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Abstract

Background: In the UK, general practitioners (GPs) are the most commonly used providers of care
for emotional concerns.

Objective: To update and synthesize literature on barriers and facilitators to GP-patient
communication about emotional concerns in UK primary care.

Design: Systematic review and qualitative synthesis.

Method: We conducted a systematic search on MEDLINE (OvidSP), Psycinfo and EMBASE,
supplemented by citation chasing. Eligible papers focused on how GPs and adult patients in the
UK communicated about emotional concerns. Results were synthesized using thematic analysis.
Results: Across 30 studies involving 342 GPs and 720 patients, four themes relating to barriers
were: (i) emotional concerns are difficult to disclose; (ii) tension between understanding emotional
concerns as a medical condition or arising from social stressors; (iii) unspoken assumptions about
agency resulting in too little or too much involvement in decisions and (iv) providing limited care
driven by little time.Three facilitative themes were: (v) a human connection improves identification
of emotional concerns and is therapeutic; (vi) exploring, explaining and negotiating a shared
understanding or guiding patients towards new understandings and (vii) upfront information
provision and involvement manages expectations about recovery and improves engagement in
treatment.

Conclusion: The findings suggest that treatment guidelines should acknowledge: the therapeutic
value of a positive GP-patient relationship; that diagnosis is a two-way negotiated process rather
than an activity strictly in the doctor’s domain of expertise; and the value of exploring and shaping
new understandings about patients’ emotional concerns and their management.

Key words: Communication, emotions, mental health, primary care, professional—patient relations, qualitative research.

Introduction patients in the National Health Service (NHS), and 90% of patients
Mental health concerns are one of the main causes of disease burden with 'e¥not10nal concerns will be managed solely by th<?1r gcineral
practitioner (GP) (3). The mental health problems faced in primary

worldwide (1), with one in four people experiencing a mental illness .
care are often heterogeneous, not formally diagnosed and present on

each year (2). In the UK, primary care is the first point of contact for
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Key Messages

e A human connection is therapeutic.

e This systematic review provides an update since Cape et al’s (2000) review.

e Exploring, explaining and negotiating a shared understanding is valued.
e Information provision and involvement improve engagement in treatment.

a continuum with symptoms of different diagnoses often inextric-
ably linked (4). Hence, this study adopts the wider term ‘emotional
concerns’ to capture the broad range of mental health problems
most commonly faced in primary care.

As there are no objective biomedical tests for the diagnosis of
emotional concerns, the identification and management of these
concerns rely on GP-patient communication. Good GP-patient
communication improves patient care (5), but communication
skills are tacit and poorly defined, making them hard to operation-
alize in training and practice.

A previous review by Cape et al. (6) explored the frequency and
effectiveness of GP ‘psychological management’ of common emo-
tional problems, which they defined as ‘the variety of ways GPs may
interact psychologically with a patient presenting emotional prob-
lems, which may include listening, showing empathy, supporting, re-
assuring, advising, or influencing the patient to change’ [(6); p. 313].
They found that studies generally lacked details on the nature of
psychological management, but that there was positive evidence for
its effectiveness with patients with emotional concerns. Given the
increasing role of primary care in managing mental health problems,
this review provides an update since 2000 and takes a wider ap-
proach by focusing on barriers and facilitators of GP—patient com-
munication, thereby specifying the communication processes further
and also focusing on both GP and patient perspectives.

Methods

Definition of ‘emotional concerns’

In GP consultations, patients’ mental health problems may be under-
stood by GPs and/or patients in a number of ways. In this study,
we use the term ‘emotional concerns’ to represent this diversity of
experiences and understandings. We have defined the term ‘emo-
tional concerns’ to include patients with (i) common mental health
problems most often managed in primary care, specifically anxiety
and depression, (ii) undifferentiated low mood, stress and/or anxiety
that is subclinical or not given a diagnostic label and (iii) low mood,
stress and/or anxiety that is attributed to difficult life circumstances.

Eligibility criteria

Types of studies: included studies collected empirical data on how
GPs and patients communicate about emotional concerns in UK
primary care. Study designs consisted of qualitative and quantita-
tive designs.

Defining ‘GP-patient’ communication: for the purpose of this re-
view, we used Cape et al’s definition of psychological management
to include studies that involved (i) how GPs communicated with
patients about their emotional concerns and/or (ii) how patients
communicated with GPs about their emotional concerns. We have
defined this throughout as ‘GP—patient communication’.

Types of participants: studies that involved GPs and patients.
Other general practice staff, such as nurses, were excluded. Studies
needed to involve adult patients who were seeking or receiving help

for emotional concerns from their GP. Studies focusing on patients
with serious mental illness, such as psychosis, were excluded.

Setting: routine UK general practice.

Date and location: studies analysing data collected in the UK
were included because of different health care systems and organ-
ization of primary care in other countries. Other countries, such as
the USA, the Netherlands and India, have private health insurance
systems that may impact on how GPs decide to diagnose (or not)
patients” emotional concerns, which would impact on the identifi-
cation of relevant literature and the findings. In addition, this study
forms part of a wider project that aims to develop an intervention
for UK-based GPs. As such, focus facilitated a nuanced and richer
analysis of the UK context and how this relates to National Institute
for Health and Care Excellence (NICE) guidelines for the manage-
ment of emotional concerns (7). We decided to limit articles to those
published after 1990 because we felt that these articles would be
most relevant to current UK primary care. For example, the 1990
care act shifted the care and support of people with mental health
problems into community settings (8), and the first NICE guidelines
for the management of mental health problems were published in
the early 2000s (7).

Information sources and search strategy

Electronic searches: the following databases were searched from
1990 to February 2017 and updated in November 2018, with the
search syntax being modified appropriately for each database:
MEDLINE, PsycInfo and EMBASE. These databases were selected
for broad consideration of health services research.

Search strategy: we developed a comprehensive search strategy
through consultation with the University of Exeter’s evidence syn-
thesis team. We also scoped relevant literature to identify search
terminology. The search strategy used a combination of free-text
terms, organized into three categories: communication, primary
care and emotional concerns in order to address the key aims of the
research question. Database specific controlled vocabulary (med-
ical subject headings, MeSH) was used to ensure as many sources
as possible were identified. The search strategy can be found in
Supplementary Material 1.

Additional sources: the database search was supplemented by
backwards and forwards citation chasing of included studies.

Study selection

Data management: all references were managed in Mendeley V1.18.
Titles and abstracts identified in the database search were imported
into Mendeley and duplicates removed.

Screening: titles and abstracts were screened independently
against the inclusion criteria by DP. Full texts of selected papers were
retained for inspection by DP. The first 1000 titles and abstracts were
checked by two researchers independently (DP and DK) to identity
and resolve any idiosyncrasies in the operationalization of the inclu-
sion/exclusion criteria. An inter-rater agreement rate of 93% was
achieved and disagreements were resolved via email.
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Data extraction 17564 dentified through

X 7,564 identified throug
Data were extracted by DP. Two bespoke data extraction sheets database search
were developed in Microsoft Excel and piloted with three pa- 15,044 Duplicates and
pers. The first was used to extract an overview of each study and l P| unrelated titles were removed

extracted data on study design, participants, results and conclu-
sions. The second was used for extracting detailed information
from the results section of each paper. Both sheets can be found in
Supplementary Materials 2 and 3.

Quality assessment

All studies were assessed for quality and rigour using the Critical
Appraisal Skills Programme (CASP) research appraisal tool (9). This
resource was selected as it is flexible enough to assess a range of
study designs, both qualitative and quantitative, and was, therefore,
suitable for the breadth of designs included in this review. Quality
assessment of included studies was conducted by DP.

Data synthesis

Synthesis of included papers followed a thematic analysis approach
outlined by Braun and Clarke (10). Included papers were read and
re-read for familiarization. The findings/results of each of the papers
were examined and findings relevant to the research question were
coded. This enabled the development of an initial bank of codes.
These codes were grouped by DP and RM based on similarities
across codes into categories. The categories were discussed in a series
of meetings between RM and DP to develop consensus. Finally,
categories were examined iteratively using a constant comparative
process to move from descriptive categories to conceptual themes.
Maps and diagrams were used to interrogate relationships between
themes. Development of themes was discussed between DP, RM and
RB throughout to ensure reliability and validity of the analysis.

Results

Studies
A total of 17 564 studies were retrieved and, of these, 30 papers were
included for review. A full report of the study selection process can

be found in the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) diagram in Figure 1.

Study characteristics

Table 1 shows a summary of the 30 included studies in the quali-
tative synthesis. The majority (7 = 19) of included papers involved
qualitative interview or focus group studies. Five papers presented
qualitative analyses of consultation recordings. Four papers used
quantitative methods to analyse interviews and consultation record-
ings. Two papers were reviews.

Study participants: a total of 342 GPs and 720 patients partici-
pated in the included studies. Patients in the studies included patients
experiencing depression, anxiety, postnatal depression, perinatal
depression and anxiety, as well as, more generally, ‘psychiatric dis-
orders’, ‘psychological problems’, ‘psychological distress’, ‘emotional
problems’ and ‘mental health problems’.

Settings: all studies focused on UK primary care.

Quality assessment: out of a maximum score of 10, 1 paper
scored 6, 8 scored 7, 15 scored 8 and 6 scored nine. No studies
were excluded on quality grounds. All but one of the studies
had clear research questions (4) and reported appropriate re-
cruitment (11). All collected data in a way that addressed the re-
search question. However, in most of the studies, it was unclear

2,520 screened 2,507 records removed due to
articles:

l )| Not using UK data

"| Not being published after
1990
Not including GPs or patients
with emotional problems
l .| Reporting an intervention

165 full-text articles
assessed for eligibility

17 studies included from

30 papers included in review citation chasing

Figure 1. PRISMA diagram for the selection process of studies for qualitative
synthesis.

whether the relationship between researcher and participant
had been adequately considered, and ethical issues were often
underreported. Further details of the critical appraisal can be found
in Supplementary material 4.

Findings
Details of the themes can be found in Table 2. Further details on

how the themes relate to the findings from each study can be found
in Tables 3 and 4.

Barriers

Emotional concerns are difficult to disclose
Patients experienced a number of barriers to disclosing their concerns
in primary care consultations. Symptoms such as low self-worth,
pessimism about the future and guilt about wasting the GP’s time
caused patients to minimize their concerns (12,13). Patients often
did not understand what they were experiencing and, thus, were
worried about their ability to be understood by their GP (14-16).
Both GPs and patients experienced the effect that stigma had
on hindering disclosure and identification of emotional concerns.
Patients experienced shame about not feeling able to cope, and this
prevented disclosure (14,15). GPs also reported patient’s feelings of
stigma as preventing the detection of emotional concerns (17) as
they believed that the patient would resist diagnosis (18-20). GP
confidence also prevented diagnosis. Less confident or experienced
GPs may be less able to detect, or actively avoid eliciting, emotional
concerns (11,21).

Tension between medical and social explanatory
models
Both GPs and patients reported tensions between understanding
emotional concerns as a medical condition or resulting from so-
cial stressors. GPs were reluctant to ‘medicalize’ patients’ con-
cerns, differentiating between ‘real depression” and normal sadness
caused by an understandable response to difficult life circumstances
(14,18-20,22-27). GPs also resisted the categorization imposed by
guidelines (17), and more experienced GPs preferred to use clinical
intuition over intrusive screening questions (11,17-19,22).

Patients also reported concerns about the legitimacy of emo-
tional concerns as a medical issue (14,15), often presenting with
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Table 1. Characteristics of 30 studies published between 1990 and 2018 included in qualitative synthesis

Paper Sample size Method Objective Key findings
Reviews
Thompson and 20 papers Systematic review To identify whether an Clinician—patient alliance is associated with improved
McCabe (37) association exists between adherence.
clinician—patient alliance or
communication and treat-
ment adherence in mental
health care
Ford et al. (19) 323 GPs Metasynthesis To synthesize the available GPs use strategies to mitigate the lack of timely

Qualitative interviews/focus groups

Pollock (16)
Buszewicz

et al. (34)

Cape et al. (38)

Tavabie and
Tavabie (11)

Garfield et al. (31)

Gask et al. (12)

Johnston
et al. (24)

Malpass et al.
(30)

Chew-Graham
etal. (22)

32 patients

12 GPs, 20
patients

11 GPs, 14

patients

20 GPs

51 patients

27 patients

61 patients,
32 GPs

9 GPs and
10 patients

19 GPs,
14 health

visitors

Qualitative
interviews

Interviews with
tape-assisted recall

GP and patient
interviews with
tape-assisted recall

Analysis of
interviews and
focus groups

Qualitative

interviews

Qualitative

interviews

Qualitative
interviews

Qualitative
interviews

Qualitative
interviews

information from qualitative
studies on GPs attitudes,
recognition and management
of perinatal anxiety and
depression

To discuss patient accounts
of maintaining face and the
effort to conceal depression
To identify which aspects of
GP consultations patients
presenting with psycho-
logical problems experience
as helpful or unhelpful

To explore how patients’
understanding of common
mental health problems is
developed in GP consult-
ations

To identify effects of using
mental health questionnaires
on views of GPs managing
depression and how this
might influence patient care
To identify informa-

tion needs and the

level of involvement in
decision-making desired by
patients beginning courses of
antidepressant medication
To explore depressed pa-
tients’ perceptions of the
quality of care received from
GPs

To identify issues of
importance to GPs,

patients and

patients’ supporters
regarding depression
management

To explore what important
issues remain unsaid during
a primary care consultation
for depression, patients’
reasons for non-disclosure
and the nature of the
GP-patient relationship in
which unvoiced agendas
occur

To explore the views of GPs
and health visitors on the
diagnosis and management
of postnatal depression

access to psychological therapy. GPs are reluctant
to medicalize distress and rely on clinical judgement
more than guidelines.

Face work used to maintain successful social inter-
action bleeds into the medical domain and can make
it challenging for patients to disclose distress.

GP consultations can be beneficial for patients with
psychological problems, particularly, as GPs
providing a safe space where patients feel listened to
and understood.

GPs can help patients develop an understanding of
the problem by focusing and shaping patients’ own
understandings.

Using mental health questionnaires could improve
GPs’ confidence; questionnaires were a way to
involve patients.

Patients want information about adverse drug re-
actions, process of recovery, dosage and length of
treatment but this is often unmet. Patient preferences
for involvement in decision-making vary.

The depressed person may feel that they do not
deserve to take up the doctor’s time or that it is not
possible for doctors to listen to them and understand
how they feel.

GPs and patients find it hard to separate depression
from life circumstances, but GPs may encourage a
biological approach to relieve stigma. Patient’s goals
were varied and influenced by perceptions of cause,
controllability and duration. GPs give patients time
to talk and emphasize an individual approach and
listening.

Unvoiced agendas may be patients’ attempts to
protect their GP. Patients may withhold treatment
preferences if they perceived lack of patient-centred
communication. Patients would drop clues about
their preferences.

Ongoing organizational changes within primary care,
such as the implementation of corporate working by
health visitors, affect care provided to women after
birth, which, in turn, has an impact on the diagnosis
and management of postnatal depression.
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Table 1. Continued

Paper Sample size Method Objective Key findings

Chew-Graham 19 GPs, Qualitative To explore GPs’, health Both women and heath care professionals (HCPs)

et al. (18) 14 health interviews visitors” and women’s views describe depression in psychosocial terms, women
visitors, 28 on the disclosure of make a conscious decision about disclosure and
women symptoms which may HCPs hinder disclosure and are reluctant to make

indicate postnatal depression
in primary care
Chew-Graham 35 GPs Qualitative To explore GP attitudes to
et al. (26) interviews the management of
patients with depression
and compare the attitudes
of patients in more and less
socio-economically
deprived areas
Pollock and 32 patients Qualitative To investigate patients’
Grime (35) interviews perceptions of entitlement to
time in general practice
consultations for depression

Pollock and 19 GPs Qualitative To investigate GP

Grime (32) interviews perspectives on consultation
time and the management
of depression in general

practice
Rogers et al. (14) 27 Patients,  Qualitative To explore the ways that
10 GPs interviews doctors and patients

conceptualize and respond
to depression as a problem
in the specific organizational
context of primary care.

Kadam et al. (13) 27 Patients Qualitative To explore patient
interviews and perspectives in relation to
focus groups their health care needs in

anxiety and depression

Maxwell (25) 37 Women, Qualitative To explore women’s and
20 GPs interviews GPs’ experiences of
recognizing depression and
their experiences of the
management of depression

McPherson and 20 GPs Qualitative To examine how GPs would

Armstrong (27) interviews construct ‘depression’ when
asked to talk about those
anomalous patients for
whom the medical frontline
treatment did not appear to
be effective

Murray et al. (20) 18 GPs, 7 Qualitative To understand the attitudes
practice interviews that underlie interaction
nurses, 5 between clinicians and older
practice patients with depression
counsellors

Railton et al. (17) 15 GPs Qualitative To explore the experience of

interviews GPs about how they

approached the care of
patients with depression in
relation to their skills,
knowledge and attitudes

a diagnosis due to lack of personal resources and
services.

GPs feel the need to separate normal reactions to life
stressors and true illness. For patients living in
deprived areas, these problems may seem insoluble.

Patients feel intense time pressure and use self-
rationing, which affects patient’s ability to open up.
Patients value time to talk. There is a mismatch
between patients’ own sense of time entitlement and
the doctors’ capacity to respond flexibly.

GPs generally did not experience time to be a limiting
factor in providing care for patients with depression.
This is in contrast to the more acute sense of time
pressure commonly reported by patients, which they
felt undermined their capacity to benefit from the
consultation.

The perceived nature of primary care provision and
the legitimacy of their problem influenced patient
expectations. Dealing with depression constitutes
work that is shaped and constrained by both indi-
vidual preference and wider medical knowledge,
resources and professional interactions.

Patients describe personal and professional barriers
to seeking help and have particular views on the
treatment options. This perspective contrasts with
the current professional emphasis on detection and
medication use.

The acceptance of antidepressants created a moral
dilemma for the women. For GPs, the diagnosis and
management of depression led to

contemplating the boundaries of their professional
role, and social and moral reasoning was also evident
in their decision-making processes.

GPs responded in non-medical ways, including
feeling unsympathetic, breaking confidentiality and
prescribing social interventions.

Older people rarely report psychological difficulties,
especially men; GPs worried about medicalizing
normal ageing; stigma is a barrier to seeking help.

GPs experience a lack of time, valued continuity

of care and resisted the categorization imposed by
guidelines; some GPs use talking therapy; caring for
depressed patients is emotionally draining for GPs;
GPs rely on intuition; GPs acknowledge the critical
role of stigma.
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Table 1. Continued

Objective

Key findings

Paper Sample size Method
Qualitative analysis of consultation recordings
McPherson 12 consult- Analysis of
etal. (29) ations audio-recorded
consultations
Miller (39) 3 GP con- Conversation
sultations analysis of recorded
consultations
Karasz et al. (23) 30 tran- Secondary analysis
scripts of consultation data
Millar and Gold- 19 general Analysis of taped
berg (21) practice consultations
vocational
trainees

McPherson and
Armstrong (27)

Quantitative

Cape (63)

Cape (28)

Cape and
McCulloch (15)

Cape and Stiles
(36)

12 patients,
12 GPs

57 Patients

88 patients,
9 GPs

64 patients
9 GPs

88 patients,
9 GPs

Analysis of
audio-recorded
consultations

Statistical analysis of
coded interview and
questionnaire data

Statistical analysis of
coded consultation,
interview and ques-
tionnaire data

Statistical analysis
of coded interview,
consultation, and

questionnaire data

Statistical analysis of
coded consultation,
interview and
questionnaire data

To investigate ways in which
difficult interactions may
arise from the medical
context, which imposes
constraints on the number
and nature of problems a
patient may present in a
single consultation

To investigate GP’s
communication when asking
about suicidal ideation
pre-diagnosis of depression
To explore how interaction
patterns common to most
doctor—patient conversations
shaped physician decision
outcomes in the management
of distress

To investigate possible
relationships between the
ability to detect emotional
disorder and the ability to
give information, advice and
management to the patient
To explore how patients
with treatment-resistant
depression and GPs
co-construct difficult
consultations

To explore the association
between therapeutic
relationship and clinical
outcome in GP treatment of
emotional problems

To investigate the extent to
which psychological treat-
ment of emotional problems
is undertaken by interested
doctors in routine general
practice and to explore what
aspects of GPs’ psycho-
logical treatment might be
therapeutic

To investigate patients’
(with high General Health
Questionnaire scores) self-
reported reasons for not
disclosing psychological
problems in consultations
with GPs

To examine the interrelations
of speech act, content and
evaluative measures

The context (structure and format) of the GP
consultation restricts GPs when supporting these
patients. Working with patients to construct
biopsychosocial model and circumvent the traditional
consultation structure.

It is important to fit questions about suicidality
into the interactional sequence. This can be done by
prefacing the question with a summary of the
patients’ concern.

Patients’ preferences and conceptual models affect
what treatment GPs recommend.

Able identifiers of mental illness were more likely
to offer patients information and advice about their
treatment, possibly reflecting greater confidence and
superior patient-centred communication style.

Presentation of multiple problems in multiple
domains clash with the consultation format. The
question and answer format restricts multifaceted
discussions of social and emotional problems.

Results indicate a correlation between patients’
perceived quality of relationship with their GP and
reduction in symptom severity 3 months later.

Less than half the average consultation was found to
comprise psychological treatment. Although
psychological treatment generally was associated
with positive patient experiences, the strongest effects
found were for listening interactions and for rated
doctor empathy

Most common reason for non-disclosure is the
perception that GP doesn’t have enough time and
that there is nothing the doctor can do.

Patient-centred exchanges called Social Exposition
and Emotional Exposition, which may serve
psychotherapeutic purposes, were relatively
prominent in those consultations rated relatively
positively by patients and by external raters.

both physical and emotional concerns (28). Patients understood
their emotional concerns as individual and multifactorial, with life,
self and illness inextricably linked (14,18,22,24). Varying explana-
tory models influenced patients’ treatment preferences. Patients who
considered their concerns to be linked to difficult life circumstances

emphasized self-management (14), whereas patients who considered
their emotional concerns as something to be ‘cured’ preferred a diag-
nostic approach (24). This tension between medical and social ex-
planatory models also affected how much patients believed their GP
could help them. Many patients were pessimistic about the utility of
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Table 2. Themes identified from qualitative synthesis of 30 studies
published between 1990 and 2018

Research question Themes

1. Barriers Emotional problems resist disclosure
Tension between medical and social
explanatory models

Unspoken assumptions about agency
Stretched resources vs. optimum care
Human connection is healing

Exploring, explaining and negotiating

2. Facilitators

understanding
Information provision facilitating involvement

seeking help from their GP and believed that GPs do not have suffi-
cient knowledge or skill (14-16) and that GPs would only provide
antidepressants (13).

Unspoken assumptions about agency

There was a lack of open discussion between GPs and patients about
patients’ preferences for control over their care, and this lead to a
mismatch in understandings, priorities or agendas (29). In particular,
GPs often assumed that patients sought more control over their care
than the patient actually wanted or was able to have (30). Patients
reported feeling unable to make treatment suggestions because they
saw their GP as the expert, which prevented shared decision-making
(30). Indecision associated with experiencing emotional concerns

Table 3. Themes pertaining to barriers drawn from studies published between 1990 and 2018
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also made it difficult for patients to share treatment preferences
(11,12,30). Patients’ preferences for involvement were dynamic and
evolved throughout the course of treatment, with patients often be-
coming more involved as their symptoms improved (31). GPs also
reported frustration with patients, in particular, patients who seem
to resist or otherwise not act how GPs believe patients should, for
example, by taking more authority in the consultation (24,26,29).

Stretched resources vs. optimal care

GPs described feeling that they needed to balance timekeeping with
giving patients effective support (17,26). Lack of time was described
as a barrier to identification, disclosure and listening to patients
(14,15,17,19,24,32). Having more time to listen to patients would
reduce the need for GPs to prescribe antidepressants (32). However,
Pollock (32) found that GPs believed that it was possible to give
patients effective support in the time afforded in general practice, in
particular, in cases of mild depression where GPs main role was to
support patients with better coping skills (32).

Another challenge for GPs was the lack of psychological services
available. GPs often preferred counselling as a treatment option;
however, this was often unavailable. This made GPs reluctant to
diagnose emotional concerns (18) or forced them to prescribe anti-
depressants (14,26). Antidepressants had the benefit of being readily
available to GPs (32) but GPs asserted that they might manage emo-
tional concerns differently if they were not under such constraints
(14). Exacerbated by these pressures, providing care for patients
with emotional concerns is often emotionally draining for GPs (26).

Facilitators

A human connection is healing

Patients reported valuing a human connection with their GP. Empathy
and a warm approach was particularly important (12,24), being posi-
tively associated with the identification of distress and patients communi-
cating more psychological clues (33). This human touch’ helped patients
to talk about their concerns (34) and was intrinsically therapeutic, being
related to a reduction in patients’ symptoms 3 months later (4).

Having time to talk and being listened to was very important
(12,34). Being able to get things off their mind was a release for
patients and was intrinsically therapeutic (13,14,24,31,35).
Consultations with more listening were rated positively (28), helped
patients to open up (34), were associated with more GP warmth and
empathy (17,24,36) and served a normalizing and reassuring func-
tion (17,24). GPs also believed that listening supported the doctor—
patient relationship, built trust and was sometimes the only thing the
GP could do (17,24,25,27).

Non-verbal displays of attentiveness, such as eye contact, an
attentive posture, faciliatory noises and not interrupting, were all
associated with increased identification of emotional concerns (33).
This attentive listening helped patients to open up and helped GPs to
pick up on patient’s clues about emotional concerns (34). If patients
perceived their GP to not be interested, then they were less likely to
disclose emotional concerns (15)

An ongoing, continuous relationship with a GP facilitated pa-
tient disclosure (18) and GP identification (11,17) of emotional con-
cerns, generated trust (11) and improved adherence to treatment
recommendations (37). GPs could support this continuous relation-
ship and create a helpful safe space for patients to return to (34) by
asking patients to come back to them (18,19). GPs could also sup-
port patient’s actions that they have already taken or progress they
are making, which made patients feel validated and encouraged (34).

Exploring, explaining and negotiating

understanding

There was considerable emphasis in the included studies on
negotiating the nature of the concern to reach a shared under-
standing. This was different to the more conventional ‘diagnostic
moment’ in biomedical consultations where the diagnosis is de-
livered by the GP. Shared understanding was supported by open
psychological questioning (24,28). GPs could support patients to
develop their own understanding, and this joint process was valued
by patients (34). Simply allowing patients to talk and asking ques-
tions, such as ‘how does it affect you’, helped patients to reflect on
and clarify their experiences (24,38). However, encouraging patient
reflection was not sufficient for all patients (38). In these cases, GPs
could take a more active approach by focusing, shaping and refining
patients’ accounts, in particular, by highlighting and reflecting back
parts of the patient’s accounts that the GP believed were useful to
highlight, which developed patients’ understanding of their emo-
tional concerns (38).

Once GPs had explored patients’ understandings, it was useful
for GPs to create an understanding based on joint GP—patient ex-
pertise by providing explanations (38). Explaining the mechanisms
of emotional concerns had a normalizing function, helping patients
feel like they were not ‘going mad’ (34). In addition, biological ex-
planations attenuated the effects of stigma, separating the illness
from the patient and giving the patient ‘something to sort out’
(17,18,34). However, it was important that the explanations GPs
provided fit patients’ own explanatory models (34,38).

Shared understanding could be supported by using question-
naires, such as the Patient Health Questionnaire-9. Questionnaires
could help less experienced GPs distinguish stress from depression,
define severity and take an objective view of patients’ symptoms
(11). GPs also needed to determine the severity of risk, in particular,
assessing suicidal ideation. Effective questioning about suicidal idea-
tion demonstrated the sensitivity of the topic and provided space for
patients to admit suicidality. This could be done by asking the ques-
tion in such a way that expects a ‘yes’ response (39).

Understanding patients’ explanatory models of their concerns
was a prerequisite for designing the treatment recommendation in a
way that was more likely to be endorsed by patients. If patients did
not feel understood, the advice was more likely to be rejected (34).
GPs believed that taking time to establish this understanding is asso-
ciated with a more effective response to treatment (32).

Information provision facilitating involvement
Involving patients in treatment decisions was empowering for pa-
tients, improved adherence (19) and ameliorated symptoms (4).
However, it may have been that patients with less severe symptoms
were more able to be involved in their care (31). As patients’ pref-
erences for involvement were variable, identifying preferences and
tailoring involvement accordingly was recommended (19).
Providing information about treatment allowed patients to be in-
volved in treatment decisions. In particular, patients wanted realistic
information regarding the side effects of medication, the course of re-
covery, the dosage prescribed and treatment length (27,31). Patients
reported that they would feel more prepared for the slow improve-
ment and fluctuating symptoms experienced during treatment if this
was discussed with them at the outset (27,31). Patients also reported
fears about addiction to antidepressants, which GPs could alleviate
by drawing up a withdrawal strategy with the patient. This made the
patient more willing to take antidepressants (25,31). Offers of medi-
cation were also more likely to be accepted when made directly (as
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opposed to in vague terms) (23,28), and attempting to persuade the
patient was always unsuccessful (23).

Discussion

Summary

Identifying emotional concerns, stigma and the curative role of the
therapeutic relationship remain relevant. Symptoms, tensions be-
tween GP-patient understandings of medical concerns and social
stressors and lack of time and resources impede effective commu-
nication. GPs and patients consider emotional concerns within the
context of patients’ lives and, therefore, exploration and negotiation
of a shared understanding is valued. Unspoken assumptions about
patients’ preferences for involvement in decision-making can lead to
a mismatch between the level of control the GP expects the patient
to take and what patient feels able to take.

Strengths and limitations

The search strategy was comprehensive and developed alongside evi-
dence synthesis experts from the University of Exeter’s evidence syn-
thesis team to ensure the search was systematic and wide. Searches
were supplemented by backwards and forwards citation chasing
to identify any additional relevant material. Sources were screened
by one reviewer, and a sample of 1000 titles and abstracts were re-
viewed by a second reviewer, achieving a high inter-rater agreement
of 93%, demonstrating the reliability of the inclusion/exclusion cri-
teria. Included studies were discussed throughout by DP, DK and
RM to resolve discrepancies in agreement regarding inclusion. While
it is always a concern that relevant studies will have been missed
when conducting a systematic search, there was a large degree of
overlap when synthesizing the results of included studies suggesting
that the inclusion of additional studies would have been unlikely to
change the results.

Studies were synthesized following robust and commonly used
steps for thematic analysis (10). This review has been reported in
accordance with the criteria in the PRISMA statement for system-
atic reviews (40) (Supplementary Material 5) and all included studies
were of high-to-moderate quality. This review was original in its
aim to synthesize the available evidence on how GPs and patients
communicate about emotional concerns. While there is a significant
amount of literature in this area, GP—patient communication about
emotional concerns remains a challenge and, therefore, synthesizing
the available evidence in this area is a step towards understanding
the barriers faced by GPs.

A limitation of this review is that the original data across the
mostly qualitative studies was not analysed as this was not feasible
in a systematic review. Hence, this study relies on the quality of ana-
lysis of the original studies. This also means that some of the detail
of the primary data is inevitably lost. However, all of the included
studies scored highly on analytical rigour, and this review follows a
transparent approach to analysis, which allows for more confident
interpretation of the data.

Comparison with existing literature

The findings from this review are reflected by studies from outside
the UK. First, patients in New Zealand and India are reluctant to dis-
close emotional concerns, often presenting with physical concerns,
leaving little time to explore emotional concerns (41,42). Stigma
is also a barrier; self-stigma and perceived stigma prevent patients

from seeking help from their GP in Australian primary care (43). The
challenges of these consultations are felt by GPs outside the UK, with
rates of emotional exhaustion being high in GPs from Scandinavia
to Kuwait (44-46).

The role of the GP-patient relationship in supporting care for
emotional concerns was a common finding in the papers in this
review. This reflects the large amount of literature that highlights
the importance of the therapeutic relationship in care for patients
with other medical conditions (47) and in secondary care (48).
Additionally, GPs in this study reported providing explanations to
patients and highlighted that biological explanations may reduce the
patient’s self-stigma. Practitioners in primary care in the USA may
also provide patients with a biological explanation for their emo-
tional concerns to attenuate the effects of stigma (49).

Implications for research and practice

This review highlights a number of implications for improving GP
practice. While negative public perceptions regarding mental illness
are abating (50), in part, due to recent campaigns in the UK such as
‘Time to Talk’, 9 out of 10 individuals with a mental illness report
experiencing stigma or discrimination (51). The ongoing culture
of stigma, and the lack of parity of esteem of psychosocial issues
compared with biomedical issues, makes it difficult for patients to
openly discuss emotional concerns with their GP. Therefore, pa-
tients often attempt to disclose using clues and hints, such as ex-
pressions of frustration (52). GPs can explore patients’ clues to
create an environment where the discussion of emotional concerns
is legitimized, supporting the identification and subsequent support
of emotional concerns (52). Exploring patients’ emotional clues by
using prompts and exploratory questions, such as how does that
make you feel?” (53), supports the development of a shared under-
standing, which is associated with improved clinician—-patient alli-
ance and adherence (54).

Adherence can also be improved by providing information about
treatment. Specifically, when GPs tell patients how long they will
have to take antidepressant medication, discussing side effects and
how to manage them and addressing patients’ concerns, patients are
three times more likely to adhere to medication after 3 months (55—
58). Providing information is one way to improve patient involve-
ment in their care, which is associated with significant symptom
improvement at 6 months (59).

This review also has implications for future research. In par-
ticular, this review highlights issues regarding unspoken assumptions
about agency. A lack of open communication regarding preferences
for involvement in care can lead to a mutual misunderstanding and
a breakdown in decision-making (12,30). This finding is relatively
underrepresented in the literature, yet has implications for research
regarding unmet concerns (30), as well as current models of patient-
centred care, which may encourage patients to be given more agency
than they desire. Future research should consider this mismatch fur-
ther to develop understanding of how it is maintained and strategies
for facilitating more open communication.

Another implication for research is developing further under-
standing of how the GP—patient relationship can be operationalized
in practice. There is considerable evidence indicating the importance
of this relationship; however, it is less clear what comprises this in
practice. Possible components include conveying hope, optimism
and empathy, which are associated with improved patient outcomes
(60—62). Future research could consider how GP-patient communi-
cation can be optimized to develop a therapeutic relationship.

020z 1Mdy €0 uo 1sanb Aq GO0t L LG/200eBWo /eIdwey/E60 ] 0 | /I0pAdRISqe-8]oIe-20uBApE/RIdWE)/WO02 dNo"dIWapede//:sd)y WOl PaPEOjUMO(]


http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmaa002#supplementary-data

10

Family Practice, 2020, Vol. XX, No. XX

Conclusion

Previous research has found that psychological management by
GPs is effective but poorly defined (6). This review built on this by
synthesizing evidence on barriers to and facilitators to effective GP—
patient communication from GP and patient perspectives within UK
primary care. The findings suggest that treatment guidelines should
acknowledge: the therapeutic value of a positive GP-patient rela-
tionship; that diagnosis is a two-way negotiated process rather than
an activity strictly in the doctor’s domain of expertise; and the value
of exploring and shaping new understandings about patients’ emo-
tional concerns and their management.

Supplementary material

Supplementary material is available at Family Practice online.
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