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It might seem unreasonable to ask whether there is a

place for mental health research in general practice,

but this indeed was the very question asked of me

several years ago during a telephone conversation with

a person from a UK Department of Health. I was then

asked whether I could offer evidence to support the
assumption that research in general practice did lead

to health improvements. This conversation arose from

discussions on the possibility of allocating quality

outcome framework points to general practitioners

(GPs) for their active involvement in practice based

research. Several NHS managers at that time and

possibly even now were sceptical about making such

payments to GPs. They questioned the relevance of
GPs’ engagement in research and were unwilling to

part with any of the NHS budget for such activity.

Needless to say, general practice participation in

research has not yet become a part of the quality

outcomes framework remunerations and in the cur-

rent economic climate it is unlikely to be given further

consideration.

Over the last 13 years I have had the chance to reflect
on some of the key issues in mental health that require

further research exploration. These reflections have

arisen from my dual experience of conducting research

whilst also pursuing clinical general practice. Hence,

although much of what I have to say relates to mental

health, I believe that some of the broad concepts

explored in the paper have wider application to other

areas of general practice as well.
One of many challenges in a general practice is the

ability of practitioners to make efficient use of the very

brief consultation time. This is only possible when the

clinician is clearly able to understand or clarify the

context of the clinical presentation. Primary care pro-

fessionals are often able to judge the context of com-

mon presenting symptoms and this skill develops and

improves with clinical experience. Hence, when a pri-
mary care practitioner is confronted with a presen-

tation of headache or dizziness, the person is managed

differently from someone seen in hospital. The person

would not be subjected to a thorough medical drill

that most doctors have learned as medical students.

On the other hand, the GP will skillfully combine their

personal knowledge of the person, their past medical,

family and social circumstances and will use this to

focus their clinical investigations during their short

consultation time. What makes such an approach to
diagnosis reliable is still unknown. Knowledge of pri-

mary care epidemiology can inform general practice

management. For example, few presentations of head-

ache or dizziness are likely to be related to serious

neurological disorders.1–3 In fact most are manifes-

tation of psychological distress and most GPs get to

learn about this through their training and experience

in primary care rather than their knowledge of pub-
lished epidemiology. Hence, diagnosis in primary care

has often been referred to as an art rather than a

science. But this view is held only because the science

of clinical decision making in primary care remains

poorly explored. There is little research on how GPs

make decisions through clinical uncertainty. Research

that attempts to explore the active components of

decision making by GPs will provide an insight into an
important part of primary care medicine.

I have often been asked by relatives of people

presenting to general practice with ill-defined para-

noid symptoms about the likelihood of the person

developing schizophrenia. Often these predictions may

need to be made with knowledge of the person’s family

history (such as having a sister with schizophrenia).

Most primary care practitioners are aware of clinical
prediction rules for cardiovascular diseases such as the

Framingham, Dundee and European Risk Scores that

are now widely applied to general practice consulta-

tions.4 These scores have over the last 10 years en-

hanced our ability to detect coronary heart diseases

(CHD) and stroke before its inception and have

advanced the field of preventive medicine. Is it poss-

ible that we can develop something similar for people
with mental illnesses such as depression, anxiety dis-

orders, psychoses and addiction disorders? Recent

cohort studies conducted in primary care across Europe

have created prediction rules for depression prior to
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the onset of an episode of illness.5 This is the first step

towards developing further prediction rules for men-

tal illnesses and it can alter our clinical approach to the

prevention of mental illness in the future.

There is still considerable clinical uncertainty on the

management of mental illnesses. Following the advent
of the Quality Outcomes Framework, most clinicians

in primary care are able to make a diagnosis of depres-

sion through standardised screening of all new cases of

suspected depression and existing people with CHD

and diabetes. But the evidence on how best to manage

these cases once identified still remains poor. Com-

monly used antidepressants therapy for the treatment

of depression is based entirely on evidence from drug
trials conducted in secondary care. The effectiveness of

these drugs in mild depression still remains uncertain.

Further evidence on these treatments is essential.6,7

The use of psychological therapies for the treatment of

depression in primary care on the other hand has been

more extensively evaluated over the last 10 years. One

of the surprising findings was the efficacy of usual GP

care when directly evaluated against counselling in-
terventions.8 But as yet, we remain unaware of the

exact active ingredients of general practice that are as

effective as counselling. Only scientific research can

answer this question.

Despite the strong justifications for mental health

research in general practice, several counter views have

questioned the conceptual frameworks used to con-

duct this type of research. The use of the randomised
trial methodology to evaluate new treatment has been

seriously questioned.9,10 This methodology was orig-

inally developed for the evaluation of drug therapies

and has now been widely applied to the evaluation of

complex care packages delivered in general practice such

as social and/or psychological interventions. Mounting

concerns about the use of this methodology and the

collective wealth of research experience gained by those
who have tried to apply this framework to primary care

and mental health evaluations has informed the recent

revision of the original framework developed by the

Medical Research Council (MRC).11

Major depression remains a leading cause of mor-

bidity and social disability world-wide and will rank

second to cardiovascular disease as a global cause of

disability by 2020.12 Despite these worrying trends
leading academics have questioned current concepts

of depression.13 It has been suggested that depression

is merely an altered interpretation of normal human

experiences. If this were true is there any value in using

antidepressant therapy? On the other hand should we

merely help the person suffering with this condition

to gain a new sense of the meaning of life? More

moderate statements from the Royal College of Gen-

eral Practitioners (RCGP) suggest that:

Mental health is a positive state of being in its own right

and is much more than the absence of a diagnosis of

mental illness; low-level symptoms and unhappiness, not

reaching diagnostic criteria, are associated with poorer

quality of life.14,15

While the discussions around depression as a diag-

nosis remain the subject of further debate, we need

better scientific evidence on the biology of depression

to counter these views.

In conclusion, mental health problems are still very

common in primary care and make up at least 10% of

all general practice consultations16 but there remain
several unanswered questions on the diagnosis, pre-

vention and treatment of primary care mental health.

Scientific strides in the field can only be made through

further research investigation that attempts to address

these questions.
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