
General practice

General practitioners’ knowledge of their patients’
psychosocial problems: multipractice questionnaire survey
Pål Gulbrandsen, Per Hjortdahl, Per Fugelli

Abstract
Objectives: To evaluate general practitioners’
knowledge of a range of psychosocial problems
among their patients and to explore whether doctors’
recognition of psychosocial problems depends on
previous general knowledge about the patient or the
type of problem or on certain characteristics of the
doctor or the patient.
Design: Multipractice survey of consecutive adult
patients consulting general practitioners. Doctors and
patients answered written questions.
Setting: Buskerud county, Norway.
Subjects: 1401 adults attending 89 general
practitioners during one regular working day in
March 1995.
Main outcome measures: Doctors’ knowledge of nine
predefined psychosocial problems in patients; these
problems were assessed by the patients as affecting
their health on the day of consultation; odds ratios for
the doctor’s recognition of each problem, adjusted for
characteristics of patients, doctors, and practices; and
the doctor’s assessment of previous general
knowledge about the patient.
Results: Doctors’ knowledge of the problems ranged
from 53% (108/203) of “stressful working conditions’
to 19% (12/63) of a history of “violence or threats.”
Good previous knowledge of the patient increased the
odds for the doctor’s recognition of “sorrow,”
“violence or threats,” “substance misuse in close friend
or relative,” and “difficult conflict with close friend or
relative.” Age and sex of doctor and patient, patient’s
educational level and living situation, and location of
practice influenced the doctor’s awareness.
Conclusions: Variation in the patients’
communication abilities, the need for confidence in
the doctor-patient relationship before revealing
intimate problems, and a tendency for the doctors to
be entrapped by their expectations may explain these
findings.

Introduction
The importance of a lasting relationship between gen-
eral practitioners and their patients is well
documented.1 2 One aspect of such a relationship, con-
sidered to be an essential part of general practice, is
accumulated knowledge of the patients’ psychosocial
problems.3 This knowledge has been the focus of stud-

ies in Canada and Holland.4-7 Three of these studies,
conducted among highly motivated general practition-
ers or on selected patient groups, showed that general
practitioners recognised 26% to 50% of their patients’
psychosocial problems; one showed a recognition rate
of 59%, but the design of the study had increased the
doctors’ attentiveness. That study found a positive cor-
relation between the duration of the doctor-patient
relationship and the level of the doctors’ awareness.5

From clinical experience we know that some problems
are readily communicated by the patients, while others
stay hidden. We do not know if the correlation
described applies to problems of different natures. Pre-
vious studies have been too small to show if and how
the accumulation of knowledge about different kinds
of problems differs.

Pattern recognition and the hypothetico-deductive
process are the diagnostic strategies most frequently
used in clinical practice, and a possible pitfall of these
ways of reasoning is the entrapment by prior
expectation.8 This could lead general practitioners to a
selective awareness of psychosocial problems in
patients in whom they expect to find such problems. If
so, there is a potential for more vigilance in history tak-
ing, which in turn facilitates diagnosis and promotes
care.9 The possibility of selective awareness was not
addressed in the studies mentioned above. General
practitioners’ recognition of psychosocial problems
has to our knowledge not previously been studied in a
large, unselected population of adult patients.

The aim of our study was twofold: to evaluate gen-
eral practitioners’ awareness of a range of predefined
problems among adult patients in general practice and
to explore whether doctors’ recognition depends on
previous general knowledge about the patient, the type
of problem, or characteristics of the patient and the
doctor.

Subjects and methods
Using a questionnaire, we conducted a multipractice
survey in which general practitioners and their patients
answered mirrored questions. The study included
patients 16 years of age or older attending the practices
during one regular working day. Patients in need of
urgent admission to hospital or unable to participate
due to serious mental illness were excluded.

The study was conducted in Buskerud county, Nor-
way, after having been piloted in another part of the
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country. All 144 general practitioners in the county
were invited to join the study. Age, sex, being a special-
ist in general practice, and type of reimbursement were
determined for all general practitioners. We asked
about time spent in present practice, average number
of patients seen per day, and (using a method
developed by Grol et al10 ) the doctors’ feelings about
working with patients with psychosocial problems or
psychosomatic symptoms. Eleven of the non-
participant doctors did not supply this information.
Each practice was classified according to the defini-
tions of the classification committee of the World
Organisation of National Colleges, Academies, and
Academic Associations of General Practitioners/
Family Physicians11 as solo or group practice and as
being urban, suburban, or rural. Eighty nine doctors
(62%) agreed to participate in the study. Heavy work
load (35) and planned study leave (7) were the reasons
most often given for not participating. The participat-
ing doctors recorded all their consultations during a
regular work day chosen within two weeks in March
1995.

A total of 1407 patients were approached, of whom
1401 were included (four did not want to participate
and two questionnaires were not adequately completed
by the doctors).

The questionnaire was not seen by the doctor until
the end of the first consultation on the recording day.
At the end of each consultation the doctor handed
patients their copy of the questionnaire. Doctors com-
pleted their questionnaires after the last patient that
day, before leaving the surgery. Patients filled in their
copy at home and returned it directly to us.

The questionnaires explored patients’ socio-
demographic data, the main reason for the encounter,
and the doctor’s assessment of his or her previous gen-
eral knowledge of the patient on a four point scale
(very good, good, some, not at all).

The term “psychosocial problems” covers a wide
and ill defined set of situations and events. Among 15
studies found in the literature related to psychosocial
aspects of clinical work we identified more than 200
such problems ranging from children’s bedwetting to
religious problems.4-7 12-22 We excluded psychological
and existential problems (such as “nervousness” and
“religious problem”) as we wanted also the “social”
aspect to be present, leaving 114 relevant problems. It
was possible to classify 70% of these problems into
three broad categories (problems related to bereave-
ment, interpersonal problems, and problems related to
work or finance), and another 20% could be classified
as a combination of these three categories. The
remaining problems were too diverse to be classified.
To map a range of psychosocial problems, we selected
nine indicator problems satisfying three conditions: all
three major categories should be represented; the
problem should be common in general practice; and
some of the indicators should readily be revealed and
discussed by patients, others not. The pilot study
indicated that patients experienced an average of 2.2
problems, and that 1.1 problems affected their health
on the day they were questioned; this showed that the
chosen indicators were commonly seen in general
practice.

The box lists the questions used to detect whether
patients had any of the nine indicator problems. If they

had, they were asked to assess whether the problem
affected their health that day. Patients who answered
“yes” to this question were considered to have a prob-
lem of possible clinical relevance. In the evaluation of
“unemployment” and “stressful working conditions,”
only patients aged 16-67 were included.

The percentage of problems present that was
known by the doctor was calculated for each of the
nine problems. Whether the doctor knew of a problem
or not was the dichotomous outcome variable used in
a logistic regression analysis performed for each prob-
lem. Age and sex of the doctor and the patient, and
previous knowledge dichotomised into scant (some,
not at all) or good (very good, good) were included in
the first step together with independent variables with
P values < 0.15 in the bivariate analyses. Interactions
between the main effect variables were tested.

The study was approved by the regional ethics
committee for medical research.

Results
Non-participating doctors did not differ significantly
from participating doctors. A total of 1217 (87%) of the
1401 patients returned their questionnaire, of whom
64% were women. Judging by the doctors’ notes on the
patients, respondents were representative as to sex, liv-
ing situation, income level, educational level, and
source of income, but patients of middle age (40-59
years) replied more often (÷2 = 12.2, df = 2, P < 0.01)
than younger or older patients. The most common
reasons for encounter (as classified by the international
classification of primary care23) were hypertension,
pregnancy, diabetes mellitus, back pain, and
depression—or, if grouped, symptoms and disorders of
the musculoskeletal system, the cardiovascular system,
and the respiratory system; all were equally distributed
between responders and non-responders. The doctors’
previous general knowledge of the patients was lacking
or scant in 412 (34%) consultations and good in 797
(66%) consultations.

A total of 962 (79%) patients answered affirma-
tively to at least one of the nine questions, and 422
(34%) reported that at least one problem affected their
present health. The mean number of psychosocial

Questions for patients and doctors
Questions mapping exposure to nine indicator
psychosocial problems, as experienced by patients.
Questions for doctors were mirrors of these:
“Does/Is/Has this patient...”

• Have you ever been weighed down by sorrow?
• Do you have a demanding caregiving task in your
private life?
• Have you ever been subject to threats or violence
from someone you know very well?
• Is anyone that you feel close to subject to substance
abuse?
• Are you having a difficult conflict with someone that
you feel close to?
• Do you usually feel lonely?
• Have you yourself been through family splitting?
• Have you been unemployed for more than six
months?
• Do you feel that your job is a strain, physically or
mentally?
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problems reported per patient was 1.9, or 0.7 if
restricted to those perceived to affect health at the
moment. Stressful working conditions and sorrow were
the most common psychosocial problems (table 1).
The only significant sex difference was the higher
prevalence of stressful working conditions among
middle aged men (P = 0.03).

A demanding caregiving task was significantly less
common in older than younger men. Among women, a
demanding caregiving task, violence or threats, a diffi-
cult conflict, and family splitting were significantly less
prevalent in the older age group, and sorrow less
prevalent in the younger age group. Violence or
threats, a difficult conflict, and family splitting were
more common in middle aged women.

Doctors’ knowledge of the nine problems ranged
from 53% (108/203) awareness of stressful working
conditions to 19% (12/63) for history of violence or
threats (table 2). Violence or threats, a demanding car-
egiving task, and loneliness were less frequently recog-
nised than stressful working conditions. If patients did
not indicate that they were affected by one of the nine
problems, or did not indicate that the problem affected
their health that day, the general practitioners noted
the presence of that problem among fewer than 10%
of the patients, except for stressful working conditions,
which the doctors stated were present among 22% of

the patients who did not report this problem (data not
shown).

Doctor’s variables except for sex and age group,
and the practice variable “solo or group practice,” were
eliminated in the multivariate analyses (table 3. The
general practitioner’s assessment of prior general
knowledge of the patient correlated with knowledge of
sorrow, violence or threats, substance misuse in a close
friend or relative, and a difficult conflict. The doctors’
recognition of sorrow, a demanding caregiving task,
and loneliness increased with the patient’s age. A
demanding caregiving task was less frequently
recognised among male patients. Female and older
doctors were more often aware of a patient’s difficult
conflict. Among patients with less than 10 years of edu-
cation, the doctors were more often aware of sorrow
but less often aware of a difficult conflict. Violence or
threats were more often recognised among patients
who were the only adult in their household. Doctors in
rural practices were more often informed of their
patients’ difficult conflicts or stressful working condi-
tions than were their urban or suburban counterparts.

Discussion
In Norway patients are free to change their general
practitioner, but in some rural areas the alternatives are
few. In 1987, 90% of the general practitioners claimed
they tried to maintain a personal list system.24

Buskerud county, which has 5.1% of the Norwegian
population and 4.9% of Norway’s area, has previously
been shown to be representative of the country as a
whole.25 The representativeness of our study is
supported by three measures: participant and non-
participant doctors did not differ significantly as to
their feelings towards working with psychosocial prob-
lems; the patients’ reasons for consultation were similar
to the ones reported in earlier large Norwegian surveys
of general practice24; and the doctors’ assessment of
previous knowledge of their patients was similar to that
reported in Hjortdahl’s national study.2

Table 1 Prevalence of psychosocial problems assessed by patients as affecting their health on the day of consultation, according to
sex and age

Type of problem

No of
cases/No of

patients
% Of cases

(95% CI)

No (%) of men No (%) of women

16-39 40-59 >60 16-39 40-59 >60

Sorrow 168/1136 14.8
(12.7 to 16.9)

13/104
(12.5)

18/142
(12.7)

17/160
(10.6)

27/240
(10.8)*

53/265
(20.0)

40/215
(18.6)

Caregiving task 102/1134 9.0
(7.3 to 10.7)

9/105
(8.6)

18/144
(12.5)

6/167
(3.6)*

28/247
(11.3)

30/265
(11.3)

11/206
(5.3)*

Violence or threats 63/1171 5.4
(4.1 to 6.7)

6/107
(5.6)

7/148
(4.7)

5/177
(2.8)

16/252
(6.3)

25/270
(9.3)*

4/217
(1.8)**

Substance misuse in close
friend or relative

31/1176 2.6
(1.7 to 3.6)

4/104
(3.8)

3/149
(2.0)

2/178
(1.1)

8/254
(3.1)

12/268
(4.5)

2/223
(0.9)

Difficult conflict 92/1170 7.9
(6.3 to 9.4)

10/107
(9.3)

12/146
(8.2)

8/176
(4.5)

24/253
(9.5)

33/266
(12.4)**

5/222
(2.3)***

Loneliness 85/1168 7.3
(5.8 to 8.8)

7/105
(6.7)

13/146
(8.9)

12/176
(6.8)

14/254
(5.5)

21/267
(7.9)

18/220
(8.2)

Family splitting 85/1170 7.3
(5.8 to 8.8)

9/107
(8.4)

13/149
(8.7)

8/174
(4.6)

18/256
(7.0)

31/267
(11.6)**

6/217
(2.8)**

Unemployment >6 months† 42/778 5.4
(3.8 to 7.0)

9/99
(9.1)

11/135
(8.1)

3/63
(4.8)

9/222
(4.1)

8/228
(3.5)

2/31
(6.5)

Stressful working conditions† 203/775 26.2
(23.1 to 29.3)

26/100
(26.0)

48/133
(36.1)

16/57
(28.1)

50/225
(22.2)

56/229
(24.5)

7/31
(22.6)

*P<0.05, **P<0.01, ***P<0.001, ÷2 test of proportion of patients in this age group compared to proportion of patients in the other two age groups combined.
†Calculated for patients 16-67 years of age.

Table 2 Doctor’s knowledge of psychosocial problems
influencing patients’ health

Type of problem
No known/No of patients with

problem (%; 95% CI)

Sorrow 64/168 (38.1; 30.8 to 45.4)

Caregiving task 25/102 (24.5; 16.2 to 32.8)

Violence or threats 12/63 (19.0; 9.3 to 28.7)

Substance abuse in close friend or relative 14/31 (45.2; 27.7 to 62.7)

Difficult conflict 43/92 (46.7; 36.5 to 56.9)

Loneliness 26/85 (30.6; 20.8 to 40.4)

Family splitting 41/85 (48.2; 37.6 to 58.8)

Unemployment >6 months 20/42 (47.6; 32.5 to 62.7)

Stressful working conditions 108/203 (53.2; 46.3 to 60.1)
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Discussing psychosocial problems
The importance of assessing the patient’s own evalua-
tions has been widely recognised,26 but it could be
argued that the psychosocial problems we have used in
this study need not be relevant to the patient’s reason
for the current consultation. We tried to ensure clinical
relevance by restricting analysis to the problems that
patients assessed as affecting their present health.
Patients could avoid discussing such problems because
they do not expect the doctor to be able to help them,
because they fear being invaded by emotionally
disturbing questions, or because they are already
reconciled with their situation. Even so, awareness of
such a problem could sometimes explain symptoms to
the doctor and prevent unnecessary diagnostic
procedures.2

Patients’ reluctance to reveal intimate information
could explain the findings that only a fifth to a half of
the psychosocial problems perceived by the patients as
affecting their health that day were recognised by the
general practitioners, and that awareness depends on
the type of problem present. This could reflect a
deficiency in the doctor-patient relationships of many
general practitioners, as proposed by Yaffe,6 or it could
show that knowledge of psychosocial problems is not
as important in general practice as is claimed by lead-
ing proponents.3 The doctors’ awareness of psycho-
social problems was lower in our study than that
reported by Rosenberg and Pless, whose study design
could have increased the participants’ vigilance.5 The
study of Yaffe et al, performed on middle aged patients,
found an overall awareness of 26% of the known
psychosocial problems.6

The question concerning violence or threats was
phrased so as to include possible experiences from
childhood or in relation to friends as well as conjugal
violence; it showed no significant sex differences in
prevalence. The low prevalence in comparison to other
studies27 28 is largely explained by the fact that only 39%
of those with experience of violence or threats said that
it affected their health on the day of consultation. The
result indicates that although conjugal violence mainly
affects women,29 the proportion of men affected is not
negligible.

Previous knowledge of the patient
The impact of previous general knowledge of the
patient was different for different kinds of problems.
For some of the problems the odds ratios were large,
although not always significant at the 5% level. As these
correlations support clinical experience, it would be
wrong to dismiss them.

The doctors’ awareness of work related problems
and family splitting was not directly related to prior
general knowledge, probably because this information
is exchanged early in the doctor-patient relationship.
Carrying sorrow, being in a difficult conflict with a close
person, or substance misuse in a close friend or relative
are situations which require trust in the confidant, and
accordingly previous general knowledge would have
an effect. This effect and a relatively high level of recog-
nition suggest that this information reaches the doctor
by diffusion over the years. A victim of violence or
threats also relies on trust to confide, but the doctors’
recognition was low. Sugg and Inui have found that
family physicians avoid the subject of violence because

Table 3 Odds ratios for doctors’ knowledge of indicator psychosocial problems.*
Independent variables not listed were eliminated in regression analyses

Variable No of patients Odds ratio (95% CI) P value

Sorrow (n=167†; 63 known to doctor, 104 not known to doctor)

Age of patient (years):

<40 years 40 1.0

40-59 years 71 3.66 (1.25 to 10.7) 0.18

>60 years 56 6.35 (2.06 to 19.6) 0.001

Patient’s educational level:

Schooling <10 years 66 1.0

Schooling>10 years 101 0.44 (0.21 to 0.91) 0.028

Previous knowledge:

Scant 37 1.0

Good 130 2.83 (1.12 to 7.17) 0.028

Caregiving task (n=102; 25 known to doctor, 77 not known to doctor)

Age of patient:

<40 years 37 1.0

40-59 years 48 2.04 (0.66 to 6.24) 0.214

>60 years 17 4.39 (1.13 to 17.0) 0.032

Sex of patient:

Male 33 1.0

Female 69 3.70 (1.12 to 12.3) 0.033

Violence or threats (n=63; 12 known to doctor, 51 not known to doctor)

Living situation:

Other adult in household 44 1.0

No other adult in household 19 8.67 (2.07 to 36.3) 0.003

Previous knowledge:

Scant 14 1.0

Good 49 5.50 (0.57 to 53.1) 0.140

Substance misuse in close friend or relative (n=31; 14 known to doctor, 17 not known to doctor)

Previous knowledge:

Scant 7 1.0

Good 24 7.09 (0.74 to 68.2) 0.143

Difficult conflict (n=92; 43 known to doctor, 49 not known to doctor)

Sex of patient:

Male 30 1.0

Female 62 3.06 (0.99 to 9.44) 0.052

Sex of doctor:

Male 67 1.0

Female 25 3.25 (1.01 to 10.4) 0.048

Age of doctor:

<45 years 59 1.0

>45 years 33 3.19 (1.09 to 9.38) 0.035

Patient’s educational level:

Schooling <10 years 30 1.0

Schooling >10 years 62 4.12 (1.36 to 12.5) 0.012

Location of practice:

Urban or suburban 67 1.0

Rural 25 6.13 (1.88 to 20.0) 0.003

Previous knowledge:

Scant 18 1.0

Good 74 3.39 (0.88 to 13.1) 0.076

Loneliness (n=85; 26 known to doctor, 59 not known to doctor)

Age of patient:

<40 years 21 1.0

40-59 years 34 1.64 (0.36 to 7.35) 0.520

>60 years 30 5.16 (1.20 to 22.3) 0.028

Living situation:

Other adult in household 55 1.0

No other adult in household 30 2.65 (0.92 to 7.66) 0.072

Family splitting (n=84†; 41 known to doctor, 43 not known to doctor)

Living situation:

Other adult in household 44 1.0

No other adult in household 40 2.38 (0.99 to 5.72) 0.052

Stressful working conditions (n=203; 108 known to doctor, 95 not known to doctor)

Location of practice:

Urban or suburban 164 1.0

Rural 39 2.30 (1.09 to 4.86) 0.028

*No significant independent variables for knowledge of unemployment (n=42; knowledge 20, no knowledge 22)
†One case missing due to missing value in one variable.

General practice

1017BMJ VOLUME 314 5 APRIL 1997



they are afraid of getting flooded by multiple other
problems.30 Since the doctors seem to be aware of this
problem more often in patients who live alone, it is
possible that it takes a major life event, such as a sepa-
ration or divorce, for such information to be
communicated.

In contrast to Yaffe et al,6 we found that doctors’
recognition of problems was strongly and significantly
affected by the patient’s sociodemographic characteris-
tics, such as age, sex, educational level, or living alone.
This suggests that selective awareness was present
among the doctors. Expecting that patients had a
demanding caregiving task or were lonely could have
affected the doctors to such a degree that previous
general knowledge was unimportant, an example of
the pitfall described by Sackett et al.8 Another possible
explanation is that it is not the expectations that help
the doctors come to a decision, but opinions on which
patients need their advice. The effects of the patients’
characteristics may be due to the patients’ ability to
communicate: doctors were more aware of sorrow
among those patients with little education and more
aware of difficult conflicts among those patients at
higher educational levels.

Conclusions
Psychosocial problems which patients consider to be
affecting their health are abundant in general practice.
Doctors’ recognition of such problems depends
primarily on type of problem, previous general knowl-
edge of the patient, and sociodemographic characteris-
tics of the patient. Variation in the patients’ wishes and
ability to communicate, the need for confidence in the
doctor-patient relationship before revealing intimate
problems, and a tendency for the doctors to be
entrapped by their expectations are some likely
reasons for these findings.
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Key messages

x At least one third of patients in general practice
have psychosocial problems that they perceive
as influencing their present health

x General practitioners recognise a fifth to a half
of these problems, depending on the type of
problem, previous general knowledge of the
patient, and sociodemographic characteristics of
the patient

x Variation in the patients’ wishes and abilities to
communicate, the need for confidence in the
doctor-patient relationship before revealing
intimate problems, and a tendency for doctors
to be entrapped by their expectations may be
some reasons for these findings
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