence
(level 1) provided by two studies that PST is no less effective than
antidepressant treatment, while there is limited evidence (level
3) that PST is more effective than placebo treatment and no less
effective than PST by a nurse practitioner or combination therapy.
Thesefindings should be interpreted with considerable caution: the
two studies on PST were conducted by the same research team
and groups consisting of only 30 to 40 patients were treated by
a small number of experienced and highly trained research GPs,
which limits the translation to routine general practice.

As for the treatment of somatisation, there is limited evidence
(level 3) that a reattribution intervention by a GP and cognitive
behavioural group therapy by a GP are more effective than usual
care by a GP, while there is also limited evidence that adding
reattribution training to standard psychosocial primary care (PPC)
is no more effective than PPC alone. There is conflicting evidence
(level 3) provided by two studies that counselling by a GP is more
or no less effective than a minimal intervention in helping patients
to stop smoking, while there is limited evidence (level 3) that
counselling by a GP is no less effective than counselling plus the
prescription of nicotine gum or the use of spirometry. It is noted
that the findings from another review indicate a small benefit
obtained through brief advice from physicians, with an additional
small benefit from more intensive advice (Silagy 2003). Behavioural
interventions by a GP to reduce alcohol consumption seem no more
effective than other, more simple interventions: there is limited
evidence (level 3) that a cognitive behavioural intervention (CBI)
by a GP is no more effective than a CBI by a nurse practitioner or
brief advice and there s limited evidence that a behavioural change
programme is no more effective than brief advice, assessment of
drinking or follow-up assessments only. Finally, there is limited
evidence (level 3) that cognitive behavioural therapy by a GP is
no more effective than no treatment or usual care for unexplained
fatigue among employees.

In summary, despite fairly good methodological quality and
positive findings of some studies, evidence for the effectiveness
of psychosocial interventions by general practitioners does not
exceed level 3 (limited or conflicting evidence), except for good
evidence that problem-solving treatment is no less effective than
antidepressant treatment for depression.

Methodological quality

In line with previous studies (Van Tulder 1997; Van Tulder 2001;
Ostelo 2002), we used internal validity criteria of the MACL to
classify methodological quality since internal validity best reflects
the most essential methodological aspects that are required for
good quality (and lack of bias). The MACL is accompanied by an
explanatory appendix that proved to be helpful but not always
sufficient. Especially the items on the acceptability of compliance
and withdrawal posed reviewers for a problem since 'acceptability’
was not defined in any quantum or measure. We therefore chose
to define acceptable compliance as 75% of the patients in all
treatment groups attending all treatment sessions and acceptable
withdrawal/drop-out as 80% of all patients in all study groups
completing all study assessments.
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Seven out of ten selected studies had a satisfactory methodological
quality. Although controlled patient preference trials were eligible
as well, only randomised controlled trials (seven high-quality and
one low-quality study) and controlled clinical trials (two low-
quality studies) met eligibility criteria for the review. As was to be
expected, none of the selected studies reported blinding of patients
or GPs. Information on the avoidance or comparability of co-
interventions was poor in all but one study: six studies did not even
mention this subject (Blankenstein 2001; Lidbeck 1997; Richmond
1985; Richmond 1995; Mclntosh 1997; Larisch 2004) and three
(Mynors-Wallis 1995; Mynors-Wallis 2000; Segnan 1991) provided
very little information on these aspects. Acceptable compliance of
patients with treatment, which is an indication of the acceptability
of the treatment to patients, was achieved in only three studies
(Lidbeck 1997; Mcintosh 1997; Huibers 2004), while withdrawal
rates were acceptable in only half of the studies (Blankenstein
2001; Lidbeck 1997; Mcintosh 1997; Segnan 1991; Huibers 2004).
The latter is of particular concern since unacceptable withdrawal/
dropout rates, especially due to selective withdrawal, represent a
major threat to the validity of results.

In general, it should be noted that many studies reported poorly
on the supervision and training of GPs during the trial, the use
of treatment protocols, the performance of integrity checks, the
compliance of patients apart from the attendance of sessions, the
nature of usual care (what care exactly did patients receive?), co-
interventions received, subgroup analyses or prognostic analyses
(which patients benefit most?). Only two studies reported that GPs
were supervised throughout the trial (Mynors-Wallis 2000; Huibers
2004). In eight studies it was mentioned that GPs were trained
(Blankenstein 2001; Lidbeck 1997; Mynors-Wallis 1995; Mynors-
Wallis 2000; Richmond 1995; Segnan 1991; Huibers 2004; Larisch
2004), but only four studies elaborated to some extent on the
specific content of the training (Blankenstein 2001; Mynors-Wallis
1995; Mynors-Wallis 2000; Larisch 2004). Two studies reported
the use of a treatment protocol (Larisch 2004; Huibers 2004).
Two studies reported the performance of integrity checks (Segnan
1991; Huibers 2004). Details on other aspects (compliance, nature
of usual care, co-interventions, subgroup/prognostic analyses)
were generally insufficient, if mentioned at all. This lack of vital
information makes it difficult to interpret the results of studies. A
similar conclusion was drawn in the review by Rowland and Bower
(Rowland 2000; Bower 2002). Especially in this field of research, in
which the blinding of patients and caregiversis virtually impossible,
a thorough description of all factors that might introduce bias is of
paramount importance.

Methodological aspects of this review

We stated before that is difficult to define 'psychosocial
interventions'. We deliberately chose a rather conservative
definition, and this has affected the inclusion of studies. For
example, several studies we identified initially were not included
because interventions did not consist of at least two standardised
treatment sessions. However, we feel this is appropriate since
we were interested psychosocial interventions that are not
limited to brief advice. In other excluded studies, psychosocial
interventions were delivered by general practitioners and other
health professionals (in the United States, it is customary that both
'family physicians' and general internists work in primary care). We
are confident though that these restrictions enabled us to make
clear assessments of the available evidence: a broader inclusion
of studies would have resulted in even more incomparability

among studies, adding no information or biased information to the
evidence gathered in this review.

Another important issue has been addressed by Van Tulder (Van
Tulder 2001) when he argued that "it is questionable whether
the criteria list [...] evaluates the quality of the study or the
quality of the publication". We used any additional information
that was provided by authors on request to score quality criteria.
Since we mostly addressed authors in case additional information
on the intervention was needed to determine eligibility, the use
of unpublished information might have been in favour of those
studies in which descriptions of the intervention were less clear.
This illustrates the need for clear guidelines as proposed in the
CONSORT statement. Or, as members of the CONSORT group have
stated it: "Despite several decades of educational efforts, the
reporting of RCTs needs improvement" (Moher 2001).

Summary

The results of this review do not allow an overall conclusion
concerning the effectiveness of "psychosocial interventions by
general practitioners". The available evidence addressed different
psychosocial interventions for five distinct disorders or health
complaints. The results of problem-solving treatment by general
practitioners seem promising for major depression, although the
effectiveness in routine practice settings remains to be seen.
The evidence for the remaining interventions (reattribution or
cognitive behavioural group therapy for somatisation, counselling
for smoking cessation, behavioural interventions to reduce alcohol
reduction, cognitive behavioural therapy for unexplained fatigue)
is either limited or conflicting. This finding can partly be explained
by the incomparability of interventions and the small number of
included studies. Therefore, the evidence has to be interpreted with
caution: there is no strong evidence for the effectiveness of these
interventions nor for the lack of effectiveness. The methodological
quality of studies was fairly satisfactory, although most studies
reported poorly on relevant study characteristics that are likely to
influence the validity of results.

AUTHORS' CONCLUSIONS

Implications for practice

The research question in this review was: "are psychosocial
interventions delivered by general practitioners effective?". The
underlying question for daily practice was: "is it commendable
to have general practitioners deliver psychosocial interventions?".
The answer to both questions is that it remains to be seen. There
is a void of evidence-based knowledge: due to a small number
of available studies and incomparability among psychosocial
interventions, the evidence for the use of such interventions is
mostly limited and does not allow general conclusions concerning
the effectiveness, or ineffectiveness, of psychosocial interventions
by general practitioners. Problem-solving treatment by highly
experienced GPs seems a promising tool in the treatment of
depressed patients, although the effectiveness of this intervention
by regular GPs in routine care remains to be demonstrated.

Most psychological or psychosocial problems in primary care are
vague and diffuse by nature, as opposed to the well-defined
and often diagnosed problems that are treated in specialist care.
The moderate or limited evidence for psychosocial interventions
presented here is restricted to a handful of well-defined health
complaints. Evidence on the effectiveness of psychosocial tools
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that are more suitable for the broad range of psychosocial
complaints typically observed in primary care was not identified in
this review. This too should be considered a void of knowledge.

In our view, the lack of evidence does not imply that GPs should
be discouraged from delivering psychosocial interventions. One
way to improve 'medicine-based-evidence' (Knottnerus 1997) is
to promote the use of psychosocial interventions by general
practitioners and collect the experiences from daily practice.
However, the time consumption and related costs of these
interventions might be a problem in general practice, especially if
interventions turn out to be ineffective. Also, little is known about
the potential harm GP-delivered psychosocial interventions might
cause. From a common sense standpoint, the answer to whether
or not GPs should experiment with psychosocial interventions
depends largely on the time available in the daily practice of GPs,
the costs involved, the personal interest and competence of GPs
and the prevalence of psychosocial complaints in primary care.

Implications for research

Based on the findings in this review, several recommendations for
future research can be made:

« A possible explanation for the limited number of available
studies in this review could be that psychosocial interventions
are not considered to be helpful tools in general practice. A first
step in future research should be to assess the need for GPs
to have the use of psychosocial interventions at their disposal
in the first place. If so, more empirical studies are needed.
Secondly, results from a recent systematic review suggested
that nurse practitioners can provide care equivalent to the care
of GPs (Horrocks 2002). Since nurse practitioners emerged as
possible counterparts of GPs in this review, future studies could
investigate who is most suited to be the provider of psychosocial
interventions in primary care.

« Although a comparison between studies in this review is
not justified, it seems that psychosocial interventions are
most promising in the treatment of psychological problems
like depression and somatisation. Future research that will

contribute to a higher level of evidence for the effectiveness
of problem-solving treatment for depression and cognitive
behavioural interventions for somatisation is helpful in that
respect.

o It is the reviewers' opinion that future research should
also concentrate on more general psychosocial interventions
or "tools" that are applicable for a wide range of
problems observed in primary care (e.g. depressive symptoms,
generalised anxiety, functional or unexplained symptoms).
Highly specialised interventions such as cognitive behavioural
therapy might be too time-consuming and complicated to be
delivered by GPs in routine practice.

« A prerequisite for the building of evidence for any intervention
is that articles reporting the effectiveness of studies contain
high-quality descriptions of all aspects that are relevant for
the interpretation of results. As has been stated earlier,
this prerequisite applies to this particular field of research
especially. Future RCTs should especially assess and describe
the supervision, training and monitoring of GPs, all aspects
concerning patient compliance and the actual care received
in all conditions (content of usual care, co-interventions).
Furthermore, future RCTs should ideally contain study samples
large enough to include several subgroups of primary care
patients.
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Blankenstein 2001

Methods

RCT to compare two conditions. Randomisation performed on practice level. Assessments on three oc-

casions: baseline, 1 and 2 years.

Participants

162 patients (aged 20-45) who were true or part somatisers (frequent GP attenders, 15 visits or more

in 3 years and 5 or more somatisation symptoms) recruited from 20 GPs in 17 practices. Therapists: 10

GPs.

Interventions

T (n:75) = tailored and modified reattribution intervention (dealing with illness worry, feeling under-
stood, broadening the agenda, making the link) and care as usual, 2-3 10-30-min sessions.
C (n:87)=care as usual.

Therapists received 20-hr training programme (application intervention, feedback on audiotaped con-

sultations) and booster sessions in first year. Supervision of therapists unknown.

Outcomes Two year follow-up: complete attribution achieved in 33 of 51 patients. T superior to C on all primary
outcomes: medical consumption, subjective health (VAS), sick leave. No complete recovery in either
groups (not supported by data).

Notes non-compliance: T=24/75.
withdrawal:

T=7/75, C=6/87.
no integrity check.
Risk of bias
Bias Authors' judgement  Support for judgement

Allocation concealment?

Low risk A - Adequate

Huibers 2004

Methods

RCT to compare two conditions.
Randomisation on patient level according to randomised consent design. Assessments on four occa-
sions: baseline, 4, 8 and 12 months.

Participants

151 patients (aged 18-65) with severe fatigue (CIS =>35) and complete absenteeism (6-26 weeks), re-
cruited from an occupational health service.
Therapists: 9 research GPs.

Interventions

T (n:76) = brief -cognitive behavioural therapy, 5-7 30-min sessions in 4 months.

C (n:75) = no treatment or usual care by own GP.

Therapists (GPs) received 10-h training in CBT (workshops, role playing), use of training manual, 2-
monthly supervision by experienced behaviour therapist throughout trial.

Outcomes At all time points (4,8, and 12 months): no sign. differences between groups on fatigue (CIS), absen-
teeism, clinical recovery (reduced fatigue plus work resumption) or any other outcome.
Recovered cases (CIS <35 plus work resumption): T=23/76, C=29/75 (no significant differences).
Notes non-compliance: T=20/76
withdrawal: T=6/76, C=7/76 (12 months)
integrity check performed and published.
Risk of bias
Bias Authors' judgement  Support for judgement
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Huibers 2004 (continued)

Allocation concealment?

Low risk A - Adequate

Larisch 2004

Methods

RCT to compare two conditions.
Randomisation on GP level. Assessments on four occasions: baseline, 3, 6 and 12 months.

Participants

127 somatizing patients (aged 18-65) (symptoms om SOMS 4=>; GHQ =>2), recruited from 37 practices.
Therapists: 20 experimental GPs, 17 control GPs .

Interventions

T (n:73) = routine ppc plus additional training in reattribution.

C (n:75) = routine psychosocial primary care (ppc), based on 80-h training for GPs aimed at psychoso-
cial problems.

Both groups: 6 20-min sessions in 3 months.

Therapists (GPs) in T received 12-h additional training in reattribution (video feedback, role playing,
modeling). Use of training manual, no supervision throughout trial.

Outcomes

3 month follow-up:

no sign. differences on physical symptoms (SOMS), anxiety and depression (HADS), quality-of-life
(SF-12) or mental health (GHQ).

6 month follow-up:

no sign. differences, except in number of physical symptoms (SOMS).

12 month follow-up:

results not accurately described.

Notes

non-compliance: unknown.
withdrawal: T=29/73, C=20/54 (12 months).
no integrity check.

Risk of bias

Bias

Authors' judgement  Support for judgement

Allocation concealment?

Low risk A - Adequate

Lidbeck 1997

Methods

RCT to compare two conditions. Randomisation biased towards more patients in experimental group.
Assessments on three occasions: baseline, 2 and 6 months.

Participants

50 patients (aged 30-60) with somatisation disorder (unexplained somatic symptoms and 1 or more
symptoms meeting ICHPPC criteria for specific functional disorders) recruited from GPs and other
physicians in an out-patient clinic. Therapist: 1 research GP.

Interventions

T (n:33) = group cognitive behavioural therapy (focus on reducing dread, physical examination, patient
education, cognitive restructuring, relaxation training), 8 3-hr sessions in 2 months.

C (n:17) = waiting list.

Therapist received training in stress relaxation. Supervision of therapist unknown.

Outcomes 6 month follow-up: T superior to C onillness behaviour (IBQ), hypochondriasis (Whitley index), and
medication use. No sign. differences on social problems (SPQ), anxiety (HAD), depression (HAD), sleep
(SDI).
Notes non-compliance: T=1/32.
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Lidbeck 1997 (continued)

withdrawal:
T=1/32,C=unknown.
no integrity check.

Risk of bias

Bias

Authors' judgement  Support for judgement

Allocation concealment?

Low risk A - Adequate

Mcintosh 1997

Methods

RCT to compare three conditions. Assessments on four occasions: baseline, 3, 6 and 12 months.

Participants

159 patients (aged 15 or older) with high alcohol consumption (one or more CAGE items or 4 or more
standard drinks each day in 28 days) recruited by nurse in family practice centre. Therapists: 1 research
GP (and 1 nurse practitioner).

Interventions

T1 (n:40) = cognitive behavioural intervention (CBI) by research GP (basic information, help under-
standing function alcohol, plan of action, moderation strategies, use of daily drinking records and self-
help manual), 2 30-min sessions over 2 weeks.

T2 (n:66) = CBI by research nurse practitioner, 2 30-min sessions over 2 weeks.

C (n:53) = brief advice by own GP (1 of 12) on drinking, 1 5-min session.

Training or supervision of therapists unclear.

Outcomes 12 month follow-up: no sign. differences between groups (overall reduction in drinking and alcohol-re-
lated problems in all groups).

Notes non-compliance: T1&T2=27/106.
withdrawal: T1&T2&C=16/159.
no integrity check.

Risk of bias

Bias Authors' judgement Support for judgement

Allocation concealment?

Unclear risk B - Unclear

Mynors-Wallis 1995

Methods

RCT to compare three conditions. Randomisation is stratified (severity of depression). Assessments on
three occasions: baseline, 6 and 12 weeks.

Participants

91 patients (aged 18-65) with major depression (research criteria for major depression and Hamilton
rating scale score 13 or more) recruited from 26 GPs in 15 practices . Therapists: 2 research GPs (and 1
psychiatrist).

Interventions

T1 (n:30) = problem solving treatment (PST) (explanation rationale, emotional symptoms are caused by
problems in living that can be dealt with; identification problems; stages of PST explained).

T2 (n:31) = amitriptyline (50 mg-150 mg) and general support.

C (n:30) = placebo and general support.

All groups: 6 30-60-min sessions in 12 weeks.

Therapists received training in PST( theory, role playing, treating five patients under supervision) and
drug administration. Supervision of therapists unknown.

Psychosocial interventions by general practitioners (Review) 17
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Mynors-Wallis 1995 (continued)

Outcomes

12 week follow-up:

T1 superior to C on depression (BDI and Hamilton) and social functioning (SAS). No sign. difference on
psychological symptoms (PSE).

No sign. differences between T1 and T2.

Recovered cases (Hamilton <8): T1=18/30, T2=16/31, C=8/30 (difference T1 and C significant). Patient
satisfaction ("T is (very) helpful"): T1=28/30, T2=21/31.

Notes

non-compliance: T1=2/30, T2=6/31, C=18/30.
withdrawal (82 patients included in analysis): T1=1/29, T2=2/27, C=14/26.
no integrity check.

Risk of bias

Bias

Authors' judgement  Support for judgement

Allocation concealment?

Low risk A - Adequate

Mynors-Wallis 2000

Methods

RCT to compare four conditions.
Randomisation is stratified (severity of depression). Assessments on four occasions: baseline, 6, 12 and
52 weeks.

Participants

151 patients (aged 18-65) with major depression (research criteria for major depression, Hamilton rat-
ing scale score 13 or more, minimum illness duration 4 weeks) referred by 24 GPs.
Therapists: 3 research GPs (and 2 practice nurses).

Interventions

T1 (n:39) = problem solving treatment (PST) by GP (stages: clarification of problems, choice of goals,
generation of solutions, choice of solutions, implementation of solutions, evaluation).

T2 (n:41) = PST by practice nurse.

T3 (n:36) = fluvoxamine (100 mg) or paroxetine (20 mg) and general support.

T4 (n:35) = combination treatment (medication by GP and PST by nurse).

All groups: 6 30-60-min sessions in 12 weeks (except T4=12 sessions).

Therapists (GPs) received training in PST (theory, treating five patients under supervision), training
manual and were supervised throughout trial.

Outcomes 52 week follow-up: no sign. differences between groups on depression (BDI, Hamilton), psychological
symptoms (clinical interview schedule) or social functioning (SAS).
Recovered cases (Hamilton <8): T1=24/39, T2=23/41, T3=20/36, T4=23/35 (no significant differences).
Notes non-compliance: T1=14/39, T2=9/41, T3=6/36, T4=6/35.
withdrawal: T1=14/39, T2=13/41, T3=6/36, T4=5/35.
no integrity check.
Risk of bias
Bias Authors' judgement  Support for judgement

Allocation concealment?

Low risk A - Adequate
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Richmond 1985

Methods

CCT to compare two conditions. Group allocation according to day of entry in study. Assessments on
two occasions: baseline and 6 months.

Participants

200 patients (aged 16-65) who smoked recruited from 4 GPs in one practice. Therapists: three GPs.

Interventions

T (n:100) = smoking cessation counselling (use of 1 wk diary of smoking habits and self-help manual, in-
formation on effects of smoking, strategy for maintaining abstinent, discussing alternatives, withdraw-
al symptoms, weight management, risks of smoking, benefits of abstinence, problems encountered), 6
sessions (duration?) in 6 months.

C (n:100) = usual care and use of 1 wk diary of smoking habits, 2 sessions (duration?) in 6 months.
Training or supervision of therapists unknown.

Outcomes 6 month follow-up: abstinence T=33/100, C=3/100

Notes non-compliance:
T=25/100, C=23/100.
withdrawal (non-compliers analysed as smokers): T=25/100, C=23/100.
no integrity check.

Risk of bias

Bias Authors' judgement  Support for judgement

Allocation concealment? Unclear risk D - Not used

Richmond 1995

Methods

CCT to compare four conditions. Group allocation according to weekly blocks. Assessments on three
occasions: baseline, 6 and 12 months.

Participants

378 patients (aged 18-70) with high weekly alcohol consumption (men > 35 drinks, women > 21) recruit-
ed from 119 GPs in 40 practices. Therapists: 119 GPs.

Interventions

T1 (n:96) = behavioural change programme 'Alcoholscreen’ (use of self-help manual and diary, educa-
tion, counselling, advice on changing drinking behaviour, supporting new drinking habits), 5 5-25-min
sessions in 5 months.

T2 (n:96) = brief advice to reduce drinking, 1 5-min session.

C1(n:93) = assessment of drinking behaviour and follow-up only.

C2 (n:93) =follow-up only.

All GPs received training, supervision unknown.

Outcomes 12 month follow-up (not available for C2):
No sign. differences between groups in % patients reporting drinking above predefined weekly level
(men <28 drinks, women < 14) or alcohol-related problems (MAST). T1 superior to other treatments on
alcohol consumption below level for patients who attended 2 sessions or more.

Notes non-compliance:
T1=49/96 2nd visit, 92/96 5th visit.
withdrawal:
T1=30/96, T2=26/96,
C1=32/93 (C2 unavailable).
no integrity check.

Risk of bias
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Bias Authors' judgement  Support for judgement

Allocation concealment? Unclear risk D - Not used

Segnan 1991

Methods RCT to compare four conditions. Assessments on three occasions: baseline, 6 and 12 months.

Participants 923 patients (aged 20-60) who were smokers free of a life-threatening disease recruited by 44 GPs.
Therapists: 44 GPs.

Interventions T1 (n:275) = repeated counselling (RC) (use of brochure, reinforcement antismoking message), 5 ses-
sions (duration?) in 9 months.
T2 (n:294) = RC plus prescription of nicotine gum.
T3 (n:292) = RC plus spirometric test, results discussed by GP.
C (n:62) = minimal intervention (counselling and use of brochure), 1 session. Therapists received 2 3-hr
training sessions (introduction counselling techniques), 40% of GPs attended both sessions. Supervi-
sion of therapists unknown.

Outcomes 12 month follow-up: No sign. differences between groups on % biochemically verified quitters, overall
low quit rates (4.8-7.5%).

Notes non-compliance:
approx. 66% attended less than 4 sessions.
withdrawal: total N=129/923.
integrity check: GP compliance with treatment protocol: RC=67.3%; RC+gum=92.5%; RC+spiro=83.7%;

MI=75%.
Risk of bias
Bias Authors' judgement  Support for judgement
Allocation concealment? Low risk A - Adequate

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion
Anderson 1992 intervention only one session
Baillargeon 1998 no RCT, CCT, or CPPT (single-case experimental design)
Barkham 1989 intervention not performed by GP
Beusterien 2000 no psychosocial intervention (information only)
Blomhoff 2001 intervention performed by GPs, non-specialist physicians and psychiatrists (no separate analysis)
Bowman 2000 no psychosocial intervention (telephone assessment)
Brody 1990 intervention only one session
Psychosocial interventions by general practitioners (Review) 20
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Study

Reason for exclusion

Calfas 1996

intervention only one session

Catalan 1984

less than two standardised face-to-face contacts

Durand 2002

no psychosocial intervention (self-help manual)

Fleming 1997 intervention performed by GPs and general internists (no separate analysis)
Fleming 1999 intervention performed by GPs and general internists (no separate analysis)
Gask 1992 no RCT, CCT or CPPT (narrative review)

Goldstein 1999

intervention performed by GPs and general internists (no separate analysis)

Heatley 2005

no data on outcomes in patients

Horst 1997

less than two standardised face-to-face contacts (second contact merely optional)

Issakidis 1999

intervention not performed by GP

Katzelnick 2000

no psychosocial intervention (pharmacotherapy)

King 1998

no psychosocial intervention (education of GPs)

King 2002

no standardised number of face-to-face contacts (effects of training rather than effects of applying
intervention)

Kottke 1989

no psychosocial intervention (advice and information only)

Malt 1999

intervention only in combination with (placebo) pharmacotherapy

McLeod 1997

intervention not performed by GP

Morriss 1999

no RCT, CCT or CPPT (before- and after-training study)

Ockene 11999

intervention not performed by GP

Ockene J 1991

intervention not performed by GP

Patel 1988

intervention performed by GP in combination with intervention by nurse (no separate analysis)

Peveler 1999

intervention not performed by GP

Pill 1998 intervention performed by GPs and nurses (no separate analysis)
Scott 1997 intervention not performed by GP
Simkin 1997 intervention performed by GPs and general internists (no separate analysis)

Skinner 1984

intervention not performed by GP

Swinson 1992

intervention not performed by GP (not even in primary care)

Wadden 1997

intervention not performed by GP

Psychosocial interventions by general practitioners (Review) 21
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Study Reason for exclusion
Wallace 1988 no psychosocial intervention (advice and information only)
White 1990 intervention not performed by GP

Whitehead 2002

no standardised face-to-face contacts required

Wilson 1988

intervention only in combination with nicotine gum

Characteristics of ongoing studies [ordered by study ID]

Arnold 2006

Trial name or title

Treatment of somatoform disorders with cognitive behaviour therapy by general practitioners

Methods

Participants

100 patients who apply to criteria for somatoform disorder and who report severe functional im-
pairment and complaints for more than six months.

Interventions

T (n:50) = cognitive behaviour therapy (5 45-min sessions in 5 months) by 8 research GPs who treat
5-8 patients. GPs are trained and supervised.
C (n:50) = usual care.

Outcomes

main outcomes: frequency and intensity of main complaint, functional impairment and medical
consumption assessed on three occasions (baseline, 6 and 12 months).

Starting date

January 2000 (expected finishing date = July 2004).

Contact information

I. Arnold, UMC Leiden, The Netherlands (I.A.Arnold@lumc.nl)

Notes

DATA AND ANALYSES

Comparison 1. problem solving versus antidepressant treatment at 12-week follow-up

Outcome or subgroup title No. of No. of Statistical method Effect size

studies partici-

pants

1 recovered cases (hamilton rating 2 136 Risk Ratio (M-H, Random, 95% Cl) 0.93[0.62, 1.39]
scale=<7)
2 hamilton rating scale (depression) 2 131 Mean Difference (IV, Random, 95% Cl) 0.77 [-2.45, 4.00]
3 beck depression inventory (depres- 2 131 Mean Difference (IV, Random, 95% Cl) -1.12 [-4.75, 2.51]
sion)

Psychosocial interventions by general practitioners (Review)
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Analysis 1.1. Comparison 1 problem solving versus antidepressant treatment
at 12-week follow-up, Outcome 1 recovered cases (hamilton rating scale =< 7).

Study or subgroup problem medication Risk Ratio Weight Risk Ratio
solving
n/N n/N M-H, Random, 95% CI M-H, Random, 95% Cl
Mynors-Wallis 1995 18/30 16/31 # 45.84% 1.16[0.74,1.82]
Mynors-Wallis 2000 20/39 24/36 54.16% 0.77[0.52,1.13]
Total (95% Cl) 69 67 100% 0.93[0.62,1.39]

Total events: 38 (problem solving), 40 (medication)

Heterogeneity: Tau?=0.04; Chi*=1.88, df=1(P=0.17); 1>=46.85%

Test for overall effect: Z=0.36(P=0.72)

favours medication

0.001

)
!
|
\

0.1 10 1000

favours probl-solv

Analysis 1.2. Comparison 1 problem solving versus antidepressant treatment
at 12-week follow-up, Outcome 2 hamilton rating scale (depression).

Study or subgroup problem-solving medication Mean Difference Weight Mean Difference

N Mean(SD) N Mean(SD) Random, 95% CI Random, 95% CI
Mynors-Wallis 1995 29 7.1(6.7) 27 8.1(7.1) —— 46.34% -1[-4.62,2.62]
Mynors-Wallis 2000 39 8.5(7) 36 6.2 (7) —— 53.66% 2.3[-0.87,5.47]
Total *** 68 63 —~l— 100% 0.77[-2.45,4]
Heterogeneity: Tau?=2.43; Chi*=1.81, df=1(P=0.18); 1>=44.61%
Test for overall effect: Z=0.47(P=0.64)

-10 5 0 5 10 favours medication

favours prob-solv

Analysis 1.3. Comparison 1 problem solving versus antidepressant treatment
at 12-week follow-up, Outcome 3 beck depression inventory (depression).

Study or subgroup problem-solving medication Mean Difference Weight Mean Difference

N Mean(SD) N Mean(SD) Random, 95% CI Random, 95% CI
Mynors-Wallis 1995 29 9(9.9) 27 11.9 (10.5) 4.—’— 45.96% -2.9[-8.25,2.45]
Mynors-Wallis 2000 39 12.2(10.9) 36 11.8(10.9) —_— 54.04% 0.4[-4.54,5.34]
Total *** 68 63 ‘ 100% -1.12[-4.75,2.51]

Heterogeneity: Tau?=0; Chi>=0.79, df=1(P=0.37); 1>=0%
Test for overall effect: Z=0.6(P=0.55)

ol
5]

favours prob-solv 10 -5 10 favours medication
ADDITIONAL TABLES
Table 1. Original CCDAN search strategy
terms
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Table 1. Original CCDAN search strategy (continued)

(#30 = BEHAVIOR-THERAPY or #30 = BIOFEEDBACK or #30 = CASE-MANAGEMENT or #30 = COGNITIVE-ANALYTIC-THERAPY or #30

= COGNITIVE-BEHAVIOR-THERAPY or #30 = COGNITIVE-THERAPY or #30 = COUNSELLING or #30 = FAMILY-THERAPY or #30 = MARI-
TAL-THERAPY or #30 = PSYCHOANALYTIC-THERAPY or #30 = PSYCHOTHERAPY or #30 = RELAXATION-THERAPY or #30 = SOCIAL-INTER-
VENTION)

AND (#11 = PRIMARY-CARE or "general practitioner*" or "family physician*" or "family doctor*")

WHAT'S NEW

Date Event Description
15 December 2008 Amended Author name amended
HISTORY

Protocol first published: Issue 1, 2002
Review first published: Issue 2, 2003

Date Event Description
5 November 2008 Amended Converted to new review format.
8 May 2007 New citation required and conclusions Substantive amendment

have changed
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