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The rationale for this thesis

Mental health disorders are common and pose a significant burden on people’s lives.
Most patients are treated in primary care, often by their general practitioner (GP). The
workload of GPs is under pressure, and there is an ongoing GP crisis in several
countries, including Norway. This threatens the GP’s capacity to provide the

necessary care for patients suffering from mental health disorders.

Studies have indicated that GPs do not adequately identify and diagnose mental health
disorders. However, this is a complex issue. For example, many patients who contact
primary care will have passing symptoms not compatible with a mental health
disorder. In addition, physical and somatic symptoms often overlap in general
practice, and mental distress can be difficult to distinguish from other somatic

presentations of physical illnesses and other health complaints.

There is an ongoing discussion concerning the extent to which current classification
systems are valid in diagnosing mental health disorders in general practice and the
complex interrelation between mental and physical symptoms and diseases as they

present themselves in primary care.

A diagnosis is of significance to a patient receiving it and a prerequisite for treatment,
including medication and referral to specialized health care services. It is also a

prerequisite for welfare rights such as sickness leave and disability benefits.

The importance of adequate diagnosis of mental health disorders in primary care
dictates the need for research from general practice on the presentation and diagnosis
of mental health disorders. This will contribute to the knowledge necessary to provide
high-quality primary care for patients struggling with mental health problems in

general practice, thereby increasing the probability of positive outcomes.






Preface

I was first introduced to my professors and later supervisors Mette Brekke and Ole
Rikard Haavet as a medical student. As part of our student curriculum, we were placed
for six weeks at a GP office, and | was deployed at the office of Mette Brekke. This
placement gave me an insight into everyday life in general practice, and | was
impressed at how elegantly Mette was balancing all the different patients and clinical
queries she encountered during her day. This appeared very different from what | had

experienced as a medical student in hospital settings thus far.

At the time, | was working as a research assistant on the Autism Birth Cohort study at
the Institute of Public Health (FHI) in Oslo, and | was set to write my student thesis
there. However, despite this already positive grounding, | was so intrigued by the
student placement that | asked Mette about the possibility of writing my student thesis
from the Department of General Practice instead. She referred me to Ole Rikard

Haavet, and he agreed to be my student supervisor.

| ended up undertaking a small qualitative study on adolescents’ perceptions of health
and help-seeking for mental health issues. | found this task very interesting, especially
since the adolescents | interviewed gave different answers than expected. Positive
social connections with family and friends were the most important factors for good
health, they told me. And having a trusting relationship with a healthcare provider was
necessary before disclosing mental health issues and asking for help. These results
surprised me, and it was a little intriguing to have one’s premonitions turned. Having
thought they would talk about physical fitness and body image, this was barely
mentioned. Safe to say, it was motivating for further academic work. And even though
I may have struggled through a bit, Ole Rikard’s patience and calm confidence that |
would eventually make it through surprised me again. What was it about these GPs?

And GP professors?



Despite my trials and tribulations in my student thesis, the results ended with a
publication in a scientific journal. A few years later, as a fresh intern in Finnskogen,
Ole Rikard called and asked me if I would be interested in doing a PhD. He was
engaged in a research project. This project was a collaboration between the
Department of General Practice at the University of Oslo and the Division of
Psychiatry at Akershus University Hospital, led by Professor Torleif Ruud. | was
eventually included in our main research project titled “Shared Care and Usual Health
Care for Mental and Comorbid Health Problems”, a project then only in its planning

stages.

| entered a multidisciplinary group with researchers from general practice, psychiatry,
sociology, psychology, health economy, and health services research. | was
surrounded by a lot of experienced colleagues, and | was able to participate in the
planning and implementation of a large cluster-randomized trial. As the first PhD
candidate in the group, | was assigned baseline data, which means purely

observational data from before the intervention began.

| was given a lot of freedom to define and shape the articles | wanted with the data
available to me. As a result, my focus gradually moved from health services towards
what | encountered as a medical student and later as an intern in general practice: That
patients present with health concerns for which there is not always a simple answer,
that mental distress is commonly a part of the picture, and most symptoms are part of

a larger, more complex circumstance and context.

Now that | am at the tail-end, | can look back on a long and instructive process. | have
been given time and space to settle into academic research. | have been challenged
and supported but mostly given a lot of freedom. It has been an interesting journey,

and [ am curious to see what’s next.
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Summary

Background

Mental health disorders are common and significantly burden patients' health,
healthcare systems and society in general, and patients are primarily cared for in
general practice. Patients with mental health disorders have more somatic health
problems than those without mental health disorders and often only present with
somatic symptoms when visiting their GP. This may challenge the identification and
diagnosis of mental distress and mental health disorders. Studies have pointed towards
GPs' not recognising mental health disorders in their patients. Still, diagnosing mental
health problems in general practice is a complex issue. It is unclear how well the
current approach and diagnostic systems address the complexities of mental health

problems as they present in primary care.
Aim

This thesis aims to explore mental health problems in general practice by studying the
prevalence and distribution of patients with psychological diagnoses, their related
frequency of consultations, the association between psychological diagnoses and
different somatic symptom diagnoses, and whether GPs diagnoses correspond with

patient-reported levels of mental distress.
Methods

We performed cross-sectional analyses of electronic medical records from a cohort of
all registered contacts of patients aged 16-65 during 12 months in 2014-2015. This
included 16,845 patients with a total of 68 814 consultations in six GP office centres
with 35 GP practices in Oslo, Norway. The variables extracted were age, sex, type of

contact, GP code, and ICPC-2 diagnostic codes. We also performed a questionnaire
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study with 553 patients aged 16-65 who entered these six office centres for two weeks
in 2015. The questionnaire comprised CORE-10, which measures general mental
distress. We gathered electronic medical records for these 553 patients nine months
from when the questionnaire study was performed. We performed cross-sectional
analyses from the questionnaire study coupled with clinical cohort data. We used

descriptive comparative designs to study associations and differences between groups.
Results

In total, 18.8 % of patients received one or more psychological (P) diagnoses during
the 12 months. Of these, 48.4 % received a diagnosis from the symptom categories of
ICPC-2, 37.0 % from the disorder categories, and 14.5 % of patients received both.
Depression was most common, accounting for 27.9 % of the diagnosis, followed by
acute stress reaction at 14.9 %, anxiety at 13.5 %, and sleep disturbance at 10.8 % of
the total P-diagnoses. Patients with a P-diagnosis had a significant increase in
consultations (p<0.001), with a mean of 6.4 versus 3.5 for patients without P-

diagnoses.

Patients with depression, anxiety or stress-related diagnoses had a significant increase
in somatic symptom diagnoses with a mean (SD) of 2.9£3.6, compared to 1.9+2.5 for
patients without any P-diagnoses during the 12 months (p<0.001). We found a
significant increase in somatic symptom diagnosis for each of the individual P-
diagnoses viewed separately for both sexes and most age groups. The probability of a
P-diagnosis increased significantly (p<0.001) with an increasing number of somatic
symptoms diagnoses received during the 12 months. The symptom diagnoses most
strongly associated with having a P-diagnosis were general weakness/tiredness,
stomach pain, palpitations, musculoskeletal pain, headache, dizziness, incontinence,

constipation, and irregular menstruation.

We found that 73.3 % of patients with high levels of self-reported mental distress

versus only 13.3 % of patients with low levels of mental distress had received a P-
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diagnosis (p<0.01). We found a significant difference in the number of consultations
(p<0.01), with a mean of 15.9 consultations for patients with high levels of distress
versus a 9.1 mean number of consultations for patients with low scores for mental
distress during the 21-month cohort period, regardless of having a P-diagnosis. We
found that each unit increase in CORE-10 score and each additional consultation
increased the likelihood of having a psychological diagnosis by 17 % (OR 1.17) and 7
% (OR 1.07), respectively.

Conclusions

Nearly one in five patients had received a psychological diagnosis in our material.
Depression and anxiety were the most common, followed by acute stress reaction and
insomnia. Patients with psychological diagnoses have more consultations with their
GP regardless of age, sex, and reason for contact. Patients with anxiety, depression,
and stress-related diagnoses have a higher number of somatic symptom diagnoses than
patients without any P-diagnoses, also viewed separately and for both sexes and most
age groups. There was a clear association between patients’ level of mental distress
and having received a P-diagnosis in the material. The probability of a P-diagnosis
increased with increasing levels of mental distress and an increasing number of
consultations. Still, only around 75 % of patients with high levels of mental distress

had been recognized with a P-diagnosis.
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Sammendrag

Bakgrunn

Psykiske lidelser er utbredt i befolkningen, og medfarer en stor belastning pa
pasienters helse og samfunnet generelt. Pasienter med psykiske lidelser behandles
hovedsakelig i primarhelsetjenesten. Man har sett en gkt forekomst av fysisk
helseplager for pasienter med psykiske lidelser, og mange presenterer kun sine fysiske
helseplager nar de mater hos allmennlegen. Dette kan medfgre utfordringer i korrekt
identifisering og diagnostisering av psykiske lidelser. Flere studier har pekt mot
allmennlegers begrensede evne til a identifisere pasienter med psykiske helseplager.
Diagnostikk av psykiske helseplager i alilmennpraksis en kompleks problemstilling, og
det er uklart i hvilken grad dagens tilnerming og dagens diagnostiske systemer
adresserer de komplekse kombinasjonene av fysiske, psykiske og sammensatte

lidelser slik de presenterer seg i allmennpraksis.
Formal

Formalet med denne avhandlingen er & utforske psykiske problemstillinger i
allmennpraksis ved a studere forekomst av ulike psykiske diagnoser, hyppighet av
kontakt, hvordan psykiske diagnoser er assosiert med fysiske symptomdiagnoser, og

hvorvidt allmennlegers diagnoser samsvarer med pasientrapporterte psykiske plager.
Metode

Vi utfarte deskriptive og komparative tverrsnittsanalyser fra en kohort bestaende av
elektroniske journaldata fra alle pasienter i alderen 16-65 ar som mgtte hos fastlegen i
lgpet av 12 maneder ved seks legekontor og 35 legepraksiser i 2014-2015. Dette
inkluderte totalt 16 845 pasienter med totalt 68 814 konsultasjoner. Uthentede
variabler inkluderte: Alder, kjgnn, kontakttype, legekode og ICPC-2 diagnosekoder
per kontakt. Vi gjennomfarte i tillegg en spegrreskjemaundersgkelse med totalt 553

pasienter som mgtte pa de inkluderte legekontorene i lgpet av to uker i 2015.
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Sparreskjemaet inkluderte CORE-10, et validert screeningverktgy for generelle
psykiske plager. Vi innhentet elektroniske journaldata for disse 553 pasientene for
ytterligere ni maneder fra undersgkelsen ble gjennomfart. Vi utfarte
tverrsnittsanalyser fra sparreskjemaundersgkelsen kombinert med kohortdata, med et

deskriptivt komparativt design for a studere assosiasjoner og forskjeller mellom

grupper.

Resultater

Totalt 18.8 % av pasientene hadde fatt en eller flere psykiske diagnoser i lgpet av de
12 manedene. Av disse hadde 48.4 % kun fatt en symptomdiagnose, 37.0 % en
sykdomsdiagnose og 14.5 % av pasientene hadde begge deler. Depresjon var den
starste gruppen med 27.9 %, etterfulgt av akutt stressreaksjon med 14.9 %,
angstlidelser med 13.5 % og sgvnvansker med 10.8 % av totalt antall psykiske
diagnoser i materialet. Pasienter med psykisk diagnose hadde en signifikant gkning i
antallet konsultasjoner hos legen (p<0.001) med et gjennomsnitt pa 6.4 konsultasjoner

versus 3.5 for pasienter uten psykiske diagnoser.

Pasienter med depresjon, angst, akutt stress eller PTSD diagnose hadde et signifikant
gkt antall fysiske symptomdiagnoser med et gjennomsnitt (SD) pa 2.9 (3.6) versus 1.9
(2.5) for pasienter uten psykiske diagnoser. Vi fant en signifikant gkning ogsa nar vi
studerte de psykiske diagnosene hver for seg, inkludert begge kjann og de fleste
aldersgrupper. Sannsynligheten for & ha fatt en psykisk diagnose gkte signifikant
(p<0.001) med gkende antall symptomdiagnoser i perioden. Enkeltdiagnoser som var
sterkest assosiert med en psykisk diagnose var; tretthet, svimmelhet, dyspné,
hodepine, magesmerter, hjertebank, muskel/skjelettsmerter, urininkontinens,

forstoppelse og uregelmessig menstruasjon.

Totalt 74.3 % av pasienter som rapporterte uttalte psykiske plager hadde fatt en
psykisk diagnose hos legen, sammenliknet med 13.3 % av pasienter som rapporterte

lave nivaer av psykiske plager. Sannsynligheten for en psykisk diagnose gkte med
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gkende niva av psykiske plager (p<0.01) og gkende antall konsultasjoner (p<0.01).
Pasienter med uttalte psykiske plager hadde et signifikant gkt antall konsultasjoner
med legen i lgpet av 21 maneder, uavhengig av om de hadde fatt noen psyKkisk
diagnose, med et gjennomsnitt pa 15.9 versus 9.1 for pasienter med lite psykiske
plager. Hver gkning i sum pa skaringskjema for psykiske plager, og hver gkning i
antall konsultasjoner hos legen, gkte sannsynligheten for a ha fatt en psykisk diagnose
med henholdsvis 17 % (OR 1.17) og 7 % (OR 1.07).

Konklusjon

Neer en av fem pasienter hadde fatt en psykisk diagnose i vart materiale. Angst og
depresjon var de hyppigst forekommende, etterfulgt av akutt stressreaksjon og
sgvnvansker. Pasienter med psykiske diagnoser hadde en signifikant gkning i antall
konsultasjoner sammenliknet med pasienter uten noen psykisk diagnose, uavhengig av
alder, kjgnn og arsak til kontakt. Pasienter med angst, depresjon eller stressrelaterte
diagnoser hadde en signifikant gkning i antall somatiske symptomdiagnoser, bade
samlet og ved hver enkelt diagnose analysert for seg. Det gjaldt begge kjgnn og de
fleste aldersgrupper. Pasienter med hgyt niva av psykiske plager hadde en signifikant
hayere sannsynlighet for a ha fatt en psykisk diagnose hos legen, og sannsynligheten
for & bli identifisert med en slik diagnose gkte med gkt antall konsultasjoner og
gkende niva av psykiske plager. Pasienter med hgyt niva av psykiske plager hadde gkt
antall konsultasjoner med lege uavhengig av om de var blitt identifisert med en

psykisk diagnose.
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Definitions

e Somatic symptom diagnoses: Diagnostic codes from the 00-29 parts of the

different organ chapters in ICPC-2

e Mental health problems: A term that covers all mental health-related

problems, both mental distress, symptoms, and mental health disorders

e Mental distress: Symptoms and experiences of a person’s inner life commonly
held to be troubling, confusing, or out of the ordinary. Not related to any

medical diagnosis

e Mental health disorder: A behavioural or mental pattern that causes
significant distress or impairment of personal functioning, qualifying for a

medical diagnosis according to a diagnostic classification system

e Mental illness: General term covering mental health distress, symptom

experience and diagnosable mental health disorders

e Psychological diagnosis: Diagnostic codes from the psychological (P) chapter
in ICPC-2
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World Health Organization

World Organization of Family Doctors

World Psychiatric Association

18






1 Background

1.1 Mental health disorders

“Virtually all of our measures of “psychopathology’ are built on the assumption that
to be psychologically healthy is to be free of disordered emotional and cognitive
responses. According to this standard, a coma victim might be considered the ideal of

psychological health.”

Steven C Hayes et al. (1)

1.1.1 Defining mental health disorders

Like most things in medicine, we conceptualize mental health on a spectrum: from
‘healthy’ to ‘sick’. Exploring the existential aspects of our mental health is outside the
scope of this thesis. Still, it is essential to note that the definitions of what constitutes
mental illness are dynamic and have changed over time (2). There is still no general

consensus on the definition of a ‘mental health disorder’ (3).

The World Health Organization (WHO) describes mental health as “a state of well-
being in which the individual realizes his or her own abilities, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to his or her community” (4). They describe mental health disorders as
“characterized by a clinically significant disturbance in an individual’s cognition,

emotional regulation, or behaviour” (5).

The diagnostic classification system used in Norwegian general practice today is
ICPC-2 (The International Classification of Primary Care version 2), developed by
WONCA (World Organization of Family Doctors) (6). The classification system used

in specialized health care is ICD-10 (International Classification of Diagnoses and
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Related Health Problems 10" version) (7). ICD-10 was adopted by WHO in 1990 and
implemented as the official Norwegian classification of mental health disorders in
1997 (8). WHO has developed an eleventh version, ICD-11, which was approved in
2019 but is still not implemented in Norway (9). WHO has also published more
detailed descriptions of the criteria for making a specific mental health diagnosis in
ICD-10 (10, 11). These specifications made ICD-10 closer in structure to the
Diagnostic and Statistical Manual of Mental Disorders, DSM-V, another classification

system in wide use (12).

These diagnostic systems define what constitutes a mental health disorder in the health
care system today. A diagnosis is a precondition for prescribing pharmacological
therapy and other forms of treatments and for referral to specialist care. Diagnoses
also dictate the basis for welfare benefits, such as sickness and disability benefits from
the state. However, there is an ongoing discussion of whether current diagnostic
systems adequately capture mental health problems as it presents in primary care, both

from psychiatry (13, 14) and general practice (15-17).

1.1.2 Prevalence and impact of mental health disorders

Mental health disorders are among the most common health disorders worldwide (18).
A systematic review of the global prevalence of mental health disorders from 2014
found that approximately one in five (17 %) would be identified as having a common
mental health disorder during a year and one in three (29 %) at some time during their
lifetime (18). A German critical review from 2005 estimated that 27 % of the EU
population each year suffers from a mental health disorder. About one-third had more
than one disorder, indicating considerable comorbidity. The most common disorders
found were anxiety, depression, somatoform, and substance abuse disorders (19). An
updated review from 2011 found that 38.2 % of the EU population suffers a mental
health disorder each year. This study included neurological disorders in children and

the elderly (20). Mental health disorders significantly burden individuals, families,
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and societies (21, 22). Patients with mental health disorders have lower life quality,

poorer health and a lower life expectancy compared to the general population (22-27).

A report from the Norwegian Institute of Public Health from 2018 estimated that
around 16-22 % of the adult population satisfy the criteria for at least one mental
health disorder each year, the most common being anxiety, depression and substance
abuse disorders (28). In a country with widespread access to primary care, the
prevalence of mental health problems in general practice could be expected to mirror
the level existing in the general population (29). Even so, many who suffer from
mental health disorders either do not contact health services or are not identified with
their mental health problem (30-32).

1.1.3 Prevalence of mental health disorders in general practice

There are different approaches in the literature to studying the prevalence of mental
health disorders in general practice. Most studies are based on clinical interviews of
patients using different screening tools (33-41) or patient-administered questionnaires
(42-47). Some studies extract data from electronic medical records (EMR) (48, 49)
and some from primary care registry data (50, 51). Different studies report diagnoses
from the different diagnostic classification systems in use; DSM-IV (33, 34, 36-39,
41-47), ICD-10 (35, 36, 50, 51) and ICPC-2 (40).

Johnsen et al., in a Norwegian national survey from 2020, found that amongst an
average of 20 daily consultations, GPs addressed mental health disorders in 22 %,
stress and life strains in 20 % and multimorbidity in 29 % of consultations (52).
Rosendal et al. studied ICPC-2 diagnoses in Danish primary care by questionnaires to
GPs. They found GPs to set a psychological diagnosis in 11 % of consultations (40).
Lejtzén et al., in a large Swedish cohort study from primary care registry data, found a
total prevalence of 2.4 %, only including mood-, anxiety-, stress- or adjustment ICD-

10 diagnoses (51). Sundquist et al., in another Swedish primary care registry cohort
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study, found that major depression was present in 12 % and anxiety disorders in 10 %
of patients (50).

1.2 General practice

“In general practice, we form relationships with patients often before we know what
ilinesses the patient will have. The commitment, therefore, is to a person whatever

may befall them.”

lan McWhinney (53)

1.2.1 The generalist approach

General practice is the usual first contact between doctors and patients in our
healthcare system. GPs office centres are situated in local communities, in direct and
continuous contact with the population they serve. They tend to their patient's health
needs, and GPs act as coordinators of patients’ health care from the different

specialized sections of our healthcare system (54).

General practice is responsible for consulting with patients’ overall health needs,
making it holistic and integrative (53, 55-57). As it pertains to general practice,
‘holism” has been challenging to define, as it may exist in many different dimensions
(55). As Joshua Freeman writes in his paper “Towards a definition of holism”; “For a
cell biologist, holism might mean thinking about the whole liver” (55). lan
McWhinney wrote in his article, “Being a general practitioner, what it means”, that;
“As general practitioners, we have to be prepared to work at all levels of abstraction,
according to need” (53). Further in his abstractions on the generalist approach, he goes

on to state that;
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The clinical method of internal medicine does not include the
examination of the emotions; the clinical method of psychiatry does not
include the examination of the body. The essence of our clinical method
in general practice is that the body, the emotions, and the patient’s

experience of illness are attended to in every case (53).

Biomedical knowledge is integral in general practice as it is in specialized care. It
provides evidence-based practice and diagnostic, prognostic, and therapeutic services
for various biomedical conditions. Nevertheless, beyond the knowledge of disease is

the knowledge of the patient as a human being (58).

The character of the problems encountered is specific to each patient, reflecting their
psychological and social functioning and circumstance. The context in which these
encounters take place is also specific. On the other hand, the symptoms presented are
often undifferentiated and unspecific (59, 60). The GP's role is to offer a degree of
clarity about the nature and cause of such problems, and to guide their management,
even if the causes of a patient's symptoms are not immediately clear by either patients
or their doctors in the beginning (16, 61, 62).

Continuity of the doctor-patient relationship is another vital aspect of general practice
and is valued by patients (63). Continuity of care is associated with reduced specialist
healthcare use, fewer acute hospital admissions and lower mortality (64-66). In

addition, continuity of care in the form of a regular GP is associated with doubling the

odds of receiving mental health care for patients with mental distress (67).

Paul Freeling described general practice as “organizing the chaos of the first
presentation” (68). This statement goes to the heart of general practice,
acknowledging that patients are often in distress and come to their doctor for help to
alleviate their symptoms and resolve their situation (69). Therefore, general practice
may be an ideal environment to make sense of these often complex interactions

between physical and psychological health problems (61).
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1.2.2 Norwegian general practice

Norway operates with a patient-list system where all inhabitants are listed to a GP of
their choosing (70). This regular general practitioner (RGP) scheme was implemented
in 2001. The Norwegian Health Economics Administration manages the scheme, but
the municipalities are responsible for entering into agreements with individual GPs
(72).

All inhabitants registered in the National Population Register as living in Norway
have the right to a RGP. Every RGP in Norway has a list of patients with defined
responsibilities in the follow-up and care of their patients. About 98 % of the
population have their RGP, only 0.2 % of the population choose not to, and overall
satisfaction is high (72-74). However, as of February 2022, The Norwegian
Directorate of Health reported that 150 000 inhabitants stand without a RGP due to the

ongoing GP crisis resulting in a lack of recruitment of new RGPs (75).

The system is funded by a capitation component based on the number of patients on
the RGP’s list, a fee-for-service component (reimbursed by the state in a tariff
system), and relatively modest co-payments by patients. All medical contacts require a
diagnostic code to be valid for reimbursement by the state. The average list size in
2020 was 1068 patients, slowly declining from around 1200 patients in 2005 (76).

Morken et al., in a national observational study from 2018, found that the mean total
working hours per week for Norwegian RGPs was 55.6 (77). Only 54.1 % of the
regular hours were used on face-to-face patient work (77). Johnsen et al., in a
Norwegian nationwide survey from 2018, found that RGPs carry out 20 consultations

a day, addressing 43 different issues on a typical day in their practice (52).
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1.2.3 Frequent attendance in general practice

It is a well-known phenomenon that a smaller portion of patients, here called frequent
attenders (FA), have a relatively high frequency of consultations with healthcare

services and therefore compose a significant part of a GPs workload (78, 79).

The definition of frequent attendance varies between studies (80-82). However, in a
systematic review from 1999, Gill et al. lay out two general approaches: One is to
identify a cut-off point in the distribution of patients, such as the top quartile or top 10
% stratified by age and sex. The other is based on a minimum number, such as a cut-

off of at least eight consultations per year (79-81, 83).

Vedsted et al. performed a literature review and found that the top 10 % of patients
accounted for 30-50 % of all contacts in Danish general practice, and up to 40 % of
these patients were still FAs the following year (81). Jargensen et al., in a Danish
cohort study from 2016, found that FAs accounted for 40 % of all face-to-face

consultations with a GP, with a mean of 12 visits per year (84).

Studies consistently confirm that FAs have higher rates of mental distress, mental
health disorders, and social difficulties (78, 79, 81, 85-92). Being female and
increasing age is also highly associated with frequent attendance (78, 81, 84, 93, 94),
although in a systematic review from 2020 including only longitudinal studies, Hajek
et al. found that younger age (as well as unemployment and need factors) were also

associated with becoming a FA (95).

What drives FAs to help-seeking behaviour? Norbye et al. found that health anxiety
was associated with increased utilization of primary-, somatic, and mental specialist
health care in a dose-response fashion in a Norwegian cohort study from 2022 (96).
Strombom et al., in a Swedish study from 2019, also found that perceived ill health,
particularly pain and distress, was important for utilising healthcare resources for FAs
97).
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1.3 Symptoms

“Symptoms are literally a fall from our usual state of functioning. Symptom-free, we
can focus our full attention and energies on the world around us. Symptomatic, we

focus inward, distracted from what we know can and should be done.”

Kurt Kroenke (98)

1.3.1 Symptoms in general practice

Symptoms of all kinds are common in the community (99-101). Most of these
symptoms will resolve spontaneously, but some symptoms become more persistent or
recurrent (102). Only about one in four patients contact medical services for their
symptoms (32, 103), the usual first contact being their GP (103).

A clear definition of ‘symptoms’ in general practice is an ongoing discussion (104).
WONCA Dictionary of General/Family practice defines symptoms as “any subjective

evidence of a health problem as perceived by the patient” (105).

Symptoms are often perceived as either ‘physical’ or ‘psychological’. Physical
symptoms are often called ‘somatic’ by psychiatrists and psychologists in the context
of mental health disorders (106). However, we often encounter symptoms without
apparent medical explanation (103, 107). In general practice, these are often labelled
as “medically unexplained symptoms” or “MUS” (108). It is an ongoing discussion
trying to establish whether or to what degree patients with long-standing somatic
symptoms have underlying mental health disorders (102, 109, 110). Correctly
diagnosing patients with yet unclarified symptoms can be a challenge for GPs (109).
Still, The WONCA Europe Research Agenda states it is a core competency in general
practice (111).
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1.3.2 Somatic symptoms and mental health disorders

Many studies have established and explored the associations between somatic
symptoms and mental distress (112, 113) or diagnosable mental health disorders (43,
101, 106, 112-135) in general practice.

Several studies have found that increasing somatic symptoms increases the probability
of also having a mental health disorder (127, 130-132). This points towards the sum of
somatic symptoms, more so than the specific type of symptom, as the strongest
predictor of mental distress or mental health disorders. However, this is not a
straightforward issue (15, 136).

Depression is the most common mental health disorder studied in general practice,
and pain is the somatic symptom most studied concerning depression. They are found
to co-occur in 30-50 % of cases (137, 138). Somatic symptoms are common in
depression and have been stressed as one of its core features (118, 139). Studies have
tried to define the directionality of this association. Fishbain et al., in a literature
review from 1997, concluded that depression is more likely to be a consequence of
pain than preceding it. Still, the conclusion was based mainly on cross-sectional
studies (140). Nakao et al. found that three somatic symptoms (low back pain,
dizziness and abdominal pain) were significant risk factors for developing major
depression the following year (116). Kroenke et al., in a 12-month longitudinal study
from general practice, found that pain and depression have strong and similar
reciprocal effects on one another (115). Yamamoto et al. found that depression was
related to somatic symptoms, such as fatigue, sleep disturbances, loss of appetite and
weight loss. Although interestingly, for patients without these three reported
symptoms: general fatigue, sleep disturbance and appetite loss, none of the patients

met the criteria for depression (130).

Dijkstra-Kersten et al. explored longitudinal associations of having multiple somatic

symptoms and the recurrence of anxiety and depression disorders over four years.
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They found that patients with multiple somatic symptoms had an increased probability
of recurrence of anxiety and depression, regardless of initial depressive and anxiety
symptoms (133). Van Boven et al., in a longitudinal study over ten years, found that
somatic symptom episodes presented in general practice were predictive of anxiety
and depression. Presenting two or more symptom episodes in general practice
increases the risk of anxiety and depression five-fold (128). De Waal et al. studied
individual somatic symptoms associated with mental distress in general practice. They
found that patients with high mental distress reported all types of somatic symptoms
more often than patients without mental distress (113). Finally, Bekhuis et al. explored
the differential associations between depressive and anxiety disorders and somatic
symptoms. They found that all clusters of somatic symptoms were associated with
anxiety or depression, and depression and anxiety disorders were independently
related to somatic symptoms. Major depressive disorder showed the strongest

associations in their material (135).

1.3.3 Handling somatic symptoms in general practice

Many patients do not link their mental distress and their physical symptoms and
present to their doctor, wanting an explanation (141). Several studies have found that
patients with diagnosable mental health disorders, such as depression, may only
present somatic symptoms when consulting a doctor, especially before they have
developed a trusting relationship with a GP (114, 119, 121, 127, 129).

Non-specific symptoms may represent severe illness, which makes GPs inclined to
investigate somatic symptoms first, and risk becoming preoccupied with
investigations into possible underlying organic disease before considering mental
health disorders (119, 129). In addition, these somatic symptoms may sometimes
dominate the clinical picture to such an extent that the patients perceive their illness to
be physical, affecting their wants and needs in a consultation. This may increase the

risk of overuse of health services and possible harm (139, 142).
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Heinz et al. found that nearly half of patients with depression only reported physical
complaints to their GP, and they reported twice as many symptoms as patients without
depression. In addition, patients with depression showed higher perceived stigma than
those without depression (127). Simon et al. found that a somatic presentation of
underlying mental distress was more common when patients lacked an ongoing
relationship with a GP (129), pointing towards the importance of continuity of

primary care (66).

These somatic symptom presentations may be a challenge for diagnosing mental
health disorders in general practice (143). Still, many GPs perceive somatic symptoms
as possible presentations of social or emotional distress (144, 145) and generally find
common symptoms and complaints meaningful to deal with (146). In conclusion, GPs
are well-placed to detect mental health disorders in patients presenting with physical

complaints (147).

1.4 Diagnosis

“With a diagnosis, things do not necessarily get better, but they become clearer.”

Annemarie Goldstein Jutel (148)

1.4.1 Diagnosing mental health disorders in general practice

Diagnosis is both a process and a label and is used to organize a clinical picture and
guide medical care (149, 150). lan McWhinney explored the diagnostic process in
general practice in his paper “The importance of being different” (57). Here, he

illustrates with a story by the author Umberto Eco. In this story, a monk describes:
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If you see something from a distance, and you do not know what it is,
you will be content in defining it as an animal, even if you do not know
whether it is a horse or an ass. When it gets closer, you will see it is a
horse, even if you do not yet know its name. Only when you are at the
proper distance will you see that it is Brucellus, the abbot’s horse, and

that will be full knowledge, the learning of the singular (57).

McWhinney uses this story to illustrate the different levels of abstraction used in
medical diagnosis. Medicine has gained knowledge and predictive power by
distancing itself enough from individual patients to see the abstraction (the disease).
This process is crucial, but as we move towards the person, we move towards the
particulars, where every patient is different. The patient-centred method is
characteristic of primary care (151-153). Andre et al., in their study of strategies used
by GPs in clinical decision-making, found that GPs tend to focus on both the symptom
and the person and shift between these strategies in their clinical decision-making

according to need (154).

Patients in general practice present with various mental health problems that are often
difficult to categorize or define as distinct mental health disorders. In the beginning,
deciding whether something is a “natural reaction” or a pathological pattern that needs
intervention is not necessarily easy to distinguish (155). A diagnosis might not be
made in a single assessment but is often a process arrived at with time (156-158).
Many patients have mild and passing symptoms of mental distress, perhaps related to
specific life challenges. Chin et al. studied the 12-month naturalistic outcomes of
depression in primary care. They found that 60 % had complete remission of their
symptoms during the year, while 40 % of patients continued with a chronic or
recurrent course of depression. The identification of depression by a GP did not affect
the outcome after 12 months, but they found that identified cases were linked to faster

recovery (159).
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GPs in the primary care system need high-quality tools and knowledge that is valid
and useful in recognizing patients suffering from severe psychiatric illness to be able
to refer these patients for proper psychiatric treatment. Still, there are good arguments
for being restrictive with labelling patients in primary care with a mental health

disorder regarded as an illness (136).

The existing disease-oriented view in medicine today classifies symptoms and
impairments as the subjective and objective presentations of underlying diseases and
diseases as manifestations of pathology (160). However, when diagnosing mental
health disorders, we are not diagnosing easily observable physical phenomena but
mental processes (161). The various symptoms presented in general practice are still
presented as distinct entities, and each diagnosis or disease is recommended to be

managed according to agreed, best-evidence guidelines.

Specialists in psychiatry have mainly developed the diagnostic classification systems
of mental health disorders today, consisting of only behavioural descriptions, with no
biological fundament to define them. Such a diagnostic translation may fail to disclose
what is going on in the patients’ life, their social circumstances, trauma history,
patient's function in day-to-day life, and how their illness behaviour is affected by
their life histories in general practice. What is problematic is the process of translating
patients’ histories and often mixed presentation of symptoms into distinct diagnostic
categories and labels. Sturmberg et al. point out that even if a diagnosis is essential, it
has become a dissecting, splitting, and deductive approach. We need to also envelope
the opposite, integrative view when diagnosing patients with mental distress in general
practice (162).

Richard J Goldberg points out in an article from 1993 that mental illness, such as
depression, may be different in general practice from how it presents in mental health
settings. Nevertheless, studies in mental health populations typically set standards for
recognition and treatment in primary care (163). This tendency is coherent with

studies finding that GPs use different constructs when diagnosing mental health
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problems compared to psychiatric specialists (143, 164, 165). Few studies are
exploring the differences in patient populations and with varying results. For example,
Vuorilehto et al. found few differences between depressed patients in primary versus
specialized care (166). In contrast, Suh and Gallo point toward apparent qualitative
differences indicating that patients with depression present differently in specialist

versus primary care (167).

The World Psychiatric Association (WPA), in collaboration with WONCA, conducted
a global survey in 2019 where they asked all presidents of the different member
associations of WPA about mental health core competencies in general practice. They
found that the representatives of psychiatry specialist organizations asked found the
core competencies in primary care important and valuable. However, they did not

think GPs currently possess these competencies (168).

To what degree criteria for mental health disorders defined in specialist care is
valuable and valid in primary care, or if differences in patient populations require a
different structural basis to enhance current practice, is still unanswered (15, 165,
169). This statement does not mean that mental health disorders do not exist or that
diagnostic thresholds are entirely arbitrary. However, it does indicate that diagnosing
mental health disorders involves a certain level of subjectivity and gives room for
flexibility (150, 161). Some argue that we need to establish new concepts to address
the level of complexity in general practice, where all kinds of health problems

presented are not always caused by distinct medical illnesses (15, 169, 170).

Joanna Reeve criticizes this disease orientation over interpretive thinking in evaluating
patients and their mental health in general practice in her article “Interpretive
medicine. Supporting generalism in a changing primary care world” (17). She argues
that we need a more flexible framework for understanding and valuing knowledge in
general practice. She stresses that general practice is about the interpretation of illness,

not only about the identification of disease (17). This argument is coherent with others
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arguing that we need to shift focus and establish new concepts and methods that may
be more suitable for primary care (152, 153, 160, 171).

1.4.2 How skilled are GPs in diagnosing mental health disorders?

Numerous studies have pointed towards unsatisfactory recognition of mental health
disorders in general practice (156, 158, 164, 165, 172-197). Studies with origin in
specialist care (158, 164, 172-176, 181, 182, 193-196), general practice (156, 165,
177-180, 184-186, 189, 190, 192) or a combination (183, 187, 191). Most of these
studies explore to what extent GPs diagnose defined mental health disorders, such as
depression or anxiety. Fewer studies have explored how GPs identify general mental
distress in their patients (158, 185, 193, 198).

Results vary, but many studies conclude that GPs only recognize around half of the
patients with diagnosable mental health disorders in primary care. Some show results
of as low as 30 %, others as high as 70-80 % of patients being correctly identified with
a disorder (179, 180, 184, 195). In a study from the Nordic countries, Munk-Jgrgensen
et al. found that GPs recognize between one-third and half of the patients with
generalized anxiety in primary care (197). From a more global perspective, Fekadu et
al., in a systematic review from 2022, found that numbers were even lower in low- to

middle-income countries, all the way down to zero per cent in some studies (199).

The underlying reasons for this apparent lack of recognizing mental health disorders
by GPs are complex and multifaceted. They include factors regarding the GPs,
patients, the structure of primary care and general practice, and the structure in which
mental health disorders are diagnosed, including different criteria for different

diagnostic systems in use (200).

In a meta-analysis from 2010, Mitchell et al. found that GPs were better able to
recognize distress than mild depression in their patients. Still, only one in three

patients was correctly diagnosed (201). Thompson et al. found that GPs seemed to be
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better at recognizing depressive symptoms by taking a dimensional approach to the
severity of symptoms than found in studies with a categorical approach to depression
(202). Indeed, studies show that the severity of symptoms increases the probability of
being recognized with a diagnosis (203). Recognition of mental health problems in
primary care often depends on the severity of symptoms and the level of comorbidity

amongst patients (179, 183).

Mental health disorders that remain unrecognized in general practice tend to be
milder, more self-limiting, and associated with less disability (173, 174, 179, 180,
183). Studies show varying results on the effect of outcomes of increased recognition.
Some studies find that correct diagnosis affects management and outcome (172, 173)
and others that it does not (172, 174, 177, 186). In these studies, patients that go

unrecognized show a similar rate of improvement over time as recognized cases.

GP recognition of mental distress varies with different criteria for recognition (175).
The preciseness of GPs diagnoses compared to standardized research diagnoses has
been explored, finding that they differ (164, 184, 195). This indicates that the
misidentification of mental health disorders in general practice may partly be
explained by the use of psychiatric models of diagnoses in a primary care setting
(165). In a meta-analysis from 2009, Mitchell et al. found that GPs' misidentification
of non-depressed patients was more common than missed cases of depression.
However, the accuracy of diagnosis increased with prospective examination over 3-12

months rather than evaluating one-off assessments (204).

Indeed the level of continuity of care has been shown to increase recognition (185).
The probability of diagnosing a mental health issue increases with the number of GP
contacts and the duration of the doctor-patient relationship (156-158, 189, 194). This
finding indicates that continuity in the doctor-patient relationship is essential, but
studies also find varying results. For example, Sun et al. found that patients with a

regular GP had around double the odds of receiving mental health care (67). In
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contrast, Ridd et al. did not find that continuity of care affected the recognition of

mental distress in patients by GPs (185).

Depression is less likely to be recognized in patients with somatic symptoms than in
patients with predominantly psychological symptoms (175, 178, 194) and patients
who normalize their symptoms in consultation with a GP (193). This is particularly
apparent during initial visits to a GP before a trusting relationship is established

between the patient and the doctor (129).

Joling et al. explored GPs' health records and found that GPs were aware of mental
health problems in most patients but that the use of diagnostic codes was weak,
indicating that using diagnostic codes alone is not an accurate measure of diagnostic
ability and may strongly underestimate the accuracy of the GPs diagnostic evaluations
(205).

A criticism towards many studies indicating a significant level of non-recognition of
mental health disorders by GPs is their often cross-sectional design. Taking a cross-
sectional “snapshot” of the prevalence of unrecognized patients with diagnosable
mental health disorders may overestimate this prevalence. Cross-sectional studies fail
to reflect the longitudinal nature of primary care that allows patients to be diagnosed
on subsequent visits or heal spontaneously without requiring further investigation and
treatment (157, 159). Arriving at a diagnosis in general practice is not always done at
the first visit. Studies using a single index visit may incorrectly classify cases as non-
detected (156).

Tylee and Walters address the apparent under-recognition of mental health disorders
in general practice in their 2007 article “Underrecognition of Anxiety and Mood
Disorder in Primary Care: Why Does the Problem Exist and What Can Be Done?”
They acknowledge methodological challenges, asking if the methods can capture the
complexities of recognition in primary care, but still conclude that there is room for

improvement (206).
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1.4.3 GP perspectives

Studies find that GPs are often aware of mental distress in their patients, but they are
cautious about diagnosing a mental health disorder (207-209). They often see the
psychiatric classification systems as less valid in primary care. They have a more
longitudinal approach to diagnosing mental health disorders, emphasising patients’
context and situation (207, 210-212).

Chew-Graham et al. found that GPs conceptualize depression as a common and
normal response to life events rather than an objective diagnostic category (213).
Geraghty et al. found that GPs find it difficult to separate emotional distress from a
depressive disorder and tend to focus on physical symptoms such as poor sleep,
appetite change and insomnia as well as loss of function when considering a

depressive disorder diagnosis (214).

Significant barriers to making a diagnosis amongst GPs have been explored, the most
important being the potential stigma of a diagnosis as experienced by patients and
patients having difficulties accepting a diagnosis. GPs also emphasize the lack of time

and resources and lack of collaboration with specialized health care (212, 215-217).

GPs require sophisticated consulting skills to differentiate a wide range of symptoms
from a complex narrative in a short period of time (119). Carney et al. found three
main approaches that GPs used in a consultation: A biomedical exclusionary
approach, addressing physical complaints first; a mental approach, where
psychosocial aspects were in focus; or a synergistic approach, where physical and
mental health problems were addressed simultaneously. GPs would move freely

across all approaches depending on patient clues (218).

Andre et al. explored how GPs focus on either ‘symptoms’ or ‘the ‘person’ in
consultations and found that they shift between both approaches according to need.
Immediate, inductive, as well as gradual, analytical decision-making were both

common (154). Davidsen et al. showed that GPs find it important to help patients
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understand the meaning of their symptoms in their complex life situations. The GPs
do this in different narrative styles mirroring their patients' mental states (62). GPs
value continuity of care, as it aids in open and trusting communication (216, 217).
Barnes et al. found that GPs find it challenging when patients do not accept their
symptoms as representing mental distress. They would sometimes wait to address
these issues and set patients up for repeat appointments to address anxiety or mood

separately from patients presenting complaints (216).

1.4.4 Patient perspectives

Patients value a good relationship with their GP, which is especially important when
disclosing mental health problems (216, 219, 220). Patients value attentive doctors
who show genuine interest and understanding, and the perceived support by their GP
is valued as a core part of treatment and support (219-222). Patients value feeling
listened to, even going beyond, and expressing how their doctors' listening makes
them feel more understood and accepted (223, 224). Patients value a connection with
their doctor and explanations for their symptoms over treatments such as medication
(219, 222, 225, 226). It is experienced as negative when their doctor is not listening

and paying attention (223).

Parker et al. found that patients experience the relationship with their GP as
intrinsically healing but still find it challenging to open up, fearing stigma, and often
feel the need to “start off”” addressing a physical concern (219). Patients are often
puzzled by their symptoms, not always recognizing their emotional problems, and
value GPs as collaborators when trying to unfold possible underlying mental aspects
of their symptoms (215, 219, 223).

Patients value the continuity of care in general practice in the form of a trusting
relationship and appreciate when GPs prioritize personal continuity by booking

follow-up appointments for them (219, 223, 227). Conversely, a lack of continuity and
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a trusting relationship is presented as a barrier to disclosing mental health problems to
their GP (215, 227, 228).

Patients with emotional concerns often express difficulty in discussing their problems.
They tend to wait until the end of the consultation before sharing emotional concerns,
which may hinder time to focus on these issues (190). In addition, they tend to feel
that emotional concerns are not a legitimate reason for seeing a doctor (220, 229).
Patients are also aware of time constraints during GP consultations, which may lead to
non-disclosure (220, 230, 231). Dew et al. found that although patients expressed high
trust in their doctors, non-disclosure of mental distress was common. The main barrier
expressed were fear of consequences and losing their sense of control if they disclosed
mental health problems to their GP (227).

Patients experience the risk of stigma as an important barrier to disclosing mental
health problems to their GP (129, 215, 219, 227, 232). A systematic review from 2018
found that stigmatizing attitudes towards people with mental health disorders are still

common among GPs (233).
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2 Aims of this thesis

This thesis aims to explore mental health problems in general practice by studying the
prevalence and distribution of patients with psychological diagnoses, their related
frequency of consultations, associations between psychological and somatic symptom
diagnoses, and whether GPs diagnoses correspond with patient-reported levels of

mental distress.

Paper I: We aimed to study the prevalence and distribution of GP-assessed
psychological diagnoses and the related frequency of consultations. We wanted to
assess if patients with psychological diagnoses consulted more frequently than
patients without such diagnoses and how these matters varied with patients’ age and

sex and between individual GPs.

Paper I1: We aimed to investigate the prevalence of somatic symptom diagnoses in
patients with or without depression-, anxiety- and stress-related diagnoses, whether
the number of somatic symptom diagnoses increased the probability of having a
psychological diagnosis, and how individual somatic symptom diagnoses correlated
with having received anxiety, depression, or stress-related diagnosis in general

practice.

Paper I11: We aimed to explore whether patient-reported mental distress corresponds
with having received a psychological diagnosis from a GP and whether patients’ age,
sex, number of consultations and number of somatic symptom diagnoses influenced

the probability of having received a psychological diagnosis.
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3 Material and methods

3.1 Shared Care and Usual Health Care for Mental and
Comorbid Health Problems

This thesis emerged from a larger research project titled; “Shared Care and Usual
Health Care for Mental and Comorbid Health Problems” (234). This is a cluster-
randomized controlled intervention study that took place in six GP office centres in

three boroughs in Oslo, Norway, from 2014-2018.

This main study aimed to explore whether collaborative primary and mental health
care could improve accessibility and affect health care for patients with mental health
problems. For each participating borough, one GP office centre was randomized to
pilot a collaborative care model between GPs and mental health care services, while
another GP office centre continued with usual health care. Data from electronic
medical records from all six GP office centres were extracted for 12 months before
implementation, and a questionnaire study with patients was performed before the
intervention to provide baseline information. These baseline data are the basis of this

thesis.

3.2 Design

We performed cross-sectional analyses of electronic medical records from a cohort of
patients from unselected general practice. We used descriptive comparative designs to
study associations and differences between groups. For Paper 111, we did cross-

sectional analyses from both electronic medical records and patient questionnaires.
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3.3 Setting

This study took place in six GP office centres with 35 participating GPs in three
boroughs (Alna, Stovner, and Grorud) in Groruddalen, Oslo, Norway. Groruddalen is
the largest suburb of Oslo, with approximately 140 000 inhabitants, and lies northeast
of the city centre. Approximately 50 % of inhabitants have an immigrant background
(first to third generation). The area has lower economic and social welfare scores
compared to the rest of Oslo and Norway as a whole. During the last 15 years,
significant national and municipal resources have been provided to this part of our

community to correct this social and economic imbalance.

3.4 Data collection

3.4.1 Recruitment of participants

The recruitment of GP office centres followed the principles of convenience sampling.
The order of invitation was by equality in the size of the offices between the boroughs
(offices with 4-6 GPs were prioritized before offices with one, two, or more than six
GPs). The centres were contacted by telephone. Once a meeting was set up, other
research group members (senior GP and psychiatrist) also attended in meeting with
the GPs to give information about the project. The GPs would then decide on
participation before signing a detailed contract. Nine GP office centres were contacted

before six agreed to participate.

3.4.2 Clinical cohort

We extracted data from all patients aged 16-65 at inclusion, defined by the last date
from when the questionnaire study for each participating GP office centre was
performed. Data was extracted 12 consecutive months retrospectively from this date in

2015. Later in the project, we extracted nine months of electronic medical records
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from each centre's inclusion date, but now only for the patients included in the
questionnaire study. This period could not be extended to 12 months, as it might have
been affected by the intervention in the main study. This gave a 21-month cohort of

patients analysed for Paper IlI.

The age and sex of patients were extracted by national identification number. In
addition, all contacts with the GP office centres were included, as were the type of
contact, ICPC-2 diagnostic codes per contact, the GP responsible for each contact, and
reimbursement codes used by the GPs. A computer program developed by the firm
Mediata AS was used to extract data from the different software programs used in the

GP office centres.

The electronic medical records from 17,973 patients and a total of 111 870 contacts
were extracted. Of these, 16,845 patients had one or more direct contacts with their
GP, either in the form of office- or home visits. These accounted for 68,814 contacts
during the 12 months, forming the clinical cohort used in this thesis. The remaining
excluded contacts were either phone calls (with the office centres, not necessarily with

a GP), letters, prescriptions, or interdisciplinary meetings.

The data were registered and kept at an approved and secure research server at
Akershus University Hospital, then eventually moved to a secure research server

service at the University of Oslo.

3.4.3 Questionnaire study

All patients entering the six GP office centres for two weeks in 2015 were invited to
fill in a questionnaire. The questionnaire consisted of CORE-10, a comprised version
of the Clinical Outcomes in Routine Evaluation — Outcome Measure (CORE-OM)
(235). All participants were given written information about the study, available in

Norwegian and English. They gave written consent before participation. We were
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present during the recruitment period to administer the questionnaires to patients and

assist with any questions or queries.

Patient anonymity was an important factor as we conducted our questionnaire study.
We were given the identity of patients in their consent forms, which were coded to
correspond with their questionnaire. These two forms were collected separately at the
GP office centres to keep the answers separated from their identity. We did not
register patients who did not agree to participate in our study, which gave us no
information on the response rate or representativity of the sample in our analyses for

paper I11.

We collected 845 questionnaires in total. Of these, 215 questionnaires were excluded.
This was due to the consent form not being filled out correctly or the national
identification number being missing or incomplete. As we asked all patients in the
waiting rooms, we also had to exclude the respondents outside of the age range (16-65
at inclusion). Another 77 were excluded because participants were not part of the
cohort of registered patients at the offices. This left 553 questionnaires included in this

study. The number of participants declining to participate was not recorded.

3.5 ICPC-2

The International Classification of Primary Care (ICPC) is the official classification
system developed by the World Organization of Family Doctors (WONCA) and the
diagnostic system used in Norwegian general practice (6). ICPC-2 indicates that it is

the second version of the system.

The ICPC was designed specifically for use in primary care (236). ICPC is based on
empirical data and contains codes to reflect the content and level of detail deemed
appropriate for a primary care setting (6). The diagnostic classification system is

accepted by WHO as a member of the Family of International Classifications and is
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translated into over 20 languages (236). ICPC-2 has, in its revised form, also been
mapped to the International Classification of Disease (ICD-10), a classification system

widely used in other areas of medicine today (6).

ICPC-2 is divided into 17 chapters that cover medicine at large. It is a biaxial
classification system consisting of one letter and two digits. The letter forms an axis
indicating an organ or body system, while the digits form an axis for symptoms,
complaints, and process elements. The numbers 00-29 indicate symptom diagnoses,

while 70-99 indicate disease diagnoses, although with some overlap.

ICPC includes symptom diagnoses. These diagnoses are helpful in general practice
where symptoms may present early in the course of illness, be more undifferentiated
and perhaps passing and not indicative of more serious underlying disease (59). It has
been recommended that symptoms be accepted as equivalent to disorder diagnoses
when they are a more accurate description of the level of clinical certainty found in

general practice (237, 238).

ICPC is constructed to code all reasons for encounters and procedures and all end-of-
visit codes (6, 59). In Norway, ICPC-2 is used to document reasons for encounters
(239). All contacts with GPs are registered with one or more ICPC-2 diagnostic codes
in the electronic medical records. The code must be coherent with the content of
written, electronic medical records for that same contact (239) and is sent to the
government to obtain reimbursement in a government-aided tariff system. In addition,
each documented contact is registered in an extensive registry of information owned
by the Norwegian Directorate of Health (240). Data from this database is used by
institutions such as the Norwegian Institute of Public Health to monitor the
population's health and by Statistics Norway to provide statistics on the Norwegian

General Practitioner Services (241).
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3.5.1 Psychological diagnoses

The psychological diagnosis chapter (P) in ICPC-2 aims to be a comprehensive
collection of mental health problems presented in general practice, ranging from
symptom diagnoses (depressed feeling, feeling nervous) and disorder diagnoses
(depressive disorder, anxiety disorder). This allows the GP to be more precise about
the specificity of the course of illness as they present in general practice, even if these

can often overlap (242).

All the different psychological diagnoses were included in Paper I. Paper Il focused
on the most common mental health problems from Paper I. These included anxiety
(feeling anxious/nervous, anxiety disorder), depression (feeling depressed, depressive
disorder) and stress-related diagnoses (acute stress, PTSD). These ICPC-2 diagnoses
and their corresponding International Classification of Disease, 10th edition (ICD-10)

diagnoses are described in more detail in Online Table 1 in Paper Il (see appendix).

3.5.2 Somatic symptoms diagnoses

Somatic symptom diagnoses refer to all the symptom diagnoses (00- 29) from each
ICPC-2 organ chapter. These were the diagnoses included in the ‘somatic symptom
diagnosis’ variable in Paper III. Paper II also included diagnoses representing
functional syndromes or symptom clusters commonly associated with mental health
disorders in the literature (30). These diagnoses comprised: stomach function disorder,
irritable bowel syndrome, vertiginous syndrome, elevated blood pressure (not
including essential hypertension), neck syndrome, back syndrome without radiating
pain, back syndrome with radiating pain, shoulder syndrome, tension headache and
hyperventilation syndrome. These ICPC-2 diagnoses and their corresponding 1ICD-10

diagnoses are described in more detail in Online Table 1 in Paper 11 (see appendix).
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3.6 Clinical Outcomes in Routine Evaluation —-CORE

The Clinical Outcomes in Routine Evaluation Outcome Measure (CORE-OM) is an
instrument developed for use in therapies across different settings (235). The original
motivation was to find a single measure — a ‘core’ for monitoring work with mental
health. There are many measures in routine use with little comparability across
services (243). This measure has been tested with high internal reliability and test-
retest stability within clinical and non-clinical samples, is translated into several

languages and is widely used (244).

Over time a shortened version of the CORE-OM was developed, suitable as a
screening tool for general mental distress (245). The CORE-10 comprise the
following: depression (two items), anxiety (two items), functioning (three items),
trauma (one item), physical (one item) and risk (one item) (246). The questionnaire
has an approved Norwegian version. It has been explored and shown to have
psychometric properties at the same level as the English original and is recommended

for general clinical use (247).

3.6.1 CORE-10 scoring system

Each item within CORE-10 is scored on a 5-point scale ranging from 0 (not at all) to 4
(most or all the time). The clinical score is calculated by adding the response values of
all ten items. Where there is missing data, the clinical score is derived by dividing the

total score by the number of completed items and multiplying by 10 (246). A score of

10 or below denotes a score within the non-clinical range, and 11 or above is within

the clinical range of mental distress (245, 246).

46



Table 1 Scoring system in CORE-10 from Connell, J. & Barkham, M. (2007). CORE-
10 User Manual, Version 1.1. CORE System Trust & CORE Information

Management Systems Ltd.

0-5

>51t010

>10to 15

>15to0 20

>20to 25

>25t0 40

3.6.2 CORE-10 updated version

Healthy

Low level problems

Mild psychological
distress

Moderate distress

Moderately severe

Severe psychological
distress

As of February 2022, the original CORE-10 scoring guidelines have been updated to

CORE-10 v1.1. Given the small number of items, it is not advised to compute a score

if more than one item is omitted, as an omission of any item from a short but broad

coverage measure can affect the relationship of a prorated score based on all the items.

This clarification was done after Paper I11 was submitted for publication (Dec 17,

2021). We did not exclude questionnaires with less than nine items omitted in our

Paper I11.
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3.7 Statistical analysis

3.7.1 Paper |

Descriptive statistics in frequencies (n) and percentages (%) were used to explore the
distribution of psychological diagnoses. The number of consultations is described by
means and standard deviations (mean + SD). Differences in the mean number of
consultations between participants with and without psychological diagnoses were
analyzed using the independent t-test. Binary responses relating to whether a patient
was given a psychological diagnosis or not by their GP were analyzed using a binary
logistic regression model. We used the multilevel binary logistic regression to account
for data clustering at the GP level. We obtained estimates of odds ratios (ORs) and
their 95% confidence intervals from the model adjusted for patients’ age and sex.
Lastly, we estimated the intracluster correlation (ICC) from the adjusted model. Here,
the ICC described the variation in giving a psychological diagnosis attributable to
differences between the GPs. All analyses were performed using Stata SE 15 (Stata
Corp, College Station, TX) and IBM SPSS Statistics 25 (Armonk, NY) and the

significance level was set at p=0.05.

3.7.2 Paper Il

Numbers were presented as frequencies, percentages, or means and standard
deviations (SD). Generalized linear mixed models adjusting for possible cluster
effects for each GP office centre in the data were estimated to perform the following
analyses. First, the number of somatic symptom diagnoses (S-diagnoses) between the
patients with and without any psychological diagnosis (P-diagnosis) was compared.
Differences between patients with and without individual P-diagnoses were also
assessed. This analysis was performed for all patients and stratified by sex and age
groups (1630, 31-50 and 51-65 years). The differences in S-diagnoses from different
organ chapters and the individual most prevalent diagnoses (present among at least 1

% of patients with any of the included P-diagnoses), S-diagnoses between those with
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and without (any and individual) P-diagnoses were assessed. Finally, the association
between the number of S-diagnoses and the probability of P-diagnosis was tested, and
the results were illustrated graphically as probabilities with corresponding 95%
confidence intervals (Cl). Statistical analyses were performed by SPSS v26 and SAS
v9.4. All tests were two-sided. Benjamini—Hochberg procedure was applied to control
the false discovery rate due to multiple testing. The P-values indicating significant

results after this adjustment were enhanced with bold-face.

3.7.3 Paper 111

Descriptive statistics in frequencies (n) and percentages (%) were used to describe
categorical variables, whereas numerical data were described by means and standard
deviations. Mean differences between groups were analyzed using the independent t-
test, whereas associations between categorical variables were analyzed using a Chi-
square test. We performed binary logistic regression looking at factors associated with
a psychological diagnosis. All analyses were performed using STATA SE 16 (Stata
Corp, College Station, TX) and IBM SPSS Statistics 25 (Armonk, NY), and the

significance level was set at p=0.05.

3.8 Ethics and approvals

The main research project was approved by the Regional Committee for Medical and
Health Research Ethics (ref: 2014/435) and the National Committee for Medical and
Health Research Ethics (ref: 2014/160). It was also approved by the Privacy
Ombudsman at Akershus University Hospital (ref: 13/138).

3.8.1 Questionnaire study

The questionnaire study was approved by the Regional Committee for Medical and
Health Research Ethics Region Southeast (ref: 2014/435) and the National Committee
for Medical and Health Research Ethics (ref: 2014/160) as part of the main research
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project. Written and oral information about the study was provided with the
questionnaire, and participants signed a written informed consent before participation.
The patients’ consent included linking their information to data from the electronic
medical records. This was done by the principal investigator using the national
identification number used in Norway. Withdrawal of consent was possible for

participants also during and after participation.

3.8.2 Rejection and appeal

The main project was initially presented to the Regional Committee for Medical and
Health Research Ethics Region Southeast (REK) (ref: 2014/435). For the main
research project, it was planned to obtain information from GP electronic medical
records without the participants’ informed consent (234). This accounted for nearly
19 000 patients, and individual informed consent would be difficult to achieve for

practical and financial reasons.

REK may grant access to the use of health information collected in the health services
for use in research outside of the duty of confidentiality, cf. the Health Research Act
835 in the Norwegian judicial system. This can only be granted if such research is of
significant interest to society, the interests of the participants’ welfare and integrity are
taken care of, and REK can set the conditions for the use of the information. The
committee decided that collecting data without consent was not in accordance with

their remit and asked for informed consent from all participants.

The decision was appealed, and after the decision was upheld in REK, it was sent to
the National Committee for Medical and Health Research Ethics (NEM), where this
was approved (ref: 2014/160).

The principal investigator argued in the appeal that the secure retrieval of structured
data from electronic medical records from GPs is in line with research conducted from

national health registers that retrieve data from hospitals and other health services,
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where dispensation from the duty of confidentiality is often granted. Therefore, there
should not be differential treatment as this would weaken the possibility of research-
based knowledge to improve healthcare for a large group of people in primary care
with disorders who already face stigma in society. It was also argued that the research
would contribute to new knowledge that would be important to provide the population
with a healthcare service more in line with the population’s needs. Finally, it was
argued that new knowledge would be of significant interest to the population and

society and in concordance with the Norwegian Coordination Reform (248).

3.8.3 Disclosure

The author and supervisors report no conflict of interest regarding the study and the

content and conclusions of this thesis.

3.9 Funding

Mina Piiksi Dahli has received financial support from the Norwegian Research Fund
for General Practice (AMFF).
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4 Synopsis of the articles

4.1 Paper |

Prevalence and distribution of psychological diagnoses and related frequency of

consultations in Norwegian urban general practice

Mina Piiksi Dahli, Mette Brekke, Torleif Ruud & Ole Rikard Haavet
Scandinavian Journal of Primary Health Care (2020)

Aim: To investigate the scope of GP's work with mental disorders by studying the
prevalence and distribution of GP-assessed psychological diagnoses and the related

frequency of consultations.

Design: A cross-sectional study with data from 16 845 patients in 35 urban GP

practices during 12 consecutive months in 2014-2015.

Results: Our material comprised 57 % females and 43 % males, with an average age

of 40.1 years. Females accounted for 62.5 % of consultations.

18.8 % of all patients received one or more different psychological (P) diagnoses
during the 12 months. Of these, symptom diagnoses alone were given to 48.4 %,
disorder diagnoses alone were given to 37.0 % and both symptom and disease
diagnoses to 14.5 % of these patients. There were 588 patients with two psychological
diagnoses, 162 with three, 27 patients with four, four patients with five, and one with

six different psychological diagnoses during the 12 months.

Depression was the most common P-diagnosis in the material, with depression
symptom and disorder diagnoses together accounting for 27.9 %. Acute stress reaction

was the second largest, with 14.9 % of P-diagnoses. Anxiety symptom and disorder
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diagnoses accounted for 13.5 %, and sleep disturbance 10.8 % of the total P-

diagnoses.

The mean number of consultations was 4.1. We found a significant difference in the
mean number of consultations, as patients with a P-diagnosis had 6.4 versus 3.5 for

patients without any P-diagnosis during the 12 months (p<0.001).

Out of the 68 814 total consultations during the 12 months, 13.9 % ended in a P-
diagnosis. Of these, females comprised 62.1 % and males 37.9 % of consultations.
The most frequent attenders had an increased probability of having a P-diagnosis.
Patients with eight consultations or more, comprising 14.2 % of patients, had a 41.2 %
probability of having a P-diagnosis versus 15 % for patients with less than eight
consultations during the 12 months (p<0.01). The top ten per cent of attenders
accounted for 34.7 % of consultations compared to the bottom 90 % of attenders with
65.3 % of consultations. The probability of having a P-diagnosis among the top ten
per cent of attenders was 43.3 % compared to 15.7 % for the bottom 90 % (p<0.01).

The odds of receiving a psychological diagnosis increased with age, and males were
17 % less likely to receive a psychological diagnosis than the females in the material.
The patients visited with their regular GP (RGP) in 70.2 % of consultations, and the
remaining 31.5 % with other doctors at the GP office. Including only consultations
with their RGP, we found that 7.4 % of the variability in P-diagnoses could be

attributed to differences between the RGPs when adjusting for patients' age and sex.

Conclusion: Psychological diagnoses commonly occurred in general practice, and
patients with psychological diagnoses had a significantly higher number of

consultations with a GP regardless of age, sex, and reason for contact.
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4.2 Paper Il

Somatic symptoms and associations with common psychological diagnoses. A

retrospective cohort study from Norwegian general practice

Mina Piiksi Dahli, Juraté Saltyté-Benth, Ole Rikard Haavet, Torleif Ruud, Mette
Brekke. Family Practice (2021)

Aim: To explore associations between depression, anxiety, stress-related diagnoses

and somatic symptom diagnoses in general practice.

Design: Cross-sectional analysis with data from a cohort of 15 750 patients in 35

urban GP practices during 12 consecutive months in 2014-2015.

Results: Only patients diagnosed with depression symptoms or disorder, anxiety
symptoms or disorder, stress symptoms or PTSD were analyzed. They were compared
to patients with no P-diagnosis received during the 12 months. Patients with other P-
diagnoses were not included in this study. Of the 15750 participants included in this

study, 57.7 were females.

The somatic symptom diagnosis (SSD) distribution ranged from one diagnosis in 30.1
% of patients to 36 different SSDs in one patient during the 12 months. Patients with a
P-diagnosis had a significantly higher number of SSDs with a mean (SD) of 2.9£3.6,
compared to 1.9+2.5 SSDs for patients without any P-diagnoses during the 12 months
(p<0.001). We found a significant increase in the mean number of SSDs for the
included P-diagnoses viewed independently for both sexes and most age groups. In
addition, the probability of a P-diagnosis increased significantly (p<0.001) with an

increasing number of SSDs during the 12 months.

We found a significant increase in somatic symptom diagnoses from ICPC-2 chapters:
General and unspecified, digestive, cardiovascular, musculoskeletal, neurological,
urological, female genital disorders and social problems. There were small variations

in associated symptom patterns for each included psychological diagnosis.
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The symptom diagnoses most strongly associated with the total P-diagnosis group
were general weakness/tiredness, dizziness, headache, palpitations, shortness of
breath, stomach pain, musculoskeletal pain, dizziness, constipation, irregular
menstruation, and lastly, a diagnosis code titled “General disease not otherwise

specified”.

Conclusion: Patients with anxiety-, depression- and stress-related diagnoses had more
somatic symptoms than patients without psychological diagnoses. The probability of
having a psychological diagnosis increased with increasing somatic symptom

diagnoses.

4.3 Paper Il

GPs’ identification of patients with mental distress. A coupled questionnaire and

cohort study from Norwegian urban general practice

Mina Piiksi Dahli, Ole Rikard Haavet, Torleif Ruud, Mette Brekke.
BMC Primary care (2022)

Aim: To explore how patients’ self-reported levels of mental distress correspond with
psychological diagnoses made by their GPs and associations with sex, age, number of

consultations and somatic symptom diagnoses.

Design: A questionnaire study coupled with 21-month cohort data from 553 patients
aged 16-65 years in six GP offices in Oslo, Norway, in 2014-2016.

Results: This study included 553 patients, 69.4 % females and 30.6 % males, with a
mean age of 43.1 years. The participants had a mean (SD) of 11.6 + 7.6 consultations
during the 21 months and a mean (SD) of 1.7 + 1.7 number of different somatic

symptom diagnoses. The total group had a mean CORE-10 score (SD) of 14.8 + 5.6,
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bordering between mild and moderate levels of distress according to the CORE-10
clinical score categories. A total of 35.4 % of participants had received a

psychological (P) diagnosis during the 21 months.

We found that 74.3 % of patients with high levels of self-reported mental distress
versus only 13.3 % of patients with low levels of mental distress had received a P-
diagnosis (p<0.01). In addition, we found a significant difference in the number of
consultations (p<0.01), with a mean of 15.9 consultations for patients with high levels
of distress versus a 9.1 mean number of consultations for patients with low scores for
mental distress regardless of having a P-diagnosis. There was also an increase in
somatic symptom diagnoses (p=0.04) and a higher number of females (p=0.04) in the

high levels of distress group.

Comparing patients with or without a P-diagnosis in the material, we found that level
of mental distress, mean number of consultations and being female were positively
associated with having received a diagnosis. We found that level of mental distress
(p<0.01) and number of consultations (p<0.01) were still highly significant factors in
predicting whether patients had received a P-diagnosis after adjusting for sex, age,
number of consultations, number of somatic symptom diagnoses and levels of mental
distress respectively. We found that each unit increase in CORE-10 score and each
additional consultation increased the likelihood of having a psychological diagnosis
by 17 % (OR 1.17) and 7 % (OR 1.07), respectively.

Conclusion: There was a clear association between patients’ level of mental distress
and having received a P-diagnosis in the material. The probability of receiving a P-
diagnosis increased with increasing levels of mental distress and more consultations
with a GP.
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5 Discussion

5.1 Summary of findings

In Paper I, we found that almost 20 % of patients received one or more psychological
(P) diagnoses during the 12 months. Around half were given symptom diagnoses only,
around one-third were diagnosed with a disorder, and about 15 % were diagnosed with
both. Depression was the most common diagnosis, followed by acute stress reaction,

anxiety, and sleep disturbance.

Around 14 % of all consultations ended with a P-diagnosis, and patients with a P-
diagnosis had a significantly higher number of consultations regardless of the reason
for contact. This was true for both sexes and all different age groups. Amongst the
most frequent attenders, we found a significant increase in the probability of having

received a P-diagnosis during the 12 months.

In Paper 11, we found that patients with depression, anxiety or stress-related diagnoses
had received a significantly higher number of somatic symptom diagnoses for all the
P-diagnoses studied separately for both sexes and most age groups. Each increase in
the number of somatic symptom diagnoses received increased the probability of
having received a P-diagnosis in the material. The symptoms most associated with
having a P-diagnoses included general tiredness, dizziness, headache, stomach pain,

musculoskeletal pain, autonomic symptoms, and irregular menstruation in females.

In Paper 111, we found a clear association between the probability of a P-diagnosis and
the level of patient-reported mental distress. Even so, only about 70 % of patients with
the highest score of mental distress had received a P-diagnosis. We also found that
patients with high levels of mental distress had more frequent consultations with a GP
regardless of having received a P-diagnosis. Age and sex were not significant factors
In the probability of receiving a P-diagnosis when adjusting for mental distress, age,

number of somatic symptoms and number of consultations.

57



5.2 Discussion of results

5.2.1 Paper |

This is, to our knowledge, the first comprehensive study of psychological diagnoses in
a complete cohort of patients through 12 months in Norwegian general practice. We
found robust trends in our results, with statistically significant variations between

groups.

We found that about 19 % of patients received a P-diagnosis. There are few
comparable studies on the prevalence of psychological diagnoses from general
practice. Most other studies incorporate diagnostic screening of a limited number of
patients to estimate the level of mental health disorders in different GP populations.
They also use different diagnostic classification systems, and although ICPC-2 is

translatable to ICD-10 diagnoses, it makes the results more difficult to compare (200).

We did find an Irish study from 2016 using electronic medical records to determine

the prevalence of mental health disorders in general practice. Gleeson et al. found an
overall prevalence of 20 % (48). However, their study was small, and most disorders
were identified only in the free text, as diagnostic coding alone would have failed to

identify 92 % of patients with a mental health disorder.

We do not have nationally representative prevalence surveys on mental health
disorders in the population to compare with (249). A Norwegian report from 2018
estimates that around 16-22 % of the adult population will suffer from a mental health
disorder during 12 months, which overlaps with our results (28). This report also
states that about 10 % of adult men and 15 % of adult women are in contact with
primary healthcare services for mental health problems each year (28). Steel et al.
found in a global prevalence study that 18 % of patients would suffer from a mental

health disorder during a year, a result similar to ours (18).
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Depression, anxiety, stress and sleeping disorders were the most frequently occurring
diagnoses in our material, which is congruent with global prevalence studies on
mental health disorders (18, 250). However, we found lower drug-related diagnoses
than in other studies (19, 28). Suppose we summarise all the drug-related diagnoses
from our material (chronic alcohol abuse, acute alcohol abuse, medication abuse and
drug abuse). In that case, they only constitute 3.7 % of all patients in the material, 5.7
% if we include tobacco abuse. This could represent considerable underdiagnosis,

perhaps also reflecting the patient population studied.

Most psychological diagnoses in the material were captured using just a few
diagnostic categories. This corresponds well with Rosendal et al., who found that two
problems (depression and acute stress reaction) accounted for 51% of all

psychological classifications made from Danish general practice (40).

About 14 % of consultations ended in a P-diagnosis in our material, slightly higher
than Rosendal et al., who found a P-diagnosis in 11 % of consultations in Danish
primary care. Although in their study, they also included diagnoses only stated in free
text and translated them into ICPC-2 codes (40).

The mean number of consultations for all patients was 4.1. This is higher than the
Norwegian population, with an average of 3.0 yearly consultations in 2021 (251). We
found that patients with a P-diagnosis had a significantly higher number of
consultations, with a mean of 6.4 consultations versus 3.5 for patients without a P-
diagnosis. This corresponds well with other literature showing that patients with
mental health issues see their doctor more frequently than patients without these issues
(39, 91, 252).

There are different definitions of frequent attenders in general practice. However, we
estimated that the top ten per cent of attenders, as well as patients with eight or more

consultations during a year, both had a significant increase in the probability of having
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a P-diagnosis compared to the rest of the patients. This is also coherent with other

literature from primary care (79, 92).

We did not explore the comorbidity of different mental health disorders further,
although other studies point toward the frequent co-occurrence of different mental
health disorders (253). There were 26 % of patients with P-diagnoses that had
received more than one different diagnostic code during the year. We could have
explored the age, sex, and frequency of contact differences for the group with several

versus one diagnostic code during the year.

5.2.2 Paper Il

We found that patients with anxiety, depression and stress-related diagnoses had a
significantly higher number of somatic symptom diagnoses compared to patients
without any P-diagnoses during the 12 months, and this included both sexes and most
age groups. This corresponds with several other studies from general practice (113,
126, 130, 135) and the general population (254, 255). We did not adjust for diagnoses
of medical conditions that would explain different symptoms in each patient. We did
not have information on the included patients' sociodemographic or lifestyle factors.
The data consists of all patients in contact with the GP for 12 months. We expect a
heterogeneous group of patients with various health conditions as they present in

unselected general practice.

Patients with a symptom diagnosis (depressive symptoms, anxiety symptoms or acute
stress reaction) had a significant increase in somatic symptom diagnoses compared to
patients with diagnostic codes from the disorder section of ICPC-2 (depressive
disorder, anxiety disorder, PTSD). This has been little explored in other studies from

general practice and may indicate that these different diagnostic categories overlap.

The probability of depression, anxiety or stress-related diagnosis increased with an

increasing number of somatic symptom diagnoses received during the 12 months. This
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has been explored in other studies, indicating that the number of somatic symptoms
can be predictive of having a mental health disorder (131, 132). However, this is not a

straightforward issue (15).

Looking at our results, patients with P-diagnoses had a mean of nearly three other
somatic symptom diagnoses versus about two diagnoses for patients without any P-
diagnoses. The results showed large standard deviations, indicating a high level of
variability in the groups. Our results still showed a highly significant difference as we
had a large cohort of over 15 000 patients included in our study. Still, according to our
results, we will have difficulties finding patients with undisclosed mental health
problems based on the number of symptom diagnoses alone until that number
becomes relatively high. The number of symptoms, of course, must be seen in context

with each patient’s other health conditions.

Bekhuis et al. explored differential associations of specific depressive and anxiety
disorders with somatic symptoms in 2014. Their study included patients from both
community, primary, and specialized care in Holland. They found that depressive and
anxiety disorders were all independently linked to all the different clusters of somatic
symptoms studied (musculoskeletal, cardiopulmonary, gastrointestinal, and general
symptoms), and the associations were similar across the individual mental health
diagnoses studied. This result corresponds to the findings in our study. Furthermore,
after adjusting for chronic somatic diseases, sociodemographic and lifestyle factors

did not substantially affect the results in their material (135).

We found significant associations with symptoms from nearly all the chapters in
ICPC-2; General and unspecified, digestive, cardiovascular, musculoskeletal,
neurological, urological, female genital and social problems (Supplementary
Appendix for Paper II). It is important to note that we did find a significant difference
on the chapter level for social problem diagnoses. However, they were not included in
analyses of the individual symptom diagnoses in our material, as they occurred in less

than 1 % of patients. Social problems are an essential aspect of mental health, as
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stated in a commentary article by Kato in 2022 (256). There may be considerable
under-use of the social diagnostic codes in ICPC-2, but we do not have available data
to verify this assumption. Rosendal et al. also found that social matters were rarely
considered or classified (0.5 % of patients) in their study of ICPC-2 diagnostic codes

in Danish primary care (40).

The symptom diagnoses associated with having anxiety, depression, or stress-related
diagnoses were tiredness, dizziness, headache, musculoskeletal pain, abdominal pain,
shortness of breath, palpitation, urine incontinence, constipation, and irregular
menstruation. The diagnostic code “general disease not otherwise specified” was also
included. We do not have more concrete information about when GPs chose to use
this diagnostic code other than to presume it did not fit into any of the other diagnostic
codes in ICPC-2.

The diagnoses associated with anxiety, depression or stress-related diagnoses in our
study are similar to Kjeldsberg et al., who studied self-reported symptoms among
patients in general practice (257). Moreover, these patterns of symptoms were similar
in their findings independent of the diagnosis given (257). Among the most frequently
reported symptoms are tiredness, musculoskeletal pain and headache in the population
(258, 259) and general practice (103, 260). This result points to an interesting
phenomenon of identifiable “clusters” of symptoms, which has not been studied much

in general practice (261, 262).

Fatigue was significantly associated with an acute stress reaction, feeling depressed,
anxiety disorder and depressive disorder. Fatigue in association with mental health

disorders has also been found in other studies from primary care (132, 263-265).

Musculoskeletal pain was associated with several of the included psychological
diagnoses. The relationship between pain, anxiety and depression has been found in

other literature from general practice (138, 266).
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Several psychological diagnoses were associated with diagnoses of digestive health
problems, although nausea and constipation were only associated with depressive
disorders and not anxiety disorders. Haug et al., in a Norwegian population study from
2002, found the opposite results: nausea and constipation were more strongly
associated with anxiety disorders than depressive disorders (267). Autonomic gastric
motility dysfunction has been found in major depression (268). Urinary incontinence
was only associated with anxiety and not with depression. Felde et al. found that
urinary incontinence was associated with anxiety and depression in a Norwegian
population study from 2017 (269).

5.2.3 Paper Il

We found a clear dose-response relationship between increasing levels of mental
distress among patients and the probability of a diagnosis for the patients in our study.
This indicates that the severity of distress affects GPs recognition, which has also been
found in other studies (202). The probability of being recognized with a diagnosis also
increased with an increasing number of consultations with a GP. Patients with the
highest levels of distress had more consultations with their GP regardless of whether
they had received a diagnosis. This is coherent with other literature from general
practice (156-158).

There is a possibility for significant underdiagnosis amongst the participating GPs, as
one in four patients with high levels of distress were not recognized. This
underdiagnosis may be affected by patient factors, such as non-disclosure, or GP
factors, such as clinical negligence. It is also possible that mental distress has been
disclosed and addressed in consultations, but GPs have not registered this distress as a
P-diagnosis in their patient’s electronic medical records. Literature shows that GPs do
not always register a diagnostic code even though mental health problems have been
described in free text (48). In addition, GPs do not always make a diagnosis even

though mental health problems are discussed (205, 208).
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There are fewer studies addressing GPs' recognition of mental distress than for distinct
mental health disorders for us to compare our results. Yagil et al. performed a similar
study in Israel, as they invited both patients and GPs to score patients' levels of mental
distress after consultation. They found that GPs' assessments were only moderately
associated with patients' distress but increased for GPs who were better at taking the
patients' perspective (198). Greer et al. explored the GPs detection rate of patients'
mental distress and found a sensitivity of 51 % and a specificity of 71 % in their
material, a result interpreted as moderate at best (193). Bushnell et al. found that for
patients with a diagnosable mental health disorder, GPs had identified psychological
symptoms in 65 % of patients during the previous year. This increased to 80 % for
patients with five or more consultations with a GP that previous year (158). These

results were comparable to ours.

Comparing our results to studies addressing distinct mental health disorders, most
often depression, our results are comparable to Berardi et al., who found that GPs
identified 80 % of patients with depression. Ani et al. found that 75 % of patients were
recognized with depression (184). We did not find studies with findings significantly
higher than ours, and most other studies on recognition and diagnosis amongst GPs

found lower levels of identification than we did.

There were a slightly higher number of women in the high-distress group, and they
had a slightly higher number of somatic symptom diagnoses than patients who
reported low levels of mental distress. Age or sex was not a significant factor for

being recognized with a P-diagnosis in the adjusted analyses in our material.
The main strength of this study is that we could connect self-reported mental distress

In patients with their complete electronic medical records from 12 months before and

nine months after the questionnaire study, including all contacts and all diagnoses.
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This gives a comprehensive picture of these patients’ contact with their GP over time.
The main limitation of this study is that we could not collect data on the patients’
declining participation, limiting our information on response rate and comparability

between the patients who wanted to participate and those who chose not to.

Distinctions between “normal” mental distress and psychiatric disorders are not
always clear-cut; they depend on how these disorders are conceptualized for both
patients and doctors (214, 270). Some patients without diagnoses may not want to be
treated for mental health problems (271). Patients may not have disclosed their mental
distress when consulting with their doctor, perhaps due to the potential stigma or fear
of consequences (212, 219). After all, stigmatizing views are still found to be common
among GPs (233). These factors limit our ability to evaluate in detail the degree of

underdiagnosis by GPs in this study.

65



5.3 Methodological considerations

5.3.1 Design

We wanted to determine associations between different groups of patients in our
material, which makes a descriptive comparative design appropriate for our aim. The
study design does not allow for causative conclusions regarding the observed

differences and associations found in this thesis.

We hypothesized that we would find differences between different groups, but the
direction of association is not hypothesized; what comes first, the somatic or the
mental complaint? The increased number of visits or the psychological diagnosis?
This was outside the scope of our thesis and, therefore, outside the choice of our

analytic strategies.

5.3.2 Clinical cohort

Our clinical cohort was part of the baseline data in the main research project. It
consisted of five variables: Age, sex, reimbursement codes, GP code, and ICPC-2
diagnostic codes given in a 12-month cohort of patients. From these five variables, we

conducted Paper | and Paper II.

We did not have other information on the patients studied, such as socioeconomic
factors, lifestyle factors or other variables that could have further described the
patients in the material. This limits our ability to evaluate the external validity of the
results presented. The data was gathered from first-contact primary care. We expect
the population to be heterogenous, including all different health and social conditions.
The GP office centres were situated in an urban environment, and the results regarding
the prevalence of diagnoses may be transferable to similar urban environments with a

similar primary health care system, such as other Scandinavian urban city areas.

66



Elements regarding somatic symptoms are more clinical and may, to a larger degree,

be transferrable to patients in primary care.

We had a complete set of all registered patient contacts at six GP office centres for 12
months. GPs in Norway need to register each contact with tariffs and diagnostic
codes, as it sets the basis for reimbursement from the government. The GPs risk
routine evaluations and will be financially liable for any wrongdoing. As these tariffs
are specific for different types of patient contacts, this was a highly reliable code for
type of contact in our analyses. The ages and sex of the patients were extracted from
their national identification number, which needs to be correctly registered in
electronic medical records to connect to other IT services such as addresses and
prescription registries. This results in a solid material with minimal inconsistencies, all

elements providing a high internal validity in the data.

The internal validity would also depend on the software created to extract these data.
This was done with repeated extractions, quality checking the data and performing
necessary revisions along the way. The founder of the company, Mediata AS, who
was responsible for extracting the data, is himself a GP with experience in extracting

data from electronic medical data from primary care and GP's daily practice.

Our data included patients aged 16-65 at inclusion. The original lower age limit was
18 years but was reduced to 16 years to include additional information on adolescents,
who were studied separately (272). The focus of the main study was on adult patients,
as older patients and children are treated in separate sections in specialized health care
services. The lower age limit for a geriatric patient is defined as 65 years, where the
upper age limit was set. We do not have information about patients outside the age

range.

We did not take the opportunity to address multimorbidity in the form of the
prevalence of psychological diagnoses for patients with various chronic health

conditions in our clinical cohort for Paper 1. The hypothesis is that we would find an
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increased prevalence of psychological diagnoses in patients with chronic health
conditions, as shown in other studies (273, 274). This would have added an important

perspective to this thesis.

For Paper I, we did not adjust for diagnoses of physical health disorders relevant to
the different somatic symptoms presented in our material. We chose to include
specific diagnoses from the “disorder” section (70-99 per organ chapter in ICPC-2) to
the list of somatic symptom diagnoses included in our study. These diagnoses
comprised; Stomach function disorder, irritable bowel syndrome, vertiginous
syndrome, elevated blood pressure (not including uncomplicated or complicated
hypertension), neck syndrome, back syndrome without radiating pain, back syndrome
with radiating pain, shoulder syndrome, tension headache and hyperventilation
syndrome. In retrospect, these should not have been included as they are not a part of

the symptom category sections as defined by ICPC-2.

5.3.3 Questionnaire study

All patients showing up in the waiting room for two consecutive weeks in each
participating GP office centre were invited to participate in a questionnaire study and
gave written consent to link questionnaire data with clinical cohort data both 12
months retrospectively and nine months prospectively from when the questionnaire
study was performed. We did not register patients declining to participate; therefore,
we could not calculate the response rate for the questionnaire study. This is a
limitation. We could have counted each patient declining without registering age or
sex, but it was not done. We were able to couple the responses from the participating
patients with their clinical cohort data, thereby coupling information about patients'
self-reported levels of mental distress with all contacts and diagnoses they had
received in contact with their GP for 21 months. This gave valuable information, even

iIf we had no information about those declining participation.
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Initially, we performed analyses on the 12-month and nine-month periods separately,
but the results were very similar for the two periods, and the tables became large and
unmanageable to present. We ended up presenting results for the 21 months as one
continuous time period. This is a finding in itself, perhaps mirroring the longitudinal
nature of primary care and often the long-term duration of different mental health
disorders. These results were not included in the final Paper 111, but in retrospect, they

could have been included, either in the main article or in the supplementary material.

We do not have information on the duration of the participating patient's mental
distress, whether their levels of distress could be attributed to intercurrent social
circumstances or be representative of more long-term mental health issues, even if
patients are asked to score how they have felt during the last week (246). Bedford et
al. raised the question of whether CORE not only measures participants' states during
the last week but also touches upon more stable and long-term attitudes and traits
(275).

There are several barriers to participation that may represent bias in the material. One
such barrier is language. Our questionnaires were available in Norwegian and English.
It is conceivable that patients with limited written Norwegian or English language
skills would be more prone to decline participation. Another assumption would be that
patients with pronounced mental distress will tend towards social isolation, avoid such
exposure, and decline participation. On the other hand, patients with low mental
distress and proficiency in reading Norwegian or English would be more prone to say
yes to participation. This would skew our results towards lower levels of mental
distress and fewer patients with limited written Norwegian or English among the

participants.

The questionnaires were delivered anonymously by patients directly in locked

mailboxes in the waiting rooms. This allowed patients to take the questionnaire with
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them and hand it in later. This provided safety for patients so that their information
was handled securely. The consent form with personal information and questionnaire
responses were kept in two separate mailboxes upon submission. The self-response
format may have aided some in participation. Conducting the study inside patients’
local GP offices could provide social pressure for participation. We chose to invite
patients as they entered the office, which provided time for patients to participate

before appointments with a GP, or while waiting for family members.

Being asked deeply personal questions regarding their mental health may have
influenced what patients chose to address in conversation with their GP, especially if
they had an appointment shortly afterwards. GPs may also have been sensitized
knowing a research project addressing patients’ mental distress was conducted during
the two weeks. Both elements would skew in the direction of increased recognition of

patients with mental distress with a psychological diagnosis.

CORE-10 was our screening tool for mental distress (246). This validated
measurement tool in wide international use makes the results transferrable to other
literature. However, it does not identify any specific mental health disorder. We have
studied the identification of mental distress by GPs in the form of a diagnostic code.
This conclusion can not be made directly. A strength of the ICPC-2 classification
system is that it includes symptom codes and codes for non-specific mental health
problems, which may lower the threshold for a GP in providing a psychological code

without the stigma of a mental health disorder.

The issue of diagnosis of mental health disorders is complex. Should all patients
scoring high on mental distress, as reported for one week, receive a psychological
diagnosis by their GP? Much information in consultation between a doctor and a

patient is not captured by looking at diagnostic codes alone. Non-disclosed or non-
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identified mental distress is not included, and mental distress not diagnosed by a GP is

not included, even if such topics may have been discussed.

We can assume there will be individual differences in how GPs utilize the different
diagnostic codes for their patients. For example, how quickly will a GP change a
diagnostic code from the usual initial contact, which we now know is usually some
somatic symptom complaint, to diagnostic codes covering potential underlying
psychological reasons for patients’ distress? Will GPs use a diagnostic code if patients
show even pronounced symptoms of mental distress if this distress is related to
concrete but passing external circumstances such as losing a job or getting a divorce
from their spouse? This is not known, although we know GPs do not always set a
psychological diagnosis when encountering mental health problems in their patients
(208). Still, looking at diagnosis as a latent variable for identification, we are still able
to find useful information by studying patterns with associations and differences

between groups.

It is not recommended to include questionnaires with less than 90 % of responses
included. This amounts to less than nine completed items in CORE-10. After our
Paper 111 was submitted for publication, this was clarified in an updated version. This
recommendation is partly based on CORE-10 being used to evaluate the effect of
treatment. We included nine participants with less than nine items filled. Of these, six
responded to eight items, two responded to seven items, and two responded to six
items. Two of these nine participants had received a psychological diagnosis. These
patients were still included, a limitation in our study, although not thought to have
affected the conclusions presented significantly, due to the low number of incomplete

responses.
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5.4 Ethical considerations

We could extract data from electronic medical records without informed individual
consent from participants in the clinical cohort, as described in the Ethics and

Approvals chapter in this thesis. This furthers some consideration.

The argument that we should be able to conduct research from primary care in line
with research that retrieves data from hospitals and other healthcare services without
individual patient consent is strong. There should not be a differential treatment
between general practice and other areas of medical research. To do this, we needed to
retrieve data securely and safeguard all patients’ privacy. The principal investigator
coupled the data and provided each participant with a code number. The researchers
received de-identified data, including only the allocated variables necessary to carry

out their respective analyses.

We were conscious that the questionnaire included a question on suicidal thoughts.
Exposing patients to deeply personal questions about their mental distress, including
suicidality, without a secure support system available is an ethical issue. Still, we
conducted the study inside a GP office with assumed possibilities for patients to

address these issues with their GP if needed.

We went back into the data and reported the number of patients with a high score on
the suicidality item, found the proportion that had been identified with a P-diagnosis,

and reported this in the results section in Paper I11.
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Conclusions

Nearly one in five patients had received a mental health diagnosis during the year.
Depression and anxiety were the most common diagnoses in our material, which is
coherent with other literature from general practice and the population in general.
Patients with mental health diagnoses had a significantly higher number of
consultations with a GP regardless of age, sex, and reason for contact, which is also
coherent with other literature. The patients who visited their GP most frequently were
found to have a significant increase in the probability of having a mental health

diagnosis.

Patients with common mental health diagnoses had a significant increase in the
number of somatic symptom diagnoses. This included all the mental health diagnoses
studied separately for both sexes and most age groups. The probability of having a
mental health diagnosis increased with increasing somatic symptom diagnoses. We
found the same symptoms being most significantly associated with having a mental
health disorder with small variations, including fatigue, dizziness, headache, stomach
and musculoskeletal pain, autonomous symptoms, incontinence, and irregular

menstruation.

We found a clear association between the level of patient-reported mental distress and
the probability of having received a mental health diagnosis. The probability increased
with increasing levels of mental distress in a dose-response fashion. Still, only three in
four patients with high levels of mental distress had received a mental health diagnosis
from their doctor. The probability increased with an increasing number of
consultations, and patients who reported high levels of mental distress had more

frequent consultations with a GP, regardless of having a mental health diagnosis.
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Implications

Conducting high-quality diagnostic studies on the prevalence of mental health
disorders in general practice is costly and demands significant resources. It is
important to be wary of the different measurement tools and diagnostic classification
systems used in conducting this research in a primary care setting. Conducting studies
using electronic medical data retrieved securely is helpful in increasing our knowledge
of the prevalence of mental health disorders in primary care. There needs to be an
infrastructure available for that to take place, as has been developed recently in
Norway (276).

Many people in society are mainly healthy and rarely need to see their GP. Moreover,
when they do, it may be for specific individual concerns that may not require
substantial, comprehensive approaches to receive adequate care for their particular
health need. The results in this thesis showed that patients with mental health
diagnoses, and those who reported high levels of mental distress, had significantly
increased levels of contact with their doctor and higher levels of somatic symptoms
addressed by their GP. Furthermore, the patients who were the most frequent attenders
had a substantial increase in the probability of having been given a mental health
diagnosis by their GP.

This group of patients may need a more comprehensive address of their health and
person to be and feel adequately cared for in the health care system. The patients with
the most extensive health care needs require longer consultations, at least some of the
time, and to develop a trusting relationship with their GP. The GPs need time and
resources to study these patients' medical records, evaluate possible previous or
ongoing trauma histories and reflect on their patient's overall health situation to
provide a comprehensive approach to their patient's general physical and mental
health needs. This is challenged by the increasing workload amongst GPs in Norway
and other countries such as the UK (77, 277).
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How we understand a patient's bodily and mental distress will affect how we
categorize symptoms. We tend to see what we look for in our clinical evaluations. In
essence, two classification systems have arisen: somatoform disorders in psychiatry,
and functional disorders, in medicine, with little cross-reference to each other. What
labels GPs put on their patients dictate where they will be referred and treated in
specialized healthcare, with a risk of fragmented care and overuse of healthcare

services.

Appropriately identifying a patient’s primary health concerns requires adequate
diagnostic labels. Still, our focus on diagnoses may be too restrictive in primary
mental health care. For example, we may need to use more continuous than
categorical labels for levels of disability, trauma experiences, and multimorbidity.
When addressing a patient's symptoms and concerns, GPs also need to address the

relational and social aspects of a patient’s history.

We need classification systems in general practice that consider the level of human
suffering in society. After all, the most significant factors affecting mental health lie
outside the GPs office. The relational, economic, political, and societal aspects of our
lives are far more critical in influencing why we end up feeling depressed, stressed,
and hopeless. But we also need approaches to mental health care in primary care that
can aid GPs in adequately identifying the patients that need to be referred further to

other specialized mental health care services.

The goal should be that we, as GPs, can create a safe and healing space for patients to
make sense of their symptoms and suffering when they need us the most. However,
unfortunately, the minimal funds spent on academic research in general practice
severely limits our possibilities of providing the knowledge needed for these needs to

be appropriately addressed and implicated in daily general medical health care.

In her article titled “Interpretive medicine. Supporting generalism in a changing

primary care world. " Joanna Reeve states that a clinical discipline should not be
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defined by the body of knowledge it owns but by how it uses its knowledge (17). She
argues that family medicine needs to be understood as an intellectual discipline with
important interpretive aspects. We need a theory of the self that integrates all these
perspectives and provides a frame of reference in which patients can understand and
make sense of their often complex combinations of symptoms, disease, and life

circumstances as they present in primary care (17).

76



References

1. Hayes SC, Strosahl KD, Wilson KG. Acceptance and Commitment Therapy:
An experiential approach to behavior change. First Edition. New York: The Guilford
Press; 2003, 304 pages.

2. Broome M. Taxonomy and Ontology in Psychiatry: A Survey of Recent
Literature. Philos. Psychiatry Psychol. 2006;13:303-109.

3. Richter D, Dixon J. Models of mental health problems: a quasi-systematic
review of theoretical approaches. J Ment Health. 2022:1-11.

4, World Health Organization. Promoting mental health: concepts, emerging
evidence, practice: Summary Report. Geneva: World Health Organization; 2004.

5. World Health Orgainzation. Mental Disorders [Internet]. [Updated 08 Jun
2022; accessed 16 Oct 2022]. Available from:
https://www-who-int.ezproxy.uio.no/news-room/fact-sheets/detail/mental-disorders.

6. Direktoratet for e-helse. ICPC-2e-English version [Internet] [updated 17. Dec
2020, accessed 21 Aug 2022] Available from:
https://www.ehelse.no/kodeverk-terminologi/icpc-2e--english-version

7. World Health Organization. The ICD-10 classification of mental and
behavioural disorders. Geneve, Switzerland: World Health Organization; 1993.

8. Malt U. ICD-10. Store medisinske leksikon; Store medisinske leksikon;
[updated 11 Jan 2022, accessed 10 Oct 2022]. Available from:
https://sml.snl.no/ICD-10

9. Harrison JE, Weber S, Jakob R, Chute CG. ICD-11: an international
classification of diseases for the twenty-first century. BMC Medical Inform. Decis.
Mak. 2021;21(6):206.

10.  World Health Organization. The ICD-10 Classification of Mental and
Behavioural Disorders. Clinical descriptions and diagnostic guidelines. Geneva,
Switzerland: WHO Library Cataloguing in Publication Data; 1992.

11.  World Health Organization. ICD-10 Classification of Mental and Behavioral
Disorders. Diagnostic criteria for research. Geneva, Switzerland: WHO; 1993.

12. American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders. 5th edition. Washington, DC; 2013.

77


https://www-who-int.ezproxy.uio.no/news-room/fact-sheets/detail/mental-disorders
https://www.ehelse.no/kodeverk-terminologi/icpc-2e--english-version
https://sml.snl.no/ICD-10

13.  Kotov R, Krueger RF, Watson D, Achenbach TM, Althoff RR, Bagby RM, et
al. The Hierarchical Taxonomy of Psychopathology (HiTOP): A dimensional
alternative to traditional nosologies. J Abnorm Psychol. 2017;126(4):454-77.

14.  Goldberg SD. Are official psychiatric classification systems for mental
disorders suitable for use in primary care? British Journal of General Practice.
2019;69(680):108-9.

15.  Gask L, Klinkman M, Fortes S, Dowrick C. Capturing complexity: the case for
a new classification system for mental disorders in primary care. Eur. Psychiatry
2008;23(7):469-76.

16.  Davidsen AS, Guassora AD, Reventlow S. Understanding the body-mind in
primary care. Med Health Care Philos. 2016;19(4):581-94.

17.  Reeve J. Interpretive medicine: Supporting generalism in a changing primary
care world. Occas Pap R Coll Gen Pract. 2010(88):1-20.

18.  Steel Z, Marnane C, Iranpour C, Chey T, Jackson JW, Patel V, et al. The global
prevalence of common mental disorders: a systematic review and meta-analysis 1980-
2013. Int. J. Epidemiol. 2014;43(2):476-93.

19.  Wittchen HU, Jacobi F, Rehm J, Gustavsson A, Svensson M, Jonsson B, et al.
The size and burden of mental disorders and other disorders of the brain in Europe
2010. Eur Neuropsychopharmacol. 2011;21(9):655-79.

20.  Wittchen HU, Jacobi F. Size and burden of mental disorders in Europe--a
critical review and appraisal of 27 studies. Eur Neuropsychopharmacol.
2005;15(4):357-76.

21.  Hewlett E, Moran V. Making Mental Health Count: The Social and Economic
Costs of Neglecting Mental Health Care. OECD Health Polocy Stydues: OECD
Publishing, Paris, 2014 [Accessed date 12 Oct 2022] Available from:
https://www-o0ecd-org.ezproxy.uio.no/health/making-mental-health-count-
9789264208445-en.htm

22.  Nordentoft M, Wahlbeck K, Hallgren J, Westman J, Osby U, Alinaghizadeh H,
et al. Excess mortality, causes of death and life expectancy in 270,770 patients with
recent onset of mental disorders in Denmark, Finland and Sweden. PLoS One.
2013;8(1):e55176.

23.  Grandes G, Montoya I, Arietaleanizbeaskoa MS, Arce V, Sanchez A. The
burden of mental disorders in primary care. Eur. Psychiatry. 2011;26(7):428-35.

78


https://www-oecd-org.ezproxy.uio.no/health/making-mental-health-count-9789264208445-en.htm
https://www-oecd-org.ezproxy.uio.no/health/making-mental-health-count-9789264208445-en.htm

24.  Wahlbeck K, Westman J, Nordentoft M, Gissler M, Laursen TM. Outcomes of
Nordic mental health systems: life expectancy of patients with mental disorders.
BJPsych. 2011;199(6):453-8.

25.  Thornicroft G. Physical health disparities and mental illness: the scandal of
premature mortality. BJPsych. 2011;199(6):441-2.

26.  Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE, et
al. Global burden of disease attributable to mental and substance use disorders:
findings from the Global Burden of Disease Study 2010. Lancet.
2013;382(9904):1575-86.

27.  Walker ER, McGee RE, Druss BG. Mortality in mental disorders and global
disease burden implications: a systematic review and meta-analysis. JAMA
Psychiatry. 2015;72(4):334-41.

28. Reneflot A, Aarg LE, Aase H, Reichborn-Kjennerud T, Tambs K, @verland S.
Psykisk helse i Norge [Internet]: Folkehelseinstitttet; 2018. [Accessed date 22 Oct
2022] Available from:
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk helse i norg

e2018.pdf.

29.  Balestrieri M. The management of mental disorders in the primary care setting.
Improving Mental Health Care. In Thornicroft G, Ruggeri M, Goldberg D. Improving
Mental Health Care: The Global Challenge. First edition. UK: Wiley-Blackwell; 2013.
p. 374-93.

30.  Alonso J, Angermeyer MC, Bernert S, Bruffaerts R, Brugha TS, Bryson H, et
al. Use of mental health services in Europe: results from the European Study of the
Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl.
2004(420):47-54.

31.  Torvik FA, Ystrom E, Gustavson K, Rosenstrom TH, Bramness JG, Gillespie
N, et al. Diagnostic and genetic overlap of three common mental disorders in
structured interviews and health registries. Acta Psychiatr Scand. 2018;137(1):54-64.

32.  Green LA, Fryer GE, Jr., Yawn BP, Lanier D, Dovey SM. The ecology of
medical care revisited. N Engl J Med. 2001;344(26):2021-5.

33. Ansseau M, Dierick M, Buntinkx F, Cnockaert P, De Smedt J, Van Den Haute

M, et al. High prevalence of mental disorders in primary care. J. Affect. Disord.
2004;78(1):49-55.

79


https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_helse_i_norge2018.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_helse_i_norge2018.pdf

34.  Laufer N, Zilber N, Jecsmien P, Maoz B, Grupper D, Hermesh H, et al. Mental
disorders in primary care in Israel: prevalence and risk factors. Soc Psychiatry
Psychiatr Epidemiol. 2013;48(10):1539-54.

35. ToftT, Fink P, Oernboel E, Christensen K, Frostholm L, Olesen F. Mental
disorders in primary care: prevalence and co-morbidity among disorders. results from
the functional illness in primary care (FIP) study. Psychol. Med. 2005;35(8):1175-84.

36. Rancans E, Renemane L, Kivite-Urtane A, Ziedonis D. Prevalence and
associated factors of mental disorders in the nationwide primary care population in
Latvia: a cross-sectional study. Ann. Gen. Psychiatry. 2020;19(1):25.

37. Roca M, Gili M, Garcia-Garcia M, Salva J, Vives M, Garcia Campayo J, et al.
Prevalence and comorbidity of common mental disorders in primary care. J Affect
Disord. 2009;119(1-3):52-8.

38. Ghuloum S, Bener A, Abou-Saleh MT. Prevalence of mental disorders in adult
population attending primary health care setting in Qatari population. J Pak Med
Assoc. 2011;61(3):216-21.

39.  Serrano-Blanco A, Palao DJ, Luciano JV, Pinto-Meza A, Lujan L, Fernandez
A, et al. Prevalence of mental disorders in primary care: results from the diagnosis and
treatment of mental disorders in primary care study (DASMAP). Soc Psychiaty
Psychiatr Epidemiol. 2010;45(2):201-10.

40. Rosendal M, Vedsted P, Christensen KS, Moth G. Psychological and social
problems in primary care patients - general practitioners' assessment and
classification. Scand J Prim Health Care. 2013;31(1):43-9.

41.  King M, Nazareth I, Levy G, Walker C, Morris R, Weich S, et al. Prevalence of
common mental disorders in general practice attendees across Europe. BJPsych.
2008;192(5):362-7.

42.  Norton J, De Roquefeuil G, Boulenger JP, Ritchie K, Mann A, Tylee A. Use of
the PRIME-MD Patient Health Questionnaire for estimating the prevalence of
psychiatric disorders in French primary care: comparison with family practitioner
estimates and relationship to psychotropic medication use. Gen Hosp Psychiatry.
2007;29(4):285-93.

43.  Bener A, Al-Kazaz M, Ftouni D, Al-Harthy M, Dafeeah EE. Diagnostic

overlap of depressive, anxiety, stress and somatoform disorders in primary care. Asia
Pac Psychiatry. 2013;5(1):E29-38.

80



44.  Cwikel J, Zilber N, Feinson M, Lerner Y. Prevalence and risk factors of
threshold and sub-threshold psychiatric disorders in primary care. Soc Psychiatry
Psychiatr Epidemiol. 2008;43(3):184-91.

45.  Broers T, Hodgetts G, Bati¢-Mujanovi¢ O, Petrovi¢ V, Hasanagi¢ M, Godwin
M. Prevalence of mental and social disorders in adults attending primary care centers
in Bosnia and Herzegovina. Croat Med J. 2006;47(3):478-84.

46.  Alkhadhari S, Alsabbrri AO, Mohammad IH, Atwan AA, Alqudaihi F, Zahid
MA. Prevalence of psychiatric morbidity in the primary health clinic attendees in
Kuwait. J Affect Disord. 2016;195:15-20.

47.  Reneses B, Garrido S, Navalon A, Martin O, Ramos I, Fuentes M, et al.
Psychiatric morbidity and predisposing factors in a primary care population in Madrid.
Int J Soc Psychiatry. 2015;61(3):275-86.

48.  Gleeson M, Hannigan A, Jamali R, Su Lin K, Klimas J, Mannix M, et al. Using
electronic medical records to determine prevalence and treatment of mental disorders
in primary care: a database study. Ir J Psychol Med. 2016;33(1):3-12.

49.  O'Doherty J, Hannigan A, Hickey L, Meagher D, Cullen W, O'Connor R, et al.
The prevalence and treatment of mental health conditions documented in general
practice in Ireland. Ir J Psychol Med. 2020;37(1):24-31.

50.  Sundquist J, Ohlsson H, Sundquist K, Kendler KS. Common adult psychiatric
disorders in Swedish primary care where most mental health patients are treated.
BMC psychiatry. 2017;17(1):235.

51.  Lejtzén N, Sundquist J, Sundquist K, Li X. Depression and anxiety in Swedish
primary health care: prevalence, incidence, and risk factors. Eur Arch Psychiatry Clin
Neurosci. 2014;264(3):235-45.

52.  Johnsen TM, Norberg BL, Krogh FH, Sigurdsson JA, Getz L. Complex issues
in general practice - a prevalence study. Tidsskr Nor Laegeforen. 2020;140(10).

53.  McWhinney IR. Being a general practitioner: What it means. Eur J Gen Pract.
2000;6:135-9.

54.  Whitaker P. GPs are much more than gatekeepers. BMJ. 2016;353:i2751.

55.  Freeman J. Towards a definition of holism. Br J Gen Pract. 2005;55(511):154-
5.

81



56.  Rudebeck CE. The clinical method of general practice. Scand J Prim Health
Care. 1992;10(sup1):30-9.

57.  McWhinney IR. The importance of being different. Part 1: The marginal status
of family medicine. Can Fam Physician. 1997;43:193-205.

58.  Donaldson MS, Yordy KD, Lohr KN, Vanselow NA. Primary Care: America's
Health in a New Era. USA: National Academies Press; 1996.

59.  Freeman T, Stewart M. Making the case for the study of symptoms in family
practice. Can Fam Physician. 2020;66(3):218-9.

60.  Ferrer RL, Hambidge SJ, Maly RC. The essential role of generalists in health
care systems. Ann Intern Med. 2005;142(8):691-9.

61. Dowrick C, Katona C, Peveler R, LIoyd H. Somatic symptoms and depression:
diagnostic confusion and clinical neglect. Br J Gen Pract. 2005;55(520):829-30.

62.  Davidsen AS. How does the general practitioner understand the patient? A
qualitative study about psychological interventions in general practice. Psychol
Psychother. 2009;82(Pt 2):199-217.

63.  Aboulghate A, Abel G, Elliott MN, Parker RA, Campbell J, Lyratzopoulos G,
et al. Do English patients want continuity of care, and do they receive it? Br J Gen
Pract. 2012;62(601):e567-75.

64. Hansen AH, Halvorsen PA, Aaraas IJ, Fgrde OH. Continuity of GP care is
related to reduced specialist healthcare use: a cross-sectional survey. Br J Gen Pract.
2013;63(612):482-9.

65.  Sandvik H, Hetlevik @, Blinkenberg J, Hunskaar S. Continuity in general
practice as predictor of mortality, acute hospitalisation, and use of out-of-hours care: a
registry-based observational study in Norway. Br J Gen Pract. 2022;72(715):e84-e90.

66. Pereira Gray DJ, Sidaway-Lee K, White E, Thorne A, Evans PH. Continuity of
care with doctors—a matter of life and death? A systematic review of continuity of
care and mortality. BMJ Open. 2018;8(6):e021161.

67. Sun KS, Lam TP, Lam KF, Lo TL, Chao DVK, Lam EWW, et al. Do patients
with and without a regular primary care physician have their psychological distress
looked after differently? J Public Health (Oxf). 2019;41(2):399-404.

68.  Cohen A. Delivering mental health in primary care: An evidence-based
approach: UK. Royal College of General Practitioners; 2008. 400 pages.

82



69. Cohen A. Not yet explained symptoms. Ment Health Fam Med. 2010;7(4):189-
90.

70.  Lovdata.no Forskrift om fastlegeordning i kommunene. FOR-2012-08-29-842.
[Internet]. Helse- og omsorgsdepartementet [Published 31 Aug 2012, updated 27 Sep
2021, accessed date 22 Nov 2022]. Available from:
https://lovdata.no/dokument/SF/forskrift/2012-08-29-842

71.  Helsenorge.no The right to a doctor [Internet]. Helfo. [Updated 16 May 2022,
accessed date 22 Nov 2022]. Available from:
https://www.helsenorge.no/en/gp/about-gp/the-right-to-a-doctor/

72.  Eide TB, Straand J, Melbye H, Rortveit G, Hetlevik I, Rosvold EO. Patient
experiences and the association with organizational factors in general practice: results
from the Norwegian part of the international, multi-centre, cross-sectional
QUALICOPC study. BMC Health Serv. Res. 2016;16(1):428.

73.  Gaardsrud P@. Styringsdata for fastlegeordningen 4. kvartal 2020 [Internett].
Helsedirektoratet: 2020 [Accessed 23 May 2022]. Available from:
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fas
tlegeordningen%20landstall%202020-4.pdf/ /attachment/inline/987b5db5-9d42-48bf-
badb-
6f225eea825b:11¢3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20
fastlegeordningen%:20landstall%202020-4.pdf

74.  Direktoratet for forvaltning og gkonomistyring. Innbyggerundersgkelsen 2019
[Internet] [Updated 26 Apr 2021, accessed 21 Nov 2022] Available from:
https://dfo.no/innbyggerundersokelsen-2019

75.  Helsedirektoratet. Oppfglging av Handlingsplan for allmennlegetjenesten
2020-2024 Kvartalsrapport 4. kvartal 2021 [Internett]. Helsedirektoratet; [Published
03 Mar 2022, updated 03 March 2022; accessed 13 November 2022]. Available from:
https://www.helsedirektoratet.no/rapporter/oppfolging-av-handlingsplan-for-
allmennlegetjenesten-2020-2024-kvartalsrapport-4.kvartal-2021.

76.  Helsedirektoratet. Fastlegestatistikk. Utviklingstrekk og endringer i
fastlegeordningen [Internett]: Helsedirektoratet; [Published 30 Apr 2019, updated 02
Sep 2022, accessed 13 November 2022]. Available from:
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk.

77. Morken T, Rebnord IK, Maartmann-Moe K, Hunskaar S. Workload in
Norwegian general practice 2018 — an observational study. BMC Health Serv. Res.
2019;19(1):434.

83


https://lovdata.no/dokument/SF/forskrift/2012-08-29-842
https://www.helsenorge.no/en/gp/about-gp/the-right-to-a-doctor/
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf/_/attachment/inline/987b5db5-9d42-48bf-badb-6f225eea825b:11c3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf/_/attachment/inline/987b5db5-9d42-48bf-badb-6f225eea825b:11c3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf/_/attachment/inline/987b5db5-9d42-48bf-badb-6f225eea825b:11c3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf/_/attachment/inline/987b5db5-9d42-48bf-badb-6f225eea825b:11c3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf/_/attachment/inline/987b5db5-9d42-48bf-badb-6f225eea825b:11c3859a805483c6183d8d4d1deaf2de66903ef8/Hovedtallsrapport%20fastlegeordningen%20landstall%202020-4.pdf
https://dfo.no/innbyggerundersokelsen-2019
https://www.helsedirektoratet.no/rapporter/oppfolging-av-handlingsplan-for-allmennlegetjenesten-2020-2024-kvartalsrapport-4.kvartal-2021
https://www.helsedirektoratet.no/rapporter/oppfolging-av-handlingsplan-for-allmennlegetjenesten-2020-2024-kvartalsrapport-4.kvartal-2021
https://www.helsedirektoratet.no/statistikk/fastlegestatistikk

78.  Neal RD, Heywood PL, Morley S, Clayden AD, Dowell AC. Frequency of
patients' consulting in general practice and workload generated by frequent attenders:
comparisons between practices. Br J Gen Pract. 1998;48(426):895-8.

79.  Gill D, Sharpe M. Frequent consulters in general practice: a systematic review
of studies of prevalence, associations and outcome. J. Psychosom. Res.
1999;47(2):115-30.

80.  Smits FT, Mohrs JJ, Beem EE, Bindels PJ, van Weert HC. Defining frequent
attendance in general practice. BMC Fam Pract. 2008;9:21.

81.  Vedsted P, Christensen MB. Frequent attenders in general practice care: a
literature review with special reference to methodological considerations. Public
health. 2005;119(2):118-37.

82. Kiveld K, Elo S, Kaaridinen M. Frequent attenders in primary health care: A
concept analysis. Int J Nurs Stud. 2018;86:115-24.

83.  Koskela T-H, Ryynanen O-P, Soini EJ. Risk factors for persistent frequent use
of the primary health care services among frequent attenders: A Bayesian approach.
Scand J Prim Health Care. 2010;28(1):55-61.

84.  Jargensen JT, Andersen JS, Tjgnneland A, Andersen ZJ. Determinants of
frequent attendance in Danish general practice: a cohort-based cross-sectional study.
BMC Fam Pract. 2016;17(1):9.

85.  Margo-Dermer E, Dépelteau A, Girard A, Hudon C. Psychological distress in
frequent users of primary health care and emergency departments: a scoping review.
Public health. 2019;172:1-7.

86.  Prior A, Vestergaard M, Larsen KK, Fenger-Grgn M. Association between
perceived stress, multimorbidity and primary care health services: a Danish
population-based cohort study. BMJ Open. 2018;8(2):e018323.

87.  Saini P, Mclntyre J, Corcoran R, Daras K, Giebel C, Fuller E, et al. Predictors
of emergency department and GP use among patients with mental health conditions: a
public health survey. Br J Gen Pract. 2020;70(690):e1-e8.

88.  Hadwiger M, Konig H-H, Hajek A. Determinants of Frequent Attendance of

Outpatient Physicians: A Longitudinal Analysis Using the German Socio-Economic
Panel (GSOEP). Int J Environ Res Public Health. 2019;16(9):1553.

84



89.  Carmassi C, Dell'Oste V, Ceresoli D, Moscardini S, Bianchi E, Landi R, et al.
Frequent attenders in general medical practice in Italy: a preliminary report on clinical
variables related to low functioning. Neuropsychiatr Dis Treat. 2018;15:115-25.

90. Ferrari S, Galeazzi GM, Mackinnon A, Rigatelli M. Frequent attenders in
primary care: impact of medical, psychiatric and psychosomatic diagnoses.
Psychother Psychosom. 2008;77(5):306-14.

91.  Gili M, Luciano JV, Serrano MJ, Jimenez R, Bauza N, Roca M. Mental
disorders among frequent attenders in primary care: a comparison with routine
attenders. J. Nerv. 2011;199(10):744-9.

92. Goma IFM, Calvo-Rojas V, Portell M. Psychosocial characteristics and
affective symptomatology associated with patient self-initiated consultations in
Spanish general practice. Health Soc Care Community. 2020;28(6):2312-9.

93. Little P, Somerville J, Williamson |, Warner G, Moore M, Wiles R, et al.
Psychosocial, lifestyle, and health status variables in predicting high attendance
among adults. Br J Gen Pract. 2001;51(473):987-94.

94.  Pymont C, Butterworth P. Longitudinal cohort study describing persistent
frequent attenders in Australian primary healthcare. BMJ Open. 2015;5(10):e008975.

95. Hajek A, Kretzler B, Kénig H-H. Determinants of Frequent Attendance in
Primary Care. A Systematic Review of Longitudinal Studies. Front Med (Lausanne).
2021;8:595674.

96. Norbye AD, Abelsen B, Farde OH, Ringberg U. Health anxiety is an important
driver of healthcare use. BMC Health Serv. Res. 2022;22(1):138.

97.  Strdmbom Y, Magnusson P, Karlsson J, Fredrikson M. Health-related quality
of life among frequent attenders in Swedish primary care: a cross-sectional
observational study. BMJ Open. 2019;9(7):e026855.

98.  Kroenke K. Symptoms Research: A Fertile Field. Ann Intern Med. 2001;134(9
Pt 2):801-2.

99. Kjeldsberg M, Tschudi-Madsen H, Dalen I, Straand J, Bruusgaard D, Natvig B.
Symptom reporting in a general population in Norway: results from the Ullensaker
study. Scand J Prim Health Care. 2013;31(1):36-42.

100. Krogstad H, Loge JH, Grotmol KS, Kaasa S, Kiserud CE, Salvesen @, et al.

Symptoms in the general Norwegian adult population - prevalence and associated
factors. BMC Public Health. 2020;20(1):988.

85



101. Kroenke K, Price RK. Symptoms in the community. Prevalence, classification,
and psychiatric comorbidity. Arch Intern Med. 1993;153(21):2474-80.

102. Jackson JL, Passamonti M. The outcomes among patients presenting in primary
care with a physical symptom at 5 years. J Gen Intern Med. 2005;20(11):1032-7.

103. Rosendal M, Carlsen AH, Rask MT, Moth G. Symptoms as the main problem
in primary care: A cross-sectional study of frequency and characteristics. Scand J
Prim Health Care. 2015;33(2):91-9.

104. Rosendal M, Jarbgl DE, Pedersen AF, Andersen RS. Multiple perspectives on
symptom interpretation in primary care research. BMC Fam Pract. 2013;14(1):167.

105. Bentzen N. Wonca Dictionary of General/Family Practice [Internet]. Wonca
International Classification Committee: Wonca Dictionary of General/Family
Practice. 2003. [Accessed 22 Nov 2022] Available from:
http://www.ph3c.org/4daction/w3_CatVisu/en/wonca-dictionary-of-general/family-
practice.-2003.html?wDoclD=92

106. Kroenke K. Patients presenting with somatic complaints: epidemiology,
psychiatric comorbidity and management. Int J Methods Psychiatr Res.
2003;12(1):34-43.

107. Brown RJ. Psychological mechanisms of medically unexplained symptoms: an
integrative conceptual model. Psychol Bull. 2004;130(5):793-812.

108. Burton C. Beyond somatisation: a review of the understanding and treatment of
medically unexplained physical symptoms (MUPS). Br J Gen Pract.
2003;53(488):231-9.

109. Rosendal M, Olesen F, Fink P. Management of medically unexplained
symptoms. BMJ. 2005;330(7481):4-5.

110. Henningsen P, Zimmermann T, Sattel H. Medically unexplained physical
symptoms, anxiety, and depression: a meta-analytic review. Psychosom Med.
2003;65(4):528-33.

111. Hummers-Pradier E, Beyer M, Chevallier P, Eilat-Tsanani S, Lionis C,
Peremans L, et al. The Research Agenda for General Practice/Family Medicine and
Primary Health Care in Europe. Part 1. Background and methodology. Eur. J Gen
Pract. 2009;15(4):243-50.

86


http://www.ph3c.org/4daction/w3_CatVisu/en/wonca-dictionary-of-general/family-practice.-2003.html?wDocID=92
http://www.ph3c.org/4daction/w3_CatVisu/en/wonca-dictionary-of-general/family-practice.-2003.html?wDocID=92

112. Simon GE, Gater R, Kisely S, Piccinelli M. Somatic Symptoms of Distress: An
International Primary Care Study. Psychosom. Med. 1996;58:481-8.

113. de Waal MW, Arnold IA, Spinhoven P, Eekhof JA, van Hemert AM. The
reporting of specific physical symptoms for mental distress in general practice. J.
Psychosom. Res. 2005;59(2):89-95.

114. Gulbrandsen P, Fugelli P, Hjortdahl P. Psychosocial problems presented by
patients with somatic reasons for encounter: tip of the iceberg? Fam Pract.
1998;15(1):1-8.

115. Kroenke K, Wu J, Bair MJ, Krebs EE, Damush TM, Tu W. Reciprocal
relationship between pain and depression: a 12-month longitudinal analysis in primary
care. J Pain. 2011;12(9):964-73.

116. Nakao M, Yano E. Somatic symptoms for predicting depression: one-year
follow-up study in annual health examinations. Psychiatry Clin Neurosci.
2006;60(2):219-25.

117. Caballero L, Aragones E, Garcia-Campayo J, Rodriguez-Artalejo F, Ayuso-
Mateos JL, Polavieja P, et al. Prevalence, characteristics, and attribution of somatic
symptoms in Spanish patients with major depressive disorder seeking primary health
care. Psychosomatics. 2008;49(6):520-9.

118. Trivedi MH. The link between depression and physical symptoms. Prim Care
Companion J Clin Psychiatry. 2004;6(Suppl 1):12-6.

119. Tylee A, Gandhi P. The importance of somatic symptoms in depression in
primary care. Prim Care Companion J Clin Psychiatry. 2005;7(4):167-76.

120. Goldberg DP, Bridges K. Somatic presentations of psychiatric illness in
primary care setting. J. Psychosom Res. 1988;32(2):137-44.

121. Aragoneés E, Labad A, Pifiol JL, Lucena C, Alonso Y. Somatized depression in
primary care attenders. J. Psychosom Res. 2005;58(2):145-51.

122. Andersson D, Magnusson H, Carstensen J, Borgquist L. Co-morbidity and
health care utilisation five years prior to diagnosis for depression. A register-based
study in a Swedish population. BMC Public Health. 2011;11:552.

123. Lowe B, Spitzer RL, Williams JB, Mussell M, Schellberg D, Kroenke K.

Depression, anxiety and somatization in primary care: syndrome overlap and
functional impairment. Gen Hosp Psychiatry. 2008;30(3):191-9.

87



124. Chaudhry HR, Arshad N, Javed F, Asif A. Frequency of psychological and
somatic symptoms in patients with major depressive disorder. Asian J Psychiatr.
2010;3(3):152-4.

125. Glise K, Ahlborg G, Jr., Jonsdottir IH. Prevalence and course of somatic
symptoms in patients with stress-related exhaustion: does sex or age matter. BMC
psychiatry. 2014;14:118.

126. Haftgoli N, Favrat B, Verdon F, Vaucher P, Bischoff T, Burnand B, et al.
Patients presenting with somatic complaints in general practice: depression, anxiety
and somatoform disorders are frequent and associated with psychosocial stressors.
BMC Fam Pract. 2010;11(1):67.

127. Heinz |, Baldofski S, Beesdo-Baum K, Knappe S, Kohls E, Rummel-Kluge C.
"Doctor, my back hurts and I cannot sleep." Depression in primary care patients:
Reasons for consultation and perceived depression stigma. PLoS One.
2021;16(3):e0248069.

128. van Boven K, Lucassen P, van Ravesteijn H, olde Hartman T, Bor H, van
Weel-Baumgarten E, et al. Do unexplained symptoms predict anxiety or depression?
Ten-year data from a practice-based research network. Br J Gen Pract
2011;61(587):e316-25.

129. Simon GE, VonKorff M, Piccinelli M, Fullerton C, Ormel J. An international
study of the relation between somatic symptoms and depression. N Engl J Med.
1999;341(18):1329-35.

130. Yamamoto K, Shiota S, Ohno S, Kuroda A, Yoshiiwa A, Abe K, et al. A
diagnosis of depression should be considered in patients with multiple physical
symptoms in primary care clinics. Tohoku J Exp Med. 2013;229(4):279-85.

131. Kroenke K, Spitzer RL, Williams JB, Linzer M, Hahn SR, deGruy FV, 3rd, et
al. Physical symptoms in primary care. Predictors of psychiatric disorders and
functional impairment. Arch. Fam. Med. 1994;3(9):774-9.

132. Rasmussen NH, Bernard ME, Harmsen WS. Physical symptoms that predict
psychiatric disorders in rural primary care adults. J Eval Clin Pract. 2008;14(3):399-
406.

133. Dijkstra-Kersten SMA, Sitnikova K, Terluin B, Penninx B, Twisk JWR, van

Marwijk HWJ, et al. Longitudinal associations of multiple physical symptoms with
recurrence of depressive and anxiety disorders. J. Psychosom. Res. 2017;97:96-101.

88



134. Kisely SR, Goldberg DP. Physical and psychiatric comorbidity in general
practice. BJPsych. 1996;169(2):236-42.

135. Bekhuis E, Boschloo L, Rosmalen JGM, Schoevers RA. Differential
associations of specific depressive and anxiety disorders with somatic symptoms. J.
Psychosom. Res. 2015;78(2):116-22.

136. Lucassen P, van Rijswijk E, van Weel-Baumgarten E, Dowrick C. Making
fewer depression diagnoses: beneficial for patients? Ment Health Fam Med.
2008;5(3):161-5.

137. Kroenke K. Somatic symptoms and depression: a double hurt. Prim Care
Companion J Clin Psychiatry. 2005;7(4):148-9.

138. Bair MJ, Robinson RL, Katon W, Kroenke K. Depression and Pain
Comorbidity: A Literature Review. Arch. Intern. Med. 2003;163(20):2433-45.

139. Chakraborty K, Avasthi A, Grover S, Kumar S. Functional somatic complaints
in depression: An overview. Asian J Psychiatr. 2010;3(3):99-107.

140. Fishbain DA, Cutler R, Rosomoff HL, Rosomoff RS. Chronic pain-associated
depression: antecedent or consequence of chronic pain? A review. Clin J Pain.
1997;13(2):116-37.

141. Mann B, Wilson H. Diagnosing somatisation in adults in the first consultation:
moving beyond diagnosis by exclusion. Br. J. Gen. Pract. 2013;63(616):607-8.

142. Moynihan R, Doust J, Henry D. Preventing overdiagnosis: how to stop harming
the healthy. BMJ. 2012;344:e3502.

143.  Armstrong D, Earnshaw G. What constructs do GPs use when diagnosing
psychological problems? Br. J. Gen. Pract. 2004;54(505):580-3.

144. Wileman L, May C, Chew-Graham CA. Medically unexplained symptoms and
the problem of power in the primary care consultation: a qualitative study. Fam. Pract.
2002;19(2):178-82.

145. Reid S, Whooley D, Crayford T, Hotopf M. Medically unexplained symptoms-
-GPs' attitudes towards their cause and management. Fam Pract. 2001;18(5):519-23.

146. Halvorsen PA, Edwards A, Aaraas 1J, Aasland OG, Kristiansen IS. What

professional activities do general practitioners find most meaningful? Cross sectional
survey of Norwegian general practitioners. BMC Fam Pract. 2013;14(1):41.

&9



147. Fritzsche K, Armbruster U, Hartmann A, Wirsching M, General Practitioners
Ac-st. Psychosocial primary care - what patients expect from their General
Practitioners A cross-sectional trial. BMC psychiatry. 2002;2:5.

148. Jutel AG. Putting a name to it: Diagnosis in contemporary society. First
edition. USA: Johns Hopkins University Press; 2011. 200 pages.

149. Baerheim A. The diagnostic process in general practice: has it a two-phase
structure? Fam. Pract. 2001;18(3):243-5.

150. Summerton N. Making a diagnosis in primary care: symptoms and context. Br
J. Gen. Pract. 2004;54(505):570-1.

151. Dambha-Miller H, Griffin S, Kinmonth A. Patient-centred care in general
practice. InnovAiT: Education and inspiration for general practice. 2015;8:41-6.

152. Lynch JM, van Driel M, Meredith P, Stange KC, Getz L, Reeve J, et al. The
Craft of Generalism: clinical skills and attitudes for whole person care. J Eval Clin
Pract. 2021.

153. Lynch JM, Dowrick C, Meredith P, McGregor SLT, van Driel M.
Transdisciplinary Generalism: Naming the epistemology and philosophy of the
generalist. J Eval Clin Pract. 2021;27(3):638-47.

154. André M, Andén A, Borgquist L, Rudebeck CE. GPs” decision-making -
perceiving the patient as a person or a disease. BMC Fam. Pract. 2012;13(1):38.

155. Arroll B, Chin WY, Moir F, Dowrick C. An evidence-based first consultation
for depression: nine key messages. Br. J. Gen. Pract. 2018;68(669):200-1.

156. Kessler D, Bennewith O, Lewis G, Sharp D. Detection of depression and
anxiety in primary care: follow up study. BMJ. 2002;325(7371):1016-7.

157. Ormel J, Tiemens B. Recognition and treatment of mental illness in primary
care. Towards a better understanding of a multifaceted problem. Gen. Hosp.
Psychiatry. 1995;17(3):160-4.

158. Bushnell J. Frequency of consultations and general practitioner recognition of
psychological symptoms. Br J Gen Pract. 2004;54(508):838-42.

159. Chin WY, Chan KT, Lam CL, Wan EY, Lam TP. 12-Month naturalistic

outcomes of depressive disorders in Hong Kong's primary care. Fam Pract.
2015;32(3):288-96.

90



160. Tinetti ME, Fried T. The end of the disease era. Am J Med. 2004;116(3):179-
85.

161. Strauss JS. Diagnosis and Reality: A Noun Is a Terrible Thing to Waste.
Psychopathology. 2005;38(4):189-91.

162. Sturmberg JP, Martin CM. Diagnosis — the limiting focus of taxonomy. J Eval
Clin Pract. 2016;22(1):103-11.

163. Goldberg RJ. Depression in medical patients. R | Med. 1993;76(8):391-6.

164. Tiemens BG, VonKorff M, Lin EH. Diagnosis of depression by primary care
physicians versus a structured diagnostic interview. Understanding discordance. Gen.
Hosp. Psychiatry. 1999;21(2):87-96.

165. Klinkman MS, Coyne JC, Gallo S, Schwenk TL. False positives, false
negatives, and the validity of the diagnosis of major depression in primary care. Arch.
Fam. Med. 1998;7(5):451-61.

166. Vuorilehto MS, Melartin TK, RytsALA HJ, IsometsA ET. Do characteristics of
patients with major depressive disorder differ between primary and psychiatric care?
Psychol. Med. 2007;37(6):893-904.

167. Suh T, Gallo JJ. Symptom profiles of depression among general medical
service users compared with specialty mental health service users. Psychol. Med.
1997;27(5):1051-63.

168. Ng RMK, Chan TF, Herrman H, Dowrick C. What do psychiatrists think about
primary mental health competencies among family doctors? A WPA-WONCA global
survey. BJPsych International. 2021;18(1):18-22.

169. Klinkman M, Dowrick C, Fortes S. Mental health classification in primary
care. Ment Health Fam Med. 2013(10):211-21.

170. Byng R, Groos N, Dowrick C. From mental disorder to shared understanding: a
non-categorical approach to support individuals with distress in primary care. Br. J.
Gen. Pract. 2019;69(680):110-1.

171. Reeve J, Irving G, Dowrick CF. Can generalism help revive the primary
healthcare vision? J R Soc Med. 2011;104(10):395-400.

172. Ormel J, Koeter MW, van den Brink W, van de Willige G. Recognition,

management, and course of anxiety and depression in general practice. Arch Gen
Psychiatry. 1991;48(8):700-6.

91



173. Ormel J, Van Den Brink W, Koeter MW, Giel R, Van Der Meer K, Van De
Willige G, et al. Recognition, management and outcome of psychological disorders in
primary care: a naturalistic follow-up study. Psychol. Med. 1990;20(4):909-23.

174. Simon GE, VonKorff M. Recognition, management, and outcomes of
depression in primary care. Arch. Fam. Med. 1995;4(2):99-105.

175. Kirmayer LJ, Robbins JM, Dworkind M, Yaffe MJ. Somatization and the
recognition of depression and anxiety in primary care. Am. J. Psychiatry.
1993;150(5):734-41.

176. Boardman AP. The General Health Questionnaire and the detection of
emotional disorder by General Practitioners. A replicated study. BJPsych.
1987;151:373-81.

177. Dowrick C, Buchan I. Twelve month outcome of depression in general
practice: does detection or disclosure make a difference? BMJ. 1995;311(7015):1274-
6.

178. Kessler D, Lloyd K, Lewis G, Gray DP. Cross sectional study of symptom
attribution and recognition of depression and anxiety in primary care. BMJ.
1999;318(7181):436-9.

179. Aragoneés E, Pifiol JL, Labad A, Folch S, Melich N. Detection and management
of depressive disorders in primary care in Spain. Int J Psychiatry Med.
2004;34(4):331-43.

180. Coyne JC, Schwenk TL, Fechner-Bates S. Nondetection of depression by
primary care physicians reconsidered. Gen. Hosp. Psychiatry. 1995;17(1):3-12.

181. Fernandez A, Pinto-Meza A, Bellon JA, Roura-Poch P, Haro JM, Autonell J, et
al. Is major depression adequately diagnosed and treated by general practitioners?
Results from an epidemiological study. Gen. Hosp. Psychiatry. 2010;32(2):201-9.

182. Henriques SG, Fraguas R, losifescu DV, Menezes PR, Lucia MC, Gattaz WF,
et al. Recognition of depressive symptoms by physicians. Clinics (Sao Paulo).
2009;64(7):629-35.

183. Norton J, Engberink AO, Gandubert C, Ritchie K, Mann A, David M, et al.
Health Service Utilisation, Detection Rates by Family Practitioners, and Management
of Patients with Common Mental Disorders in French Family Practice. Can J
Psychiatry. 2017;62(8):521-30.

92



184. Ani C, Bazargan M, Hindman D, Bell D, Faroog MA, Akhanjee L, et al.
Depression symptomatology and diagnosis: discordance between patients and
physicians in primary care settings. BMC Fam. Pract. 2008;9:1.

185. Ridd M, Lewis G, Peters TJ, Salisbury C. Detection of patient psychological
distress and longitudinal patient-doctor relationships: a cross-sectional study. Br J
Gen. Pract. 2012;62(596):e167-73.

186. Kamphuis MH, Stegenga BT, Zuithoff NP, King M, Nazareth I, de Wit NJ, et
al. Does recognition of depression in primary care affect outcome? The PREDICT-NL
study. Fam Pract. 2012;29(1):16-23.

187. Carey M, Jones K, Meadows G, Sanson-Fisher R, D'Este C, Inder K, et al.
Accuracy of general practitioner unassisted detection of depression. Aust N Z J
Psychiatry. 2014;48(6):571-8.

188. Goncalves DA, Fortes S, Tofoli LF, Campos MR, Mari Jde J. Determinants of
common mental disorders detection by general practitioners in primary health care in
Brazil. Int J Psychiatry Med. 2011;41(1):3-13.

189. Verhaak PF, Schellevis FG, Nuijen J, Volkers AC. Patients with a psychiatric
disorder in general practice: determinants of general practitioners' psychological
diagnosis. Gen. Hosp. Psychiatry. 2006;28(2):125-32.

190. Tylee A, Freeling P, Kerry S, Burns T. How does the content of consultations
affect the recognition by general practitioners of major depression in women? Br. J.
Gen. Pract.1995;45(400):575-8.

191. Fernandez A, Rubio-Valera M, Bellon JA, Pinto-Meza A, Luciano JV,
Mendive JM, et al. Recognition of anxiety disorders by the general practitioner:
results from the DASMAP study. Gen. Hosp. Psychiatry. 2012;34(3):227-33.

192. Piek E, Nolen WA, van der Meer K, Joling KJ, Kollen BJ, Penninx BW, et al.
Determinants of (non-)recognition of depression by general practitioners: results of
the Netherlands Study of Depression and Anxiety. J. Affect. Disord. 2012;138(3):397-
404.

193. Greer J, Halgin R, Harvey E. Global versus Specific Symptom Attributions:
Predicting the Recognition and Treatment of Psychological Distress in Primary Care.
J. Psychosom Res. 2004;57(6):521-7.

194. Menchetti M, Belvederi Murri M, Bertakis K, Bortolotti B, Berardi D.

Recognition and treatment of depression in primary care: effect of patients'
presentation and frequency of consultation. J. Psychosom Res. 2009;66(4):335-41.

93



195. Berardi D, Menchetti M, Cevenini N, Scaini S, Versari M, De Ronchi D.
Increased recognition of depression in primary care. Comparison between primary-
care physician and 1CD-10 diagnosis of depression. Psychother Psychosom.
2005;74(4):225-30.

196. McGrady A, Lynch DJ, Nagel RW, Tamburrino M. Coherence between
physician diagnosis and patient self reports of anxiety and depression in primary care.
J. Nerv. 2010;198(6):420-4.

197. Munk-Jgrgensen P, Allgulander C, Dahl AA, Foldager L, Holm M, Rasmussen
I, et al. Prevalence of generalized anxiety disorder in general practice in Denmark,
Finland, Norway, and Sweden. Psychiatr Serv. 2006;57(12):1738-44.

198. Yagil D, Biron M, Pat D, Mizrahi-Reuveni M, Zoller L. Accurate diagnosis of
patients’ distress levels: The effect of family physicians’ ability to take the patient’s
perspective. Patient Educ. Couns. 2015;98(12):1631-5.

199. Fekadu A, Demissie M, Birhane R, Medhin G, Bitew T, Hailemariam M, et al.
Under detection of depression in primary care settings in low and middle-income
countries: a systematic review and meta-analysis. Syst. Rev. 2022;11(1):21.

200. Lamberts H, Magruder K, Kathol RG, Pincus HA, Okkes I. The classification
of mental disorders in primary care: a guide through a difficult terrain. Int J Psychiatry
Med. 1998;28(2):159-76.

201. Mitchell AJ, Rao S, Vaze A. Can general practitioners identify people with
distress and mild depression? A meta-analysis of clinical accuracy. J. Affect. Disord.
2011;130(1-2):26-36.

202. Thompson C, Ostler K, Peveler RC, Baker N, Kinmonth AL. Dimensional
perspective on the recognition of depressive symptoms in primary care: The
Hampshire Depression Project 3. BJPsych. 2001;179:317-23.

203. Collings S. Disability and the detection of mental disorder in primary care. Soc.
Psychiatry Psychiatr Epidemiol. 2005;40(12):994-1002.

204. Mitchell AJ, Vaze A, Rao S. Clinical diagnosis of depression in primary care: a
meta-analysis. Lancet. 2009;374(9690):609-19.

205. Joling KJ, van Marwijk HWJ, Piek E, der Horst HEv, Penninx BW, Verhaak P,

et al. Do GPs' medical records demonstrate a good recognition of depression? A new
perspective on case extraction. J. Affect. Disord. 2011;133(3):522-7.

94



206. Tylee A, Walters P. Underrecognition of anxiety and mood disorders in
primary care: why does the problem exist and what can be done? J Clin Psychiatry.
2007;68 Suppl 2:27-30.

207. Lampe L, Fritz K, Boyce P, Starcevic V, Brakoulias V, Walter G, et al.
Psychiatrists and GPs: diagnostic decision making, personality profiles and attitudes
toward depression and anxiety. Australas Psychiatry. 2013;21(3):231-7.

208. Ford E, Campion A, Chamles DA, Habash-Bailey H, Cooper M. “You don't
immediately stick a label on them”: a qualitative study of influences on general
practitioners' recording of anxiety disorders. BMJ Open. 2016;6(6):e010746.

209. Susman JL, Crabtree BF, Essink G. Depression in rural family practice. Easy to
recognize, difficult to diagnose. Arch. Fam. Med. 1995;4(5):427-31.

210. Lampe L, Shadbolt N, Starcevic V, Boyce P, Brakoulias V, Hitching R, et al.
Diagnostic processes in mental health: GPs and psychiatrists reading from the same
book but on a different page. Australas Psychiatry. 2012;20(5):374-8.

211. Schumann I, Schneider A, Kantert C, Léwe B, Linde K. Physicians' attitudes,
diagnostic process and barriers regarding depression diagnosis in primary care: a
systematic review of qualitative studies. Fam Pract. 2012;29(3):255-63.

212. van Rijswijk E, van Hout H, van de Lisdonk E, Zitman F, van Weel C. Barriers
in recognising, diagnosing and managing depressive and anxiety disorders as
experienced by Family Physicians; a focus group study. BMC Fam. Pract.
2009;10:52.

213. Chew-Graham CA, Mullin S, May CR, Hedley S, Cole H. Managing
depression in primary care: another example of the inverse care law? Fam Pract.
2002;19(6):632-7.

214. Geraghty AWA, Stuart B, Terluin B, Kendrick T, Little P, Moore M.
Distinguishing between emotional distress and psychiatric disorder in primary care
attenders: A cross sectional study of the four-dimensional symptom questionnaire
(4DSQ). J. Affect. Disord. 2015;184:198-204.

215. Archer C, Kessler D, Wiles N, Turner K. GPs’ and patients’ views on the value
of diagnosing anxiety disorders in primary care: a qualitative interview study. Br. J.
Gen. Pract. 2021;71(707):e450.

216. Barnes MC, Kessler D, Archer C, Wiles N. Prioritising physical and

psychological symptoms: what are the barriers and facilitators to the discussion of
anxiety in the primary care consultation? BMC Fam. Pract. 2019;20(1):106.

95



217. Parker D, Byng R, Dickens C, McCabe R. "Every structure we're taught goes
out the window": General practitioners' experiences of providing help for patients
with emotional concerns'. Health Soc Care Community. 2020;28(1):260-9.

218. Carney PA, Rhodes LA, Eliassen MS, Badger LW, Rand EH, Neiswender C, et
al. Variations in approaching the diagnosis of depression: a guided focus group study.
J Fam Pract. 1998;46(1):73-82.

219. Parker D, Byng R, Dickens C, McCabe R. Patients’ experiences of seeking
help for emotional concerns in primary care: doctor as drug, detective and
collaborator. BMC Fam. Pract. 2020;21(1):35.

220. Gask L, Rogers A, Oliver D, May C, Roland M. Qualitative study of patients'
perceptions of the quality of care for depression in general practice. Br. J. Gen. Pract.
2003;53(489):278-83.

221. Cooper LA, Brown C, Vu HT, Palenchar DR, Gonzales JJ, Ford DE, et al.
Primary care patients' opinions regarding the importance of various aspects of care for
depression. Gen. Hosp. Psychiatry. 2000;22(3):163-73.

222. Grung I, Anderssen N, Haukenes I, Ruths S, Smith-Sivertsen T, Hetlevik @, et
al. Patient experiences with depression care in general practice: a qualitative
questionnaire study. Scand. J. Prim. Health Care. 2022;40(2):253-60.

223. Buszewicz M, Pistrang N, Barker C, Cape J, Martin J. Patients' experiences of
GP consultations for psychological problems: a qualitative study. Br. J. Gen. Pract.
2006;56(528):496-503.

224. Palmer V, Gunn J, Kokanovic R, Griffiths F, Shrimpton B, Hurworth R, et al.
Diverse voices, simple desires: a conceptual design for primary care to respond to
depression and related disorders. Fam Pract. 2010;27(4):447-58.

225.  Williams S, Weinman J, Dale J, Newman S. Patient expectations: what do
primary care patients want from the GP and how far does meeting expectations affect
patient satisfaction? Fam Pract. 1995;12(2):193-201.

226. Hetlevik @, Garre-Fivelsdal G, Bjorvatn B, Hjgrleifsson S, Ruths S. Patient-
reported depression treatment and future treatment preferences: an observational study
in general practice. Fam. Pract. 2019;36(6):771-7.

227. Dew K, Morgan S, Dowell A, McLeod D, Bushnell J, Collings S. 'It puts things

out of your control': fear of consequences as a barrier to patient disclosure of mental
health issues to general practitioners. Sociol Health Ilin. 2007;29(7):1059-74.

96



228. Lester H, Tritter JQ, Sorohan H. Patients' and health professionals' views on
primary care for people with serious mental illness: focus group study. BMJ.
2005;330(7500):1122.

229. Bushnell J, McLeod D, Dowell A, Salmond C, Ramage S, Collings S, et al. Do
patients want to disclose psychological problems to GPs? Fam Pract. 2005;22(6):631-
7.

230. Pollock K, Grime J. Patients' perceptions of entitlement to time in general
practice consultations for depression: qualitative study. BMJ. 2002;325(7366):687.

231. Cape J, McCulloch Y. Patients' reasons for not presenting emotional problems
in general practice consultation. Br. J. Gen. Pract. 1999;49(448).875-9.

232. Barney LJ, Griffiths KM, Jorm AF, Christensen H. Stigma about depression
and its impact on help-seeking intentions. Aust N Z J Psychiatry. 2006;40(1):51-4.

233. Vistorte AOR, Ribeiro WS, Jaen D, Jorge MR, Evans-Lacko S, Mari JJ.
Stigmatizing attitudes of primary care professionals towards people with mental
disorders: A systematic review. Int J Psychiatry Med. 2018;53(4):317-38.

234. ClinicalTrials.gov. Shared Care and Usual Health Care for Mental and
Comorbid Health Problems [Internet]. [Updated 13 Jan 2021, accessed 15 Sept 2022].
Available from:
https://beta.clinicaltrials.gov/study/NCT036248297distance=50&cond=shared%?20car
£%20and%20usual%?20health%20care%20for%20mental%20and%20comorbid%20he
alth%20problems&rank=1.

235. Evans C, Mello-Clark J, Margison F, Barkham M, Audin K, Connell J, et al.
CORE: Clinical Outcomes in Routine Evaluation. J Ment Health. 2000;9(3):247-55.

236. Soler JK, Okkes I, Wood M, Lamberts H. The coming of age of ICPC:
celebrating the 21st birthday of the International Classification of Primary Care. Fam
Pract. 2008;25(4):312-7.

237. Jones R, Barraclough K, Dowrick C. When no diagnostic label is applied.
BMJ. 2010;340:¢2683.

238. Rosendal M, Olde Hartman TC, Aamland A, van der Horst H, Lucassen P,
Budtz-Lilly A, et al. "Medically unexplained” symptoms and symptom disorders in
primary care: prognosis-based recognition and classification. BMC Fam. Pract.
2017;18(1):18.

97


https://beta.clinicaltrials.gov/study/NCT03624829?distance=50&cond=shared%20care%20and%20usual%20health%20care%20for%20mental%20and%20comorbid%20health%20problems&rank=1
https://beta.clinicaltrials.gov/study/NCT03624829?distance=50&cond=shared%20care%20and%20usual%20health%20care%20for%20mental%20and%20comorbid%20health%20problems&rank=1
https://beta.clinicaltrials.gov/study/NCT03624829?distance=50&cond=shared%20care%20and%20usual%20health%20care%20for%20mental%20and%20comorbid%20health%20problems&rank=1

239. Direktoratet for e-helse. ICPC-2e — English version [Internet]: Direktoratet for
e-helse; [updated 17 Dec 2020, accessed 21 Nov 2022]. Available from:
https://www.ehelse.no/kodeverk-terminologi/icpc-2e--english-version

240. Helsedirektoratet. KUHR databasen: Helsedirektoratet; [updated 12 Jan 2022;
accessed 20 Sept 2022]. Available from:
https://www.helsedirektoratet.no/tema/statistikk-registre-og-rapporter/helsedata-og-
helseregistre/kuhr

241. Statistics Norway. Allmennlegetjenesten [Internet] Statistisk Sentralbyra;
[Updated 05 May 2022, accessed 20 Sept 2022]. Available from:
https://www.ssb.no/helse/helsetjenester/statistikk/alilmennlegetjenesten.

242. Lamberts H, Magruder K, Kathol RG, Pincus HA, Okkes I. The Classification
of Mental Disorders in Primary Care: A Guide through a Difficult Terrain. Int J
Psychiatry Med. 998;28(2):159-76.

243. Barkham M, Mellor-Clark J, Connell J, Cahill J. A CORE approach to practice-
based evidence: A brief history of the origins and applications of the CORE-OM and
CORE System. Couns Psychother Res. 2006;6:3-15.

244. Barkham M, Mellor-Clark J, Stiles WB. A CORE approach to progress
monitoring and feedback: Enhancing evidence and improving practice. Psychotherapy
(Chic). 2015;52(4):402-11.

245. Barkham M, Bewick B, Mullin T, Gilbody S, Connell J, Cahill J, et al. The
CORE-10: A short measure of psychological distress for routine use in the
psychological therapies. Couns Psychother Res. 2013;13(1):3-13.

246. Connell J, Barkham M. CORE-10 User Manual. Version 1.1. CORE System
Trust & CORE Information Management Systems Ltd; 2007. [Accessed 22 Nov
2022] Available from: https://www.pfcounselling.org.uk/wp-
content/uploads/2016/01/CORE-System-User-Manual.pdf

247. Skre I, Friborg O, Elgargy S, Evans C, Myklebust LH, Lillevoll K, et al. The
factor structure and psychometric properties of the Clinical Outcomes in Routine
Evaluation — Outcome Measure (CORE-OM) in Norwegian clinical and non-clinical
samples. BMC Psychiatry. 2013;13(1):99.

248. Ministry of Health and Care Services. Report No. 47 to the Storting (2008-
2009) The Coordination Reform - Proper treatment - at the right place and right time.
[Internet] [Accessed 20 May 2022]. Available from:
https://www.regjeringen.no/contentassets/d4fOel6ad32e4bbd8d8ab5c21445a5dc/en-
gb/pdfs/stm200820090047000en_pdfs.pdf

98


https://www.ehelse.no/kodeverk-terminologi/icpc-2e--english-version
https://www.helsedirektoratet.no/tema/statistikk-registre-og-rapporter/helsedata-og-helseregistre/kuhr
https://www.helsedirektoratet.no/tema/statistikk-registre-og-rapporter/helsedata-og-helseregistre/kuhr
https://www.ssb.no/helse/helsetjenester/statistikk/allmennlegetjenesten
https://www.pfcounselling.org.uk/wp-content/uploads/2016/01/CORE-System-User-Manual.pdf
https://www.pfcounselling.org.uk/wp-content/uploads/2016/01/CORE-System-User-Manual.pdf
https://www.regjeringen.no/contentassets/d4f0e16ad32e4bbd8d8ab5c21445a5dc/en-gb/pdfs/stm200820090047000en_pdfs.pdf
https://www.regjeringen.no/contentassets/d4f0e16ad32e4bbd8d8ab5c21445a5dc/en-gb/pdfs/stm200820090047000en_pdfs.pdf

249. Tesli MS, Handal M, Fartein AT, Knudsen AK, Odsbu I, Gustavson K, et al.
Psykiske lidelser hos voksne. [Internet] Oslo: Folkehelseinstituttet; 30 Jun 2014
[updated 03 Dec 2021; accessed16 Oct 2022 ]. Available from:
https://www.fhi.no/nettpub/hin/psykisk-helse/psykiske-lidelser-voksne/.

250. Global, regional, and national burden of 12 mental disorders in 204 countries
and territories, 199-2019: a systematic analysis for the Global Burden of Disease
Study 2019. Lancet Psychiatry. 2022;9(2):137-50.

251. Statistisk Sentralbyra. Allmennlegetjenesten [Internet]. [updated 5 May 2022;
accessed 17 Oct 2022]. Available from:
https://www.ssb.no/helse/helsetjenester/statistikk/alilmennlegetjenesten.

252. Kontopantelis E, Olier I, Planner C, Reeves D, Ashcroft DM, Gask L, et al.
Primary care consultation rates among people with and without severe mental illness:
a UK cohort study using the Clinical Practice Research Datalink. BMJ Open.
2015;5(12):e008650.

253. Wittchen HU, Muhlig S, Beesdo K. Mental disorders in primary care.
Dialogues Clin Neurosci. 2003;5(2):115-28.

254. Stordal E, Bjelland I, Dahl AA, Mykletun A. Anxiety and depression in
individuals with somatic health problems. The Nord-Trgndelag Health Study
(HUNT). Scand J Prim Health Care. 2003;21(3):136-41.

255. Haug TT, Mykletun A, Dahl AA. The association between anxiety, depression,
and somatic symptoms in a large population: the HUNT-II study. Psychosom Med.
2004,;66(6):845-51.

256. Kato K. Family medicine viewpoint: seeing patients in the context of their
lives. Fam Pract. 2021;39(4):781-2.

257. Kjeldsberg M, Tschudi-Madsen H, Mdala I, Bruusgaard D, Natvig B. Patients
in general practice share a common pattern of symptoms that is partly independent of
the diagnosis. Scand J Prim Health Care. 2021;39(2):184-93.

258. Elnegaard S, Andersen RS, Pedersen AF, Larsen PV, Sgndergaard J,
Rasmussen S, et al. Self-reported symptoms and healthcare seeking in the general
population -exploring “The Symptom Iceberg”. BMC Public Health. 2015;15(1):685.

259. Ihlebaek C, Eriksen HR, Ursin H. Prevalence of subjective health complaints
(SHC) in Norway. Scand. J. Public Health. 2002;30(1):20-9.

99


https://www.fhi.no/nettpub/hin/psykisk-helse/psykiske-lidelser-voksne/
https://www.ssb.no/helse/helsetjenester/statistikk/allmennlegetjenesten

260. Kroenke K, Mangelsdorff AD. Common symptoms in ambulatory care:
incidence, evaluation, therapy, and outcome. Am J Med. 1989;86(3):262-6.

261. Barsevick AM. The concept of symptom cluster. Semin Oncol Nurs.
2007;23(2):89-98.

262. Aktas A, Walsh D, Rybicki L. Symptom clusters: myth or reality? Palliat Med.
2010;24(4):373-85.

263. Ridsdale L, Evans A, Jerrett W, Mandalia S, Osler K, VVora H. Patients with
fatigue in general practice: a prospective study. BMJ. 1993;307(6896):103-6.

264. Nijrolder I, van der Windt D, de Vries H, van der Horst H. Diagnoses during
follow-up of patients presenting with fatigue in primary care. CMAJ.
2009;181(10):683-7.

265. Chalder T, Neeleman J, Reme SE, Power M, Wessely S. Factors associated
with acute fatigue in primary care. Psychol. Med. 2010;40(8):1289-95.

266. Means-Christensen AJ, Roy-Byrne PP, Sherbourne CD, Craske MG, Stein MB.
Relationships among pain, anxiety, and depression in primary care. Depress Anxiety.
2008;25(7):593-600.

267. Haug TT, Mykletun A, Dahl AA. Are Anxiety and Depression Related to
Gastrointestinal Symptoms in the General Population? Scand. J. Gastroenterol.
2002;37(3):294-8.

268. Haj Kheder S, Heller J, Bar JK, Wutzler A, Menge BA, Juckel G. Autonomic
dysfunction of gastric motility in major depression. J. Affect. Disord. 2018;226:196-
202.

269. Felde G, Ebbesen MH, Hunskaar S. Anxiety and depression associated with
urinary incontinence. A 10-year follow-up study from the Norwegian HUNT study
(EPINCONT). Neurourol Urodyn. 2017;36(2):322-8.

270. Geraghty AWA, Santer M, Beavis C, Williams SJ, Kendrick T, Terluin B, et al.
‘I mean what is depression?’ A qualitative exploration of UK general practitioners’
perceptions of distinctions between emotional distress and depressive disorder. BMJ
Open. 2019;9(12):e032644.

271. Cooper JE. Detection and management of psychiatric disorders in primary care.
BJPsych. 2003;182(1):1-2.

100



272. Haavet OR, Saltyté Benth J, Gjelstad S, Hanssen-Bauer K, Dahli MP, Kates N,
et al. Detecting young people with mental disorders: a cluster-randomised trial of
multidisciplinary health teams at the GP office. BMJ Open. 2021;11(12):e050036.

273. Gunn JM, Ayton DR, Densley K, Pallant JF, Chondros P, Herrman HE, et al.
The association between chronic illness, multimorbidity and depressive symptoms in
an Australian primary care cohort. Soc Psychiatry Psychiatr Epidemiol.
2012;47(2):175-84.

274. Gili M, Comas A, Garcia-Garcia M, Monzén S, Antoni SB, Roca M.
Comorbidity between common mental disorders and chronic somatic diseases in
primary care patients. Gen. Hosp. Psychiatry. 2010;32(3):240-5.

275. Bedford A, Watson R, Lyne J, Tibbles J, Davies F, Deary 1J. Mokken scaling
and principal components analyses of the CORE-OM in a large clinical sample. Clin
Psychol Psychother. 2010;17(1):51-62.

276. Kristoffersen ES, Bjorvatn B, Halvorsen PA, Nilsen S, Fossum GH, Fors EA,
et al. The Norwegian PraksisNett: a nationwide practice-based research network with
a novel IT infrastructure. Scand J Prim Health Care. 2022;40(2):217-26.

277. Thompson M, Walter F. Increases in general practice workload in England.
Lancet. 2016;387(10035):2270-2.

101












S—

Scandinavian Journal of Primary Health Care

ISSN: 0281-3432 (Print) 1502-7724 (Online) Journal homepage: https://www.tandfonline.com/loi/ipri20

Taylor &Francis

Taylor & Francis Group

Prevalence and distribution of psychological
diagnoses and related frequency of consultations
in Norwegian urban general practice

Mina Piiksi Dahli, Mette Brekke, Torleif Ruud & Ole Rikard Haavet

To cite this article: Mina Piiksi Dahli, Mette Brekke, Torleif Ruud & Ole Rikard Haavet (2020):
Prevalence and distribution of psychological diagnoses and related frequency of consultations
in Norwegian urban general practice, Scandinavian Journal of Primary Health Care, DOI:
10.1080/02813432.2020.1783477

To link to this article: https://doi.org/10.1080/02813432.2020.1783477

8 © 2020 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

@ Published online: 27 Jun 2020.

(&
Submit your article to this journal (&'

A
h View related articles &'

Py

(&) view Crossmark data &'

CrossMark

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journallnformation?journalCode=ipri20


https://www.tandfonline.com/action/journalInformation?journalCode=ipri20
https://www.tandfonline.com/loi/ipri20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/02813432.2020.1783477
https://doi.org/10.1080/02813432.2020.1783477
https://www.tandfonline.com/action/authorSubmission?journalCode=ipri20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=ipri20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/02813432.2020.1783477
https://www.tandfonline.com/doi/mlt/10.1080/02813432.2020.1783477
http://crossmark.crossref.org/dialog/?doi=10.1080/02813432.2020.1783477&domain=pdf&date_stamp=2020-06-27
http://crossmark.crossref.org/dialog/?doi=10.1080/02813432.2020.1783477&domain=pdf&date_stamp=2020-06-27

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE
https://doi.org/10.1080/02813432.2020.1783477

Taylor & Francis
Taylor & Francis Group

RESEARCH ARTICLE

a OPEN ACCESS ‘ ) Checkforupdates‘

Prevalence and distribution of psychological diagnoses and related
frequency of consultations in Norwegian urban general practice

Mina Piiksi Dahli?, Mette Brekke®®, Torleif Ruud“® and Ole Rikard Haavet®

?Faculty of Medicine, Institute of Health and Society, University of Oslo, Oslo, Norway; °General Practice Research Unit, Faculty of
Medicine, Institute of Health and Society, University of Oslo, Oslo, Norway; “Division of Mental Health Services, Akershus University
Hospital, Lerenskog, Norway; “Faculty of Medicine, Institute of Clinical Medicine, University of Oslo, Oslo, Norway

ABSTRACT

ARTICLE HISTORY

Objective: To investigate the prevalence and distribution of psychological diagnoses made by
general practitioners (GPs) in urban general practice and the related frequency of consultations
during 12 consecutive months in Norwegian general practice.

Design: A cross-sectional study with data extracted from 16,845 electronic patient records in 35
urban GP practices

Setting: Six GP group practices in Groruddalen, Norway.

Subjects: All patients aged 16-65 with a registered contact with a GP during 12 months
in 2015.

Main outcome measures: Frequency and distribution of psychological diagnoses made by GPs,
and the number of patients’ consultations.

Results: GPs made a psychological diagnosis in 18.8% of the patients. The main diagnostic cate-
gories were depression symptoms or disorder, acute stress reaction, anxiety symptoms or dis-
order and sleep disorder, accounting for 67.1% of all psychological diagnoses given. The mean
number of consultations for all patients was 4.09 (95% Cl: 4.03, 4.14). The mean number of con-
sultations for patients with a psychological diagnosis was 6.40 (95% Cl: 6.22, 6.58) compared to
3.55 (95% Cl 3.50, 3.51) (p<0.01) for patients without such a diagnosis. Seven percent of the
diagnostic variation was due to differences among GPs.

Conclusions: Psychological diagnoses are frequent in urban general practice, but they are cov-
ered using rather few diagnostic categories. Patients with psychological diagnoses had a signifi-
cantly higher mean number of GP consultations regardless of age and sex.

Implications: The knowledge of the burden of psychological health problems in general prac-
tice must be strengthened to define evidence-based approaches for detecting, diagnosing and
treating mental disorders in the general practice population.

KEY POINTS

e Eighteen percent of patients aged 16-65 in our study of patients in urban general practice
received one or more psychological diagnoses in 12 months.

e Depression was the most common diagnosis; followed by acute stress reaction, anxiety and
sleep disturbance.

e Patients with psychological diagnoses had a significantly higher mean number of consulta-
tions compared to patients without such diagnoses regardless of age and sex.
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Introduction

Mental disorders are among the most common
chronic health disorders worldwide [1]. These patients
have lower life quality, lower life expectancy and
higher disability-adjusted life years compared to the
general population [2-5]. This poses a burden on
health- and welfare systems, especially on the primary
health care services where most of these disorders are

treated [6,7]. Studies show a varying prevalence of
mental disorders in general practice both in urban,
suburban and rural settings. A large Danish study
found that general practitioners (GPs) classified 11%
of their patients with psychological problems [8].
A Spanish study found that the 12-month prevalence
of any mental disorder in general practice was 23%
[2]. A questionnaire survey with over 2000 participants
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from general practice in Belgium found a mental dis-
order in 42.5% of all patients, although only 5.4% of
the patients consulted their doctor for mental health
problems [9].

Patients with mental disorders seem to contact
their GP more often than patients without such disor-
ders [10,11]. However, studies on the impact of mental
health problems on GPs’ workload are few and show
varying results. A Norwegian study based upon direct
observation in urban general practice found that
about every fourth of primary care consultations deals
with a psychological problem [12]. A Danish study
found that 2% of the working-age population con-
tacted their GP during a six-month period for psycho-
logical stress [13].

There have been concerns that current research
and treatment models for mental disorders do not
adequately address the complex challenges of mental
iliness as it is presented in general practice [14] and
there have been suggestions to move into more col-
laborative-type care models [15].

Aim

In this study, we wanted to investigate the scope of
GP’s work with mental disorders by studying the
prevalence and distribution of GP assessed psycho-
logical diagnoses and the related frequency of consul-
tations in a Norwegian urban setting. We wanted to
assess if patients with psychological diagnoses consult
more frequently compared to patients without such
diagnoses, and how these matters vary with patients’
age and sex, and between individual GPs.

Materials and methods
Design

A cross-sectional study during 12 consecutive months.

Setting

The recruitment was part of a larger cluster-random-
ized controlled study; Shared Care and Usual Health
Care for Mental and Comorbid Health Problems [16].
For this study, we recruited two GP office centers each
from three boroughs Grorud, Stovner and Alna in
Groruddalen in Oslo, Norway. The recruitment fol-
lowed the principles of availability sampling and the
order of invitation was by equality in size between the
boroughs (offices with 4-6 GPs were prioritized before
offices with one, two or more than six GPs). The cen-
ters were contacted by telephone, followed by a visit

including several members of the research group to
introduce the project. The GPs would then decide on
participation before signing a detailed contract. Nine
GP office centers were contacted before six agreed to
participate.

Data

Norwegian GPs record all medical contacts electronic-
ally, in order to obtain reimbursement in a govern-
ment-aided  tariff  system. The International
Classification of Primary Care 2 (ICPC-2) is used for
diagnosis coding [17]. ICPC-2 divides into chapters
that cover medicine at large, where chapter ‘P — psy-
chological’ — consists of 26 codes for mental health
complaints and 17 codes for psychiatric diagnoses. In
this article, the term ‘psychological diagnoses’ covers
all of these diagnostic codes. Outcome measures were
psychological diagnoses made by the participating
GPs during the 12 months period, as well as the num-
ber of consultations for their patients with or without
such diagnoses. The electronic medical records from
17,973 patients and 111,870 contacts were extracted.
Of these, 16,845 patients had one or more consulta-
tions with their GP, either in the form of office- or
home visit. These accounted for 68,814 contacts dur-
ing the 12 months, and these form the sample used
in this study. The remaining excluded contacts were
either a phone call, letter, prescription or interdiscip-
linary meetings. Contacts without a registered ICPC-2
diagnostic code were excluded.

Data collection

We extracted data from all contacts by all patients
between 16 and 65 years of age seen by any of the
participating GPs during 12 consecutive months in
2014 and 2015. There were no exclusion criteria.
Variables extracted were age, sex, date of contact,
type of contact, ICPC-2 diagnoses and reimbursement
codes. A computer program was developed by the
firm Mediata AS for this project to extract data from
the different electronic medical records in the GP
office centers.

Data analyses

Descriptive statistics in the form of frequencies (n) and
percentages (%) were used to explore the distribution
of psychological diagnoses. The number of consulta-
tions was described by means and standard deviations
(mean +SD). Differences in the mean number of



consultations between participants with and without
psychological diagnoses were analyzed using the inde-
pendent t-test. Binary responses relating to whether a
patient was given a psychological diagnosis or not by
their GP were analyzed using a binary logistic regres-
sion model. In particular, we used the multilevel bin-
ary logistic regression to account for data clustering at
the GP level. We obtained estimates of odds ratios
(ORs) and their 95% confidence intervals from the
model that was adjusted for patients’ age and sex. In
addition, we also obtained an estimate of the intra-
cluster correlation (ICC) from the adjusted model.
Here, the ICC described the variation in giving a psy-
chological diagnosis that was attributable to differen-
ces between the GPs. All analyses were performed
using Stata SE 15 (StataCorp, College Station, TX) and
IBM SPSS Statistics 25 (Armonk, NY) and the signifi-
cance level was set at p=.05.

Ethics

The project was approved by the Regional Committee
on Medical and Health Research Ethics Health Region
South East (reg. no. 2014/435), by the National
Committee on Medical and Health Research Ethics
(reg. no. 2014/160) and by the Data Protection Officer
at Akershus University Hospital, Oslo (reg. no. 13/138).

Results
Patient characteristics

There were 9613 (57%) women and 7237 (43%) men
in the sample. Mean age for the whole sample was
40.13 (95% Cl: 39.93, 40.34) years, 39.90 (95% Cl:
39.63, 40.16) years for women and 40.45 (95% ClI:
40.13, 40.77) years for men. Women accounted for
42,992 (62.5%) and men 25,822 (37.5%) of the
consultations.

GP characteristics

There were 35 GPs included in this study. Eighteen
were women and 17 were men. The mean age for
the whole group was 50.43 (95% Cl: 46.84, 54.01).
Mean age for women was 49.93 (95% Cl: 44.94,
53.73) years and for men 51.59 (95% CI: 45.38, 57.79)
years. There were 28 (80.0%) specialists in family
medicine and seven (20.0%) non-specialists; 15 of the
18 women (87.5%) and 13 of the 17 men (76.8%)
were specialists.
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Psychological diagnoses

Of the 68,814 consultations, 9582 resulted in
psychological diagnosis, accounting for 13.9% of
the total number of consultations. The women
had 5947 (62.1%) and men 3635 (37.9%) of the
consultations resulting in psychological diagnosis,
and this accounted for 16.1% and 16.4% of the
total number of consultations for women and men,
respectively.

18.8% of the patients received one or more psycho-
logical diagnoses (Table 1). There were 588 patients
with two psychological diagnoses, 162 with three, 27
patients with four, four patient with five and one
patient with six different psychological diagnoses
given during the 12 months.

The ICPC-2 diagnostic codes divide between symp-
tom categories (P01-P29) and disease categories
(P70-P99). Symptom diagnoses alone were given to
48.4% of the patients, disease diagnoses alone were
given to 37.0% of the patients, and both symptom
and disease diagnoses were given to 14.5% of the
patients.

Depression was the most common diagnosis.
Depressive disorder (P76) and depressive symptoms
(P0O3) together accounted for 27.9% of all diagnoses
given. Acute stress reaction (P02) was the second-larg-
est diagnosis with 14.9% of diagnoses given. Anxiety
disorder (P74) and anxiety symptoms (PO1) together
accounted for 13.5%, and sleep disturbance (P06)
accounted for 10.8% of the total psychological diagno-
ses given.

Number of consultations

The number of consultations during the 12 months
ranged from 1 (4373 patients) to 86 (one patient).
The mean number of consultations per patient was
4.09 (95% Cl: 4.03, 4.14). The mean number of con-
sultations for women was 4.47 (95% Cl: 4.39, 4.55)
and for men 3.57 (95% Cl: 3.49, 3.65) (Figure 1). The
mean number of consultations for patients with a
psychological diagnosis was 6.40 (95% Cl: 6.22, 6.58)
and for patients without such a diagnosis 3.55 (95%
Cl 3.50, 3.51) (Table 2).

There were 2388 (14.2%) of patients with eight or
more consultations during the 12 months. The prob-
ability of having a psychological diagnosis in this
group was 41.2%, compared to 15.1% (p<0.01) for
patients with less than eight consultations.

The top 10% of attenders (1 902) accounted for
23,909 (34.7%) of the consultations, with 12.57 (95%
Cl: 1236, 12.78) mean number of consultations,
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Table 1. Distribution of 4176 ICPC-Il psychological diagnoses (mental health complaints and psychological
diagnoses) in 3162 patients aged 16-65 years during 12 months.

ICPC-2 code Diagnosis Women, N (%) Men, N (%) Sum, N (%)
PO1 Feeling anxious/nervous/tense 138 (3.30) 70 (1.68) 208 (4.98)
P02 Acute stress reaction 463 (11.09) 158 (3.78) 621 (14.87)
P03 Feeling depressed 164 (3.93) 86 (2.06) 250 (5.99)
P04 Feeling/behaving irritable/angry 2 (0.05) 2 (0.05) 4 (0.10)
P05 Senility feeling/behaving old 1(0.02) 4 (0.10) 5(0.12)
P06 Sleep disturbance 262 (6.27) 187 (4.48) 449 (10.75)
P07 Sexual desire reduced 0 (0.00) 4 (0.10) 4 (0.10)
P08 Sexual fulfillment reduced 1 (0.02) 50 (1.20) 51(1.22)
P09 Sexual preference concern 2 (0.05) 4 (0.10) 6 (0.14)
P10 Stammering/stuttering/tic 2 (0.05) 3 (0.07) 5(0.12)
P11 Eating problem in child 2 (0.05) 0 (0.00) 2 (0.05)
P15 Chronic alcohol abuse 17 (0.41) 51 (1.22) 68 (1.63)
P16 Acute alcohol abuse 1 (0.02) 2 (0.05) 3 (0.07)
P17 Tobacco abuse 32 (0.77) 51 (1.22) 83 (1.99)
P18 Medication abuse 16 (0.38) 11 (0.26) 27 (0.65)
P19 Drug abuse 11 (0.26) 46 (1.10) 57 (1.36)
P20 Memory disturbance 35 (0.84) 29 (0.69) 64 (1.53)
P22 Child behavior symptom/complaint 4 (0.10) 5(0.12) 9 (0.22)
P23 Adolescent behavior symptom/complaint 1(0.02) 3 (0.07) 4 (0.10)
P24 Specific learning problem 5(0.12) 9 (0.22) 14 (0.34)
P27 Fear of mental health disorder 2 (0.05) 4 (0.10) 6 (0.14)
P28 Limited function/disability 4 (0.10) 2 (0.05) 6 (0.14)
P29 Psychological symptom/complaint other 208 (4.98) 125 (2.99) 333 (7.97)
P70 Dementia 6 (0.14) 4 (0.10) 10 (0.24)
P71 Organic psychosis other 1(0.02) 1(0.02) 2 (0.05)
P72 Schizophrenia 28 (0.67) 57 (1.36) 85 (2.04)
P73 Affective psychosis 39 (0.93) 21 (0.50) 60 (1.44)
P74 Anxiety disorder/anxiety state 228 (5.46) 126 (3.02) 354 (8.48)
P75 Somatization disorder 16 (0.38) 9 (0.22) 25 (0.60)
P76 Depressive disorder 612 (14.66) 304 (7.28) 916 (21.93)
P77 Suicide/suicide attempt 2 (0.05) 1(0.02) 3 (0.07)
P78 Neuraesthenia/surmenage 9 (0.22) 1(0.02) 10 (0.24)
P79 Phobia/compulsive disorder 40 (0.96) 25 (0.60) 65 (1.56)
P80 Personality disorder 14 (0.34) 23 (0.55) 37 (0.89)
P81 Hyperkinetic disorder 29 (0.69) 34 (0.81) 63 (1.51)
P82 Post-traumatic stress disorder 59 (1.41) 59 (1.41) 118 (2.83)
P85 Mental retardation 28 (0.67) 26 (0.62) 54 (1.29)
P86 Anorexia nervosa/bulimia 6 (0.14) 1(0.02) 7 (0.17)
P98 Psychosis NOS/other 10 (0.24) 13 (0.31) 23 (0.55)
P99 Psychological disorders, other 29 (0.69) 36 (0.86) 65 (1.56)

Table 2. Mean number of consultations according to sex and age group, with or without a psychological diagnosis in 16,845

patients aged 16-65 years during 12 months.

Overall Mental health diagnosis No mental health diagnosis
N Mean £+ SD N Mean + SD N Mean £ SD p Value*

Sex

Female 9613 4.47 £4.06 1915 6.95+5.38 7698 3.86£3.40 <0.01

Male 7232 3.57+3.61 1247 5.55+5.38 5985 3.16+£3.21 <0.01
Age groups

16-24 2680 2.70£2.49 373 447374 2307 242+2.08 <0.01

25-34 3648 4.09+3.91 648 6.28 £5.50 3000 3.62+£3.29 <0.01

35-44 3797 417+3.78 767 6.47 £4.74 3030 3.59+3.25 <0.01

45-54 3576 447 +4.24 758 6.83+5.11 2818 3.83+3.73 <0.01

55-65 3144 4.72+430 616 7.06 £5.67 2528 415+3.67 <0.01

*Unadjusted p values (mean difference in visits for patients with vs. without psychological diagnoses).

compared to the bottom 90% with 44,905 (65.3%) of
the consultations and 3.01 (95% Cl: 2.97, 3.04) mean
number of consultations. The probability of having a

Variation in probability for psychological
diagnoses

psychological diagnosis among the top 10% of attend-  The patients visited with their own assigned GP in
ers was 43.3%, compared to 15.7% for the bottom 70.2% of the consultations. The remaining 31.5% were
90% of attenders (p<0.01). with other doctors at their GP office center, such as
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Figure 1. The mean number of consultations according to sex and age group for 16,845 patients aged 16-65 years with or with-

out a psychological diagnosis during 12 months.

Table 3. Estimates of ORs and their 95% Cls obtained from
the multilevel binary logistic regression showing the associ-
ation between patient factors and having a psychological
diagnosis given.

Unadjusted Adjusted

Covariates OR (95% Cl) p Value OR (95% () p Value
Age groups (ref: 16-24)

25-34 1.34 (1.16, 1.53) <0.01 1.32(1.15,1.52) <0.01

35-44 157 (1.37,1.79)  <0.01 1.56 (1.36, 1.78)  <0.01

45-54 1.66 (1.45,1.91) <0.01 1.67 (1.46,1.91) <0.01

55-65 1.51(1.31,1.73)  <0.01  1.51 (1.31, 1.73)  <0.01
Sex (ref: women)

Men 0.84 (0.77,091) <0.01 0.83(0.77,0.90) <0.01

other GPs, substitutes or interns. Including only con-
sultations between patients and their assigned GP,
these accounted for 14,111 patients, 8160 (57.8%)
women and 5951 (42.2%) men. The probability for a
psychological diagnosis was 18.6% among this sub-
group, 19.7% for women and 18.6% for men.).

Table 3 shows the odds of receiving a psychological
diagnosis from a GP by patient sex and different age
groups. Overall, the odds of receiving a psychological
diagnosis were significantly higher by increasing age
group compared to the 16-24 age group, with 32% in
the 25-34, 56% in the 35-44, 67% in the 45-54 and
51% in the 55-65 age groups, respectively. Men were

17% less likely to receive a psychological diagnosis
than women were.

The results of a two-way interaction between sex
and age groups are presented in Figure 2. The results
showed that both women and men in older age
groups were more likely to receive a psychological
diagnosis than patients in the age group 16-24.
Overall, a woman was 48% and men 56% more likely
to receive a psychological diagnosis compared to the
respective 16-24 age groups.

We obtained an ICC estimate of 0.074 from the
adjusted multilevel logistic regression model. This
means that 7.4% of the variability of the psychological
diagnoses can be attributed to differences between
the GPs.

Discussion
Summary of findings

Eighteen percent of patients in our sample received
one or more psychological diagnoses during the
12 months. Fourteen percent of the consultations
resulted in psychological diagnosis. Depression symp-
toms or disorder (P03, P76) were the biggest diagnos-
tic categories, followed by acute stress reaction (P02),
anxiety symptoms or disorder (P01, P74) and sleep
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Factors

OR [95% CI]

Women (ref: 16 - 24)

25-34 l—l—| 1.23[1.03, 1.47]
35-44 ] 1.50[1.26,1.79]
45-54 —a— 168[1.41,2.01]
55-65 e 1.54[1.29, 1.84]
QOverall ~cstflfion-- 1.48 [1.30, 1.68]
Men (ref: 16 - 24)

25-34 i 1.48[1.19, 1.85]
35-44 e 164[1.32,2.03]
45-54 —a— 165[1.34, 2.04]
55-65 P 1.45[1.16, 1.81]
Qverall Ry 1.56 [1.40,1.73]
Gender (ref: Women)

16-24 |—-—| 0.80[0.64, 1.00]
25-34 —a— 0961[0.81,1.14]
35-44 r—-—+ 0.871[0.74,1.03]
45-54 —a— 0.79[067,0.93]
55-65 ] 0.7510.63, 0.90]
Qverall < 0.83 [0.76, 0.91]

| i |
0.37 1 223
Odds Ratio

Figure 2. Odds of receiving a psychological diagnosis as a function of sex and age groups for 16,845 patients aged 16-65 years

with or without a psychological diagnosis during 12 months.

disturbance (P06). These six diagnostic categories cov-
ered 67.1% of all the diagnoses given.

Patients who received a psychological diagnosis
had a significantly higher number of consultations
than patients without such a diagnosis (p<0.001). The
probability of a psychological diagnosis increased with
the number of consultations. Little over 7% of the
variability of the psychological diagnoses were attrib-
uted to differences between individual GPs. The odds
for a psychological diagnosis was higher for the
women than the men in the sample, and the odds for
psychological diagnosis for the whole sample
increased with increasing age.

Discussion of results and existing literature

A report from Statistics Norway in 2017 showed psy-
chological diagnoses to be the most frequent, with
12% of all diagnoses given to patients in Norwegian
general practice [18]. This is similar but somewhat
lower than in this study. The numbers from Statistics
Norway are a national registry, includes all age groups,

also children, and they only include the first registered
diagnosis from each consultation with the GP. We
know that GPs often register more than one diagnosis
during each consultation, in our material, we have
included all the diagnoses given during each consult-
ation, and the study is performed in an urban setting.
The majority of psychological diagnoses in the
material were captured using just a few diagnostic
categories. This corresponds well with a Danish study
that found that two problems (depression and acute
stress reaction) accounted for 51% of all psychological
classifications made in Danish general practice [8].
Some argue that the established classification systems
for mental health issues are not effective and do not
improve outcomes in clinical practice [19]. This may
be especially true in general practice [20] where men-
tal health issues are common but not always labeled,
due to mild or passing symptoms that may not
develop into more severe mental illness [21,22].
Patients who received a psychological diagnosis
had a mean of 6.4 consultations during the year, com-
pared to 3.6 for patients without a psychological



diagnosis. This is higher than the total Norwegian
population with an average of 2.5 yearly consultations
in the 16-66 year age group in 2017 [18]. This corre-
sponds well with other literature showing that
patients with mental health issues see their doctor
more frequently than patients without these
issues [10,11].

The number of female patients in the material is
higher than male patients, and the women see their
doctor more often than the men, which results in
higher absolute numbers of psychological diagnoses,
consultations and we also see a higher probability for
a psychological diagnosis when visiting a GP com-
pared to the men in this material.

Strengths and limitations

This is to our knowledge the first comprehensive
study of all psychological diagnoses by GPs through
12 months in Norwegian urban general practice. We
found robust trends in our results, with statistically
significant variations between groups. As Norway is a
country where 99% of the population are listed with a
GP and less than 2% of the population change their
GP during a year [23], as well as the fact that diagno-
ses are the basis for reimbursement for the GPs from
the government, we can trust the data as reliable.

A limitation of our study is that the diagnoses itself
will not give a comprehensive description of the men-
tal health issues among patients. Sometimes, GPs will
not recognize a patient’'s mental health problem
[24,25]. We know that patients bring up several issues
during their consultations and that GPs do not always
put a psychological diagnosis to all the problems
addressed during a consultation [17,20]. The GP may
choose not to use psychological diagnoses, due to
mild symptoms and expected swift recovery, or due to
stigma towards these issues [21,26]. The chance of
detecting mental illness is found to increase with the
number of GP consultations the patient has [27,28]
and with the degree of continuity in the doctor-pa-
tient relationship [29]. This limits the generalizability
of the information. There is a risk that psychological
distress has been addressed in addition to other issues
without a diagnosis, leading to under-reporting.

Another limitation is the geographical area of
recruitment from just three boroughs in Oslo, with its
distinctive urban features, in this case including a high
number of immigrants and low socio-economical fea-
tures. This means the population may not be repre-
sentative of the population of Norway as a whole. This
study also addresses the adolescent and adult
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population of patients, not including children under
the age of 16 or the seniors above 65. If the study
included more rural areas of Norway the results could
be more representative for the total population.

We lack contributing factors such as socioeconomic
features, ethnicity, lifestyle, alcohol and other drug use
(unless there is a diagnosis of these issues) and other
variables that could have further described the
patients with psychological diagnoses in the material.

Conclusions and implications

This study addresses the importance of studying psy-
chological health problems in general practice, where
the population is different from specialized health
care. Patients often present complex issues or also dis-
tress in the early stages, and this will look different
from traditional psychiatric illness in specialized men-
tal health care. The knowledge of the burden of men-
tal health problems in general practice must be
strengthened to define evidence-based approaches for
detecting, diagnosing and treating mental disorders in
the general practice population.
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Abstract

Background: Patients with mental health problems often present with somatic symptoms when
visiting their general practitioner (GP). Somatic presentations may challenge correct diagnosing of
mental health disorders in general practice, where most of these disorders are treated.

Objective: Explore the associations between common psychological diagnoses and somatic
symptom diagnoses in Norwegian urban general practice.

Methods: A retrospective cohort study including electronic medical data from 15 750 patients
aged 16-65 years from 35 GPs in six GP offices in Oslo, Norway, during 12 months in 2014-2015.
We explored prevalences and associations between anxiety-, depression-, and stress-related
diagnoses, and somatic symptom diagnoses.

Results: Patients with anxiety-, depression- and stress-related diagnoses had a mean number of
2.9+3.6 somatic symptom diagnoses during the 12 months, compared to 1.9+2.5 for patients without
any psychological diagnoses (P < 0.001). The mean number of somatic symptoms was significantly
higher for the different psychological diagnoses viewed separately, for both sexes and different age
groups. There was an increase in probability for anxiety, depression, or stress-related diagnoses with
an increasing number of somatic symptom diagnoses during the 12 months. We found a significant
increase in somatic symptom diagnoses from ICPC-2 chapters: General and unspecified, digestive,
cardiovascular, musculoskeletal, neurological, urological, female genital disorders and social problems.
Associated symptom patterns were different for each of the included psychological diagnoses.
Conclusions: This study shows that patients with anxiety, depression- and stress-related diagnoses
present with increased and characteristic somatic symptoms compared to patients without these
diagnoses in general practice.

Lay summary

Patients in general practice often present with diffuse and unexplained symptoms that are
not always easily separated into mental or physical categories. In this study, we found that
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Key Messages

e Anxiety was associated with digestive, musculoskeletal and urological symptoms.

e Depression was associated with digestive, and musculoskeletal symptoms.

e Acute stress was associated with musculoskeletal, urinary and menstrual symptoms.
e PTSD was associated with musculoskeletal and neurological symptoms.

¢ Increasing somatic symptoms increased the probability of psychological diagnoses.

patients with anxiety-, depression- and stress-related diagnoses have more bodily symptoms
than patients without these diagnoses. We observed different bodily symptom patterns for the
various psychological diagnoses included in this study. Also, we found a higher risk of having a

psychological diagnosis with increasing bodily symptoms.

Key words: Anxiety, depression, general practice, psychological stress, PTSD, somatic symptoms

Introduction

Patients in general practice often present with diffuse and unex-
plained symptoms that do not follow the body-mind division that
characterizes the classifications of disease used in the health care
system today (1). This makes general practice the ideal environment
for exploring patients' undifferentiated symptoms and disease pat-
terns, which could readily fit both somatic and mental categories (1).

Many general practitioners (GPs) perceive somatic symptoms as
possible presentations of social or emotional distress (2), and gener-
ally find common symptoms and complaints meaningful to deal with
(3). Still, somatic symptom presentations may present a challenge for
diagnosing mental health disorders in general practice (4). A WHO
study from primary health care in 14 countries found that 69% of
patients fulfilling criteria for depression reported only somatic symp-
toms as the reason for their doctors' visit (5).

Extensive evidence suggests that mental health disorders are as-
sociated with somatic symptoms (6-8). This association seems to
be bidirectional, with an undecided theory of causation (9). Some
studies focus on mental health issues as precursors to somatic symp-
toms (10). Other studies have the opposite focus: That having som-
atic symptoms may increase the risk of developing mental health
issues (11). Some studies focus on shared etiological factors that may
independently cause the onset of mental health disorders and som-
atic health problems (12,13).

Most of the literature on the association of mental and somatic
health problems in general practice focus on depression (14,15).
There are fewer studies on anxiety and somatic symptoms in pri-
mary care settings (16), but some studies from the general popula-
tion (17,18).

There is sparse literature on symptoms of stress and somatic
symptoms in general practice. A Swedish study looked at the preva-
lence of perceived stress and associations with anxiety and depres-
sion in patients seeking primary care and found that two-thirds
of the patients expressed increased stress levels, indicating a high
degree of burnout (19). Another Swedish study looked at somatic
symptoms among patients referred from primary health care or oc-
cupational health service centers for stress-related exhaustion. They
found that 98% reported at least one somatic symptom, and 45%
reported six symptoms or more (20).

Post-traumatic stress disorder (PTSD) is well known to be asso-
ciated with somatic health problems (21), and this condition seems
to be underdiagnosed in general practice (22). This condition has
traditionally been seen in patients with severe traumatic life events,

but studies show that non-traumatic life events can also generate
PTSD symptoms (23). A systematic review on prevalence, detection
and correlates of PTSD in primary care from 2016 found increased
levels of somatic health problems among patients with PTSD (24).

This study aims to explore associations between depression-, anx-
iety- and stress-related diagnoses, and somatic symptom diagnoses in
general practice. We seek to investigate the prevalence of somatic
symptom diagnoses in patients with or without common psycho-
logical diagnoses, whether a higher burden of somatic symptom
diagnoses increases the probability of having a psychological diag-
nosis, and how individual somatic symptom diagnoses correlate with
depression-, anxiety- and stress-related diagnoses.

Methods

Design and setting

A retrospective cohort study, collecting data from six GP offices
with 35 participating GPs from the boroughs of Grorud, Stovner,
and Alna in Oslo, Norway. The recruitment of GPs was part of a
more extensive cluster-randomized controlled study, Shared Care
and Usual Health Care for Mental and Comorbid Health Problems
(25). Descriptive characteristics regarding the participating patients,
GPs and the mean number of visits are described in a previous pub-
lication (26).

Data collection

Data was collected in 2015 and included electronic medical records
for all patients with registered contact with their GP 12 months
retrospectively. Data from all patients aged 16-65 years were in-
cluded. Data from all registered patient contacts were extracted,
comprising consultations, home visits, phone calls, letters, prescrip-
tions, or interdisciplinary meetings. There were no exclusion criteria.
Variables extracted were age, sex, date of contact, type of contact,
registered diagnoses and reimbursement codes.

Diagnostic codes

Norway has a primary care system where 99% of the population
is listed with a regular GP, and less than 2% of the population
trade their GP during a year (27). The GPs are funded through a
government-aided tariff system, and registered contacts require a
diagnostic code for the medical contact to be valid for reimburse-
ment. The International Classification of Primary Care, 2nd edition
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(ICPC-2) is the diagnostic coding system used in Norwegian gen-
eral practice (28). ICPC-2 divides into chapters that cover medicine
at large. The diagnostic codes consist of one letter and two digits.
The letter indicates an organ system. The numbers 00-29 indicate
symptom diagnoses, while 70-99 indicate disease diagnoses, al-
though with some overlap. Although ICPC-2 was designed to cap-
ture both patient's reasons for encounter, primary care interventions
and data ordering in an episode-of-care structure, these potentials
are not utilized to a full extent today. The journal-systems require
the GPs to insert the diagnostic codes relevant to each individual
contact into their electronic medical records. There are no specific
requirements for the duration of health issues before a diagnosis can
be made. This is decided at the discretion of the GP.

Psychological diagnoses

The psychological diagnosis chapter in ICPC-2 aims to be a com-
prehensive collection of mental health problems presented in general
practice, ranging from symptoms such as a reduced sexual desire
to severe disorders such as schizophrenia. We focused on the most

significant types of mental health problems based on the most com-
monly occurring diagnoses in our data set (26). These included
anxiety-, depression- and stress-related diagnoses. The description
of these ICPC-two diagnoses and their corresponding International
Classification of Disease, 10th edition (ICD-10) diagnoses are de-
scribed in more detail in Online Table 1 (29).

Somatic symptoms diagnoses

Somatic symptom diagnoses refer to all the symptom diagnoses (-00-
29) from each ICPC-2 organ chapter. Additionally, we have included
diagnoses representing functional syndromes or symptom clusters
commonly associated with mental health disorders in the literature
(30). These diagnoses comprise; stomach function disorder, irritable
bowel syndrome, vertiginous syndrome, elevated blood pressure,
neck syndrome, back syndrome w/o radiating pain, back syndrome
with radiating pain, shoulder syndrome, tension headache and
hyperventilation syndrome. The description of these ICPC-2 diag-
noses and their corresponding ICD-10 diagnoses are described in
more detail in Online Table 1.

Table 1 Number of somatic symptom diagnoses for 15 750 patients aged 16-65 years in Norwegian general practice, stratified by patients
with selected psychological diagnoses,® sex and age groups (2014-2015)

Total Sex Age groups (years)
N=15750 Women Men 16-30 31-50 51-65

n=9089 n=6661 n=4505 n=7083 n=4162
Patients without psychological diagnoses, total
N 13 683 7698 5985 4028 6044 3611
S diagnoses, mean (SD) 1.9 (2.5) 2.1(2.6) 1.5(2.3) 1.6 (2.1) 2.0 (2.7) 1.9 (2.6)
Patients with psychological diagnoses, total®
N 2067 1391 676 477 1039 551
S diagnoses, mean (SD) 2.9 (3.6) 3.1(3.6) 2.4(3.3) 2.2(2.9) 3.1(3.8) 3.0 (3.6)
P-value <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001
Feeling anxious/nervous/tense
N 208 138 70 56 88 64
S diagnoses, mean (SD) 3.2(3.7) 3.5(3.9) 2.4(3.3) 2.4(3.2) 3.5 (4.0) 3.3(3.8)
P-value <0.0001 <0.0001 0.003 0.005 <0.0001 <0.0001
Acute stress reaction
N 621 463 158 156 336 129
S diagnoses, mean (SD) 2.9 (3.7) 3.0 (3.6) 2.6 (4.0) 2.1(2.3) 3.0 (3.8) 3.7 (4.5)
P-value <0.0001 <0.0001 <0.0001 0.030 <0.0001 <0.0001
Feeling depressed
N 249 164 85 72 117 60
S diagnoses, mean (SD) 3.2(3.4) 3.5(3.7) 2.6 (2.8) 2.6 (3.4) 3.2(34) 3.8(3.3)
P-value <0.0001 <0.0001 0.0002 0.0002 <0.0001 <0.0001
Anxiety disorder
N 352 227 125 84 176 92
S diagnoses, mean (SD) 2.8 (3.6) 3.1(3.4) 2.4 (4.0) 2.0 (2.5) 3.0 (4.1) 3.2(3.6)
P-value <0.0001 <0.0001 0.0003 0.106 <0.0001 <0.0001
Depressive disorder
N 914 611 303 192 460 262
S diagnoses, mean (SD) 2.8 (3.5) 3.2(3.8) 2.0 (2.5) 2.3(3.1) 3.1(3.7) 2.8 (3.3)
P-value <0.0001 <0.0001 0.007 <0.0001 <0.0001 <0.0001
Post-traumatic stress disorder
N 118 59 59 11 73 34
S diagnoses, mean (SD) 3.1(3.2) 3.6 (3.4) 2.5(3.0) 2.6 (2.1) 3.6 (3.4) 2.1(2.8)
P-value <0.0001 <0.0001 0.002 0.118 <0.0001 0.695

The P-values were calculated by a generalized linear mixed model adjusting for cluster effect on center-level. The patients without a psychological diagnosis

served as a reference for each selected psychological diagnosis group. Bold values denote statistical significance at the P < 0.05 level.
ICPC-2, The International Classification of Primary Care, 2nd edition; SD, standard deviation.

2 P-diagnoses includes the ICPC-2 diagnoses P01, P02, P03, P74, P76, P82.

b A total of 2067 patients were registered with at least one of the six selected P-diagnoses. As some were registered with more than one P-diagnosis, the six

groups' sum is higher (# = 2462) than the number of patients.
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Data analyses

Numbers were presented as frequencies and percentages or means
and standard deviations (SD) as appropriate. Generalized linear
mixed models with random effects for centre adjusting for pos-
sible cluster effect due to the hierarchical structure in the data
were estimated to perform the following analyses. The number
of somatic symptom diagnoses (S-diagnoses) between the pa-
tients with and without any psychological diagnosis (P-diagnosis)
was compared. Differences between patients with and without
individual P-diagnoses were also assessed. This analysis was
performed for all patients and stratified by sex and age groups
(1630, 31-50 and 51-65 vyears). The differences in the occur-
rence of S-diagnoses from different organ chapters and individual
most prevalent diagnoses (present among at least 1% of patients
with any of the included P-diagnoses), S-diagnoses between those
with and without (any and individual) P-diagnoses were assessed.
The association between the number of S-diagnoses and the prob-
ability for P-diagnosis was tested, and the results were illustrated
graphically as probabilities with corresponding 95% confidence
intervals (CI).

Statistical analyses were performed by SPSS v26 and SAS v9.4.
All tests were two-sided. Benjamini-Hochberg procedure was ap-
plied to control the false discovery rate due to multiple testing. The
P-values indicating significant results after this adjustment are en-
hanced with bold-face.

Results

Study sample

During the 12 months, 16 845 patients conducted 66 814 con-
sultations with a GP, either in-office or home visits. The remaining
contacts were either phone calls, letters, prescriptions, or interdiscip-
linary meetings and not included. A total of 560 patients received
anxiety-related diagnoses, 1163 patients received depression-related
diagnoses and 739 patients received stress-related diagnoses. There
were 1095 patients with other psychological diagnoses, therefore not
included, and 13 683 patients without any psychological diagnoses
during the year. This resulted in 15 750 patients included in this
study, of them 9089 women and 6661 men.

Distribution of somatic symptom diagnoses in

patients with or without psychological diagnoses

The somatic symptom distribution ranged from one diagnosis
in 4841 (29%) patients to 36 different diagnoses in one patient
during the 12 months. Patients with a psychological diagnosis
had a higher number of somatic symptoms with a mean (SD) of
2.9 = 3.6 diagnoses, compared to 1.9 = 2.5 for patients without
any psychological diagnosis during the 12 months (P < 0.001)
as presented in Table 1. We found a significant increase in the
mean number of somatic symptom diagnoses for each psycho-
logical diagnosis viewed independently for both sexes and most
age groups.

The probability for at least one psychological diagnosis increased
significantly (P < 0.0001) with an increasing number of somatic
symptoms. This probability was significantly different from zero al-
ready from one somatic symptom diagnosis during the 12 months.
When the number exceeds 26, the probability for at least one psy-
chological diagnosis was significantly higher than 0.5 and kept
increasing (Fig. 1).
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Figure 1 Probability for having anxiety-, depression- or stress-related
diagnoses with an increasing number of somatic symptom diagnoses in 15
750 patients aged 16-65 years in Norwegian general practice from 2014 to
2015 (95% ClI)

Somatic symptom diagnoses associated with
psychological diagnoses

Table 2 shows the distribution of the most common somatic diag-
nostic codes stratified by patients with or without a psychological
diagnosis, defined as diagnoses occurring in one percent or more of
the psychological diagnoses group. Online Table 2 shows the com-
plete list of the most commonly occurring individual diagnostic
codes, whereas Table 2 shows only those with a significant differ-
ence between the two groups. Online Table 3 shows the association
between the different psychological diagnoses and the different diag-
nostic chapters of the ICPC-2 classification system. Here, we see a
significant increase in social problem—diagnoses for several of the
psychological diagnoses. These are not represented in Table 2 or
Online Table 3 as they occur in less than one percent of patients with
psychological diagnoses overall.

Discussion

In this present study, we found a significant increase in somatic
symptom diagnoses for any of the included psychological diag-
noses, for both sexes and most age groups, compared to their cor-
responding group of patients without any psychological diagnoses.
This is, to our knowledge, the first study to address individual psy-
chological diagnoses and association with individual somatic symp-
toms in general practice and the first study to distinguish between
psychological symptoms and disorders.

We found that the youngest age group showed a lesser increase
in somatic symptoms than the other age groups. This was some-
what unexpected, as we know that adolescents also tend to present
to their GP with somatic symptoms when they suffer from mental
health problems (31). Their general health and functioning may be
better due to their age; however, there are limitations when studying
diagnoses alone. We know that mental health disorders tend to be
underdiagnosed in general practice for all patients, especially young
adults (31). Very few patients in this age group were diagnosed with
PTSD, too few to find significant results.

We found an even increase in probability for having a psycho-
logical diagnosis through an increasing number of somatic symptom
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Table 2. Distribution of diagnoses significantly associated with patients having a psychological diagnosis® in 15 750 patients aged 16—
65 years from Norwegian general practice (2014-2015)

ICPC-2 Diagnoses Total Without psycho- ~ With psy-  Feeling Acute stress  Feeling Anxiety Depressive  PTSD
n (%) N =15750 logical diagnosis  chological anxiety reaction depressed  disorder disorder n=118
P-value n=13683 diagnosis 7 =208 n=621 n =249 n=352 n=914
n=2067
General weakness/ 946 (6.0) 752 (5.5) 194 (9.4) 13 (6.3) 88 (14.2) 30 (12.0) 34 (9.7) 78 (8.5) 5(4.2)
tiredness <0.0001 0.531 <0.0001 <0.0001 0.0006 <0.0001 0.575
General disease NOS 354 (2.2) 280 (2.0) 74 (3.6) 8(3.8) 16 (2.6) 14 (5.6) 18 (5.1) 28 (3.1) 4(3.4)
<0.0001 0.057 0.583 0.0005 0.0002 0.017 0.274
General abdominal 749 (4.8) 596 (4.4) 153 (7.4) 19 (9.1) 43 (6.9) 22 (8.9) 27(7.7) 76 (8.3) 12
pain/cramps <0.0001 0.008 0.022 0.010 0.010 <0.0001 (10.2)
0.007
Nausea 111 (0.7) 89 (0.7) 22 (1.1) 0 4(0.6) 7 (2.8) 4(1.1) 9 (1.0) 0
0.043 0.984 0.985 0.0002 0.274 0.234 0.985
Constipation 116 (0.7) 85 (0.6) 31(1.5) 3(1.4) 9(1.4) 8(3.2) 4(1.1) 14 (1.5) 1(0.8)
0.0001 0.194 0.034 <0.0001 0.274 0.004 0.804
Eye symptom/complaint 207 (1.3) 175 (1.3) 32(1.5) 8(3.8) 11 (1.8) 1(0.4) 2 (0.6) 15 (1.6) 3(2.5)
0.645 0.008 0.433 0.188 0.216 0.704 0.313
Palpitations/awareness 138 (0.9) 104 (0.8) 34 (1.6) 6(2,9) 6 (1.0) 3(1.2) 5(1.4) 18 (2.0) 2(1.7)
of heart 0.0001 0.001 0.556 0.420 0.172 0.0003 0.261
Neck symptom/com- 675 (4.3) 553 (4.0) 122(5.9) 9 (4.3) 35 (5.6) 20 (8.0) 21 (6.0) 60 (6.6) 5(4.2)
plaint 0.0007 0.969 0.215 0.010 0.099 0.0005 0.975
Back symptom/com- 834 (5.3) 698 (5.1) 136 (6.6) 20 (9.6) 47 (7.6) 10 (4.0) 21 (6.0) 58 (6.3) 7(5.9)
plaint 0.004 0.002 0.028 0.529 0.316 0.058 0.642
Shoulder symptom/ 590 (3.7) 500 (3.7) 90 (4.4) 7(3.4) 32(5.2) 14 (5.6) 9 (2.6) 52(5.7) 2(1.7)
complaint 0.164 0.801 0.230 0.183 0.260 0.0009 0.264
Leg/thigh symptom/ 222 (1.4) 189 (1.4) 33 (1.6) 2 (1.0) 9(1.4) 10 (4.0) 5(1.4) 12 (1.3) 1(0.8)
complaint 0.528 0.572 0.868 0.003 0.993 0.901 0,612
Knee symptom/com- 735 (4.1) 630 (4.6) 105 (5.1)  6(2.9) 26 (4.2) 17 (6.8) 14 (4.0) 50 (5.5) 12
plaint 0.414 0.242 0.468 0.115 0.563 0.231 (10.2)
0.006
Foot/toe symptom/ 448 (2.8) 372 (2.7) 76 (3.7) 8(3.8) 32(5.2) 7(2,8) 8(2.3) 32 (3.5) 2 (1.7)
complaint 0.022 0.338 0.001 0.979 0.587 0.179 0.490
Muscle pain 555(3.5) 424 (3.1) 131 (6.3) 15(7.2) 34 (5.5) 10 (4.0) 22 (6.3) 61 (6.7) 10 (8.5)
<0.0001 0.002 0.005 0.395 0.001 <0.0001 0.002
Back syndrome w/o 424 (2.7) 355 (2.6) 69 (3.3) 8(3.8) 17 (2.7) 14 (5.6) 12 (3.4) 29 (3.2) 4(3.4)
radiating pain 0.083 0.335 0.834 0.003 0.364 0.409 0.654
Shoulder syndrome 531(3.4)  453(3.3) 78 (3.8) 6(2.9) 25 (4.0) 7(2.8) 19 (5.4) 34 (3.7) 9(7.6)
0.266 0.739 0.303 0.684 0.033 0.525 0.012
Headache 610 (3.9) 492 (3.6) 118 (5.7)  12(5.8) 50 (8.1) 15 (16.0) 22 (6.3) 38 (4.2) 7(5.9)
<0.0001 0.133 <0.0001 0.069 0.013 0.451 0.199
Vertigo/dizziness 431(2.7)  355(2.6) 76 (3.7) 8(3.8) 23 (3.7) 8(3.2) 16 (4.5) 36 (3.9) 3(2.5)
0.008 0.279 0.142 0.569 0.029 0.020 0.954
Tension headache 101 (0.6) 80 (0.6) 21 (1.0) 3(1.4) 8 (1.3) 2(0.8) 3(0.9) 7(0.8) 3(2.5)
0.023 0.085 0.043 0.463 0.440 0.471 0.011
Shortness of breath/ 153 (1.0) 121 (0.9) 32 (1.5) 8(3.8) 10 (1.6) 6(2.4) 3(0.9) 12 (1.3) 1(0.8)
dyspnoea 0.005 <0.0001 0.067 0.016 0.949 0.190 0.966
Urine incontinence 86 (0.5) 60 (0.4) 26 (1.3) 4(1.9) 9(1.4) 3(1.2) 5(1,4) 8(0.9) 2 (1.7)
<0.0001 0.004 0.0007 0.083 0.011 0.065 0.059
Menstruation irregular/ 120 (0.8) 91 (0.7) 29 (1.4) 3(1.4) 11 (1.8) 0 3(0.9) 16 (1.8) 0
frequent 0.001 0.206 0.003 0.984 0.697 0.0008 0.992
Breast symptom/ 127 (0.8) 103 (0.8) 24 (1.2) 1(0.5) 15 (2.4) 2(0.8) 2 (0.6) 8(0.9) 1(0.8)
complaint 0.072 0.594 <0.0001 0.993 0.658 0.836 0.943

The P-values were calculated by generalized linear mixed model adjusting for cluster effect on center-level. The patients without a P-diagnosis served as a refer-
ence for each selected P-group. Bold values denote statistical significance at the P < 0.05 level.

ICPC-2, The International Classification of Primary Care, 2nd edition; NOS, not otherwise specified; PTSD, post-traumatic stress disorder.

 P-diagnoses include the ICPC-2 diagnoses P01, P02, P03, P74, P76, P82.

diagnoses, which is in line with previous knowledge (32,33). We did The diagnosis of fatigue was significantly increased for several
not find any clear cut-off points. Somatic symptoms in general prac- different psychological diagnoses, which corresponds well with pre-
tice are so common (34) that GPs will have difficulties finding pa- vious findings (8). Several psychological diagnoses were associated
tients with undisclosed mental health problems based on the number with diagnoses of digestive health problems, although nausea and
of symptom diagnoses alone. constipation were only associated with depressive disorders and not
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anxiety disorders. A Norwegian population study from 2002 found
the opposite results: nausea and constipation were more strongly as-
sociated with anxiety disorders than depressive disorders (35).

Urinary incontinence was only associated with anxiety and not
with depression. A previous Norwegian population study found that
urinary incontinence was associated with both anxiety and depres-
sion (36).

Strengths and limitations

The Norwegian government-aided tariff system, which makes the
coding of ICPC-2-codes per contact fundamental, strengthens the
data's comprehensiveness and diagnostic coding specificity. The GP
office centers were recruited from Groruddalen in Oslo, a group of
suburbs in an urban setting with a high number of first- or second-
generation immigrants and general low socio-economic features.
These elements will affect the generalizability of the study popula-
tion. We only included patients from 16 to 635 years, excluding chil-
dren and older adults/seniors. The rationale was that older patients
and children would have features specific to their age groups, and we
focused on adolescents and adult patients in this study.

This present study addresses associations and diagnostic pat-
terns in a comprehensive group of GP patients during 12 months
in general practice. It does not address causality issues nor chrono-
logical elements. There are several uncertainties associated with
studying diagnoses in general practice. We know mental health dis-
orders tend to be underdiagnosed (37). It often depends on how
patients present their ailments to their doctor (5,38). We know that
patients often raise several issues during a consultation (39), and
we do not know how many of these issues would register with a
diagnosis during the consultation. Although, a Norwegian study
found that diagnoses in medical records correspond well with the
content of consultations (40).

Conclusions

This study shows that patients with anxiety-, depression- and
stress-related diagnoses present with increased and characteristic
somatic symptoms compared to patients without these diagnoses
in general practice. Increased knowledge on how different mental
health symptoms and disorders present in general practice is es-
sential. General practice can be an ideal environment to study the
complex inter-relationship between somatic and psychological
symptoms to better detect and treat mental health disorders in pa-
tients presenting with mixed symptoms and undisclosed mental
health issues.

Supplementary material

Supplementary material is available at Family Practice online.
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Online Table 1 Description of all presented diagnoses from The International
Classification of Primary Care, 2nd edition (ICPC-2)

Psychological diagnoses

P01 Feeling of
anxiety/nervousness/tension

Emotions that the patient conveys as an emotional or psychological
experience and cannot be attributed to a mental disorder.

Excludes: P74 Anxiety disorder.

ICD-10: R45.0 Nervousness.

P02 Acute stress

A reaction to a stressful life event or a significant change in life that
requires a major adjustment, either as an expected response to the event
or as an inappropriate response that disrupts daily coping and results in
impaired social function, with recovery over a limited period of time

Excludes: P82 Post-traumatic stress disorder, P76 Depressive disorder

ICD-10° F43.9 Reaction to severe stress, unspecified

P03 Feeling of depression

Emotions that the patient conveys as an emotional or psychological
experience and cannot be attributed to a mental disorder

Excludes P76 Depressive disorder

ICD-10: R45.2 Unhappiness

P74 Anxiety disorder

Clinically significant anxiety that is not limited to specific
environmental situations. It manifests as a panic disorder (recurrent
bouts of severe anxiety that are not limited to particular situations, with
or without physical symptoms) or as a disorder in which generalized
and persistent anxiety, which is not limited to particular situations,
occurs with various accompanying physical symptoms

Excludes P01 Feeling of anxiety/nervousness

ICD-10: F41.9 Anxiety disorder, unspecified

P76 Depressive disorder

Basic disorder in affect and mood swings towards depression. Mood,
energy, and activity levels are simultaneously lowered, along with
impaired ability to enjoy, feel interest, and concentrate. Sleep and
appetite are usually disturbed, and self-esteem is impaired

Excludes: P02 Acute stress reaction

ICD-10: F32.9 Depressive episode, unspecified

P82 Post-traumatic stress
disorder

A stressful life event followed by severe discomfort and disruption,
with a delayed or prolonged reaction. This includes flashbacks,
nightmares, emotional flattening, and anhedonia that inhibits social
function and performance, and which includes decreased mood,
anxiety, restlessness, and inability to cope, sustained over time.

Excludes: P02 acute stress reaction

ICD-10: F.43.1 Post-traumatic stress disorder




Somatic symptom diagnoses

A04 Weakness/ tiredness general

Includes: Chronic fatigue, post-viral fatigue, fatigue, exhaustion, wear
and tear

Excludes: A05 Feeling ill, A29 General symptom/complaint other, A88
Adverse effect physical factor, P06 Sleep disturbance, P29
Psychological symptom/complaint other

ICD-10: R53 Malaise and fatigue

A99 General disease NOS

Includes: Follow-up of problems NOS, disease carrier NOS

ICD-10: R69 unknown and unspecified causes of morbidity

D01 Abdominal pain/ cramps
general

Includes: Abdominal colic pain, abdominal cramps/discomfort/pain
NOS

Excludes: D02 Abdominal pain epigastric, D03 Heartburn, D06
Abdominal pain localized other, DO7 Dyspepsia/indigestion, D08
Flatulence/gas/belching, X02 Menstrual pain, U14 Kidney
symptom/complaint

ICD-10: R10.4 Other and unspecified abdominal pain

D09 Nausea

Excludes: P16 Acute alcohol abuse, W05 Pregnancy vomiting/nausea,
D02 Abdominal pain epigastric, D10 Vomiting, TO3 Loss of appetite

ICD-10: R11 Nausea and vomiting

D12 Constipation

Includes: Wedged or petrified stools
Excludes: D99 Disease digestive system, other

ICD-10: K59.0 Constipation

F29 Eye symptom/
complaint/other

ICD-10: H 57.9 Disorder of eye and adnexa, unspecified

K04 Palpitations/ awareness of
heart

Includes: Bradycardia, tachycardia
Excludes: K79 Paroxysmal tachycardia

ICD-10: R00.2 Palpitations

LO1 Neck symptom/complaint

Includes: Pain related to the cervical part of the spine/musculoskeletal
system

Excludes: NO1 Headache, NO3 Pain face

ICD-10: M54.2 Cervicalgia

L02 Back symptom/complaint

Includes: Back pain NOS, thoracic back pain
Excludes: LO3 Low back symptom/complaint

ICD-10: M54.9 Dorsalgia, unspecified

L08 Shoulder
symptom/complaint

ICD-10: M25.5 Pain in joint




L14 Leg/thigh
symptom/complaint

Includes: Leg/leg cramps
Excludes: NO4 Restless legs

ICD-10: M79.6 Pain in limb

L15 Knee symptom/complaint

ICD-10: M25.5 Pain in joint

L17 Foot/toe symptom/complaint

Includes: Metatarsal pain

ICD-10: M25.5 Pain in joint

L18 Muscle pain

Includes: Fibromyalgia, fibrositis, myalgia, panniculitis

Excludes: LO1 Neck symptom/complaint, L02 Back
symptom/complaint, L03 Low back symptom/complaint, L14 Leg/thigh
symptom/complaint

ICD-10: M79.0 Rheumatism, unspecified

L84 Back syndrome w/o
radiating pain

Includes: Degeneration in facet joints, back extension, collapsed
vertebra NOS, spondyloarthritis/spondylosis of the spine,
spondylolisthesis, spondylolysis

Excludes: LO3 Low back symptom/complaint, L86 Back syndrome
with radiating pain. L83 Neck syndrome, P75 Somatization disorder,
L86 Back syndrome with radiating pain

ICD-10: M54.5 Low back pain

L92 Shoulder syndrome

Shoulder pain with restricted movement/local tenderness/crepitation; or
periarticular calcifications in imaging

Includes: rotator cuff syndrome, adhesion capsule in the
shoulder/frozen shoulder, osteoarthritis/synovitis of the shoulder,
shoulder bursitis, tendinitis around the shoulder

ICD-10: M75.9 Shoulder lesion, unspecified

NO1 Headache

Includes: Post-traumatic headache

Excludes: NO3 Pain face, N99 Neurological disease, other, R09 Sinus
symptom/complaint, L83 Neck syndrome, N90 Cluster headache, N89
Migraine, S70 Herpes zoster, N95 Tension headache

ICD-10: R51 Headache

N17 Vertigo/ dizziness

Includes: Feeling faint, loss of balance, instability

Excludes: A88 Adverse effect, physical factor, H82 Vertiginous
syndrome, A06 Fainting/syncope

ICD-10: R42 Dizziness and giddiness

N95 Tension headache

Excludes: N90 Cluster headache, N89 Migraine

ICD-10: G44.2 Tension-type headache

RO02 Shortness of
breath/dyspnoea

Excludes: R98 Hyperventilation syndrome, R03 Wheezing, R04
Breathing problem, other




ICD-10: R06.0 Tension-type headache

U04 Incontinence urine

Includes: Enuresis of organic origin, stress incontinence, involuntary
urination

Excludes: P12 Bedwetting/enuresis

ICD-10: R32 Unspecified urinary incontinence

X07 Menstruation
irregular/frequent

Includes: Polymenorrhea
Excludes: X06 Menstruation excessive

ICD-10: N92.1 Excessive and frequent menstruation with an irregular
cycle

X21 Breast symptom/ complaint
other

Includes: Galactorrhea mastitis (not breastfeeding), mastitis (not
breastfeeding), mastopathy

Excludes: W94 Puerperal mastitis

ICD-10: N64.9 disorder of breast, unspecified

ICPC-2: The International Classification of Primary Care, 2" edition

ICD-10: International Classification of Diseases, 10™ edition

NOS: Not otherwise specified
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GPs’identification of patients with mental X
distress: a coupled questionnaire and cohort

study from norwegian urban general practice

Mina P. Dahli'", Ole R Haavet', Torleif Ruud®® and Mette Brekke'#

Abstract

Background Mental health problems are one of the leading causes of disease burden worldwide, and are mainly
diagnosed and treated in general practice. It is unclear however, how general practitioners (GPs) identify mental
health problems in their patients. The aim of this study was to explore how patients’self-reported levels of mental
distress correspond with psychological diagnoses made by their GPs, and associations with sex, age, number of
consultations, and somatic symptom diagnoses.

Methods A questionnaire study coupled with retrospective and prospective cohort data from 553 patients aged
16-65 years in six GP offices in Oslo, Norway during 21 months in 2014-2016.

Results We found that 73.3% of patients with self-reported high levels of mental distress versus only 13.3% of

the patients with low levels of mental distress had received a psychological diagnosis (p <0.01). We found an
increase in number of consultations for the group with high levels of mental distress regardless of having received a
psychological diagnosis (p <0.01). There was also an increase in number of somatic symptoms (p=0.04) and higher
number of females (0.04) in this group. 35% of patients had received one or more psychological diagnosis by their
GP. Mean CORE-10 score, being female and a high number of consultations was associated with having received

a psychological diagnosis. In the adjusted analyses high CORE-10 score and a high number of consultations still
predicted a psychological diagnosis.

Conclusions We found a clear association between self-reported mental distress and having received a
psychological diagnosis amongst the participants, and the probability for being identified increased with increasing
levels of mental distress, and increasing number of visits to their doctor. This suggests that GPs can identify patients
with high levels of mental distress in general practice in an adequate way, even though this can sometimes be a
complexissue.

Trial registration Trial registration The main study was retrospectively registered in ClinicalTrials.gov on August 10
2019 with identification number NCT03624829.

Keywords General practice, Psychological distress, Mental health, Diagnoses
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Background

Mental health problems are one of the leading causes
of disease burden worldwide [1]. These problems range
from mild distress to severe psychiatric illness. How
these patients are identified and what characterizes them
is thus important to explore, so measures can be taken to
provide adequate and high-quality care. General practice
is usually the first point of contact with the health care
system, and where the largest portion of these patients
are treated [2, 3]. General practitioners (GPs) are there-
fore in a good position to provide health care to this
group of patients.

Many studies over several decades have pointed
towards GPs’ lack of correctly identifying and treating
mental health problems in their patients [4—9]. Most of
these studies look at the extent to which GPs can diag-
nose defined mental illnesses, such as depression or
anxiety disorders [10, 11]. Fewer studies have looked at
how GPs identify general mental distress in their patients
and we have not found any studies from within the last
decade.

Mental distress refers to significant emotional upset
that is common to a range of psychological and psychi-
atric conditions. A greater proportion of primary care
patients suffer distress than suffer depression [6]. Recog-
nition of mental distress is strongly associated with man-
agement and outcome [12]. Recognized as compared to
non-recognized cases are more likely to receive adequate
health care, and have better outcomes in terms of both
mental health and social functioning [12]. The cost of
failing to diagnose and treat mental health problems can
be dramatic, as these issues result in increased utilization
of health care and lower work participation [13-15].

Improving GPs’ knowledge of their patients’ histories
and circumstances, as well as the patients’ ability and
space to communicate the entirety of their problems are
crucial components of improving health care quality [4,
5, 16, 17]. Facilitating these elements within the time lim-
its of a primary care setting and in a cost-effective man-
ner would have an enormous impact on several levels of
the health care system [18]. Some have proposed that
psychosocial assessments should be integrated into rou-
tine primary care, and studies have shown that patients
are positive towards this type of assessment intervention
[18].

In this study, we wanted to explore whether self-
reported mental distress amongst patients is related to
the probability of having received a psychological diagno-
sis in consultation with a GP. We wanted to compare self-
reported mental distress through a questionnaire survey,
coupled with diagnostic data from electronic medical
records from patients GPs. Finally, we wanted to explore
whether patients’ age, sex, number of consultations and
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number of somatic symptom diagnoses influenced on
this probability of receiving a psychological diagnosis.

Methods

Study population and participants

This study is part of a larger research project: Shared
Care and Usual Health Care for Mental and Comorbid
Health Problems, a cluster-randomized controlled inter-
vention study on the impact on patients and health care
by a shared care between GPs and mental health care ser-
vices [19-23]. This study is based on two datasets from
the baseline data in the main project. Firstly, a question-
naire study was performed during two weeks in 2015 at
six GP office centers in Groruddalen, Oslo, Norway. All
patients aged 16—65 years entering the office centers dur-
ing these two weeks were invited to fill in a questionnaire
(CORE-10) before their appointment with a doctor. All
participants were given written information about the
one-page questionnaire, available in Norwegian and Eng-
lish. They gave written consent before participation. Sec-
ondly, we collected electronic medical records from all
patients aged 16—65 from these office centers 12 months
retrospectively and nine months prospectively from
when the questionnaire study was performed. The pro-
spective period could not be extended to 12 months as it
would interfere with the intervention in the main study
[19].

The upper age limit of 65 years was set as it is the lower
age limit for geriatric patients, and they are followed up
in separate departments in specialized mental health care
and therefore not included in the main study.

In Norway, there is a system where all patients have the
right to a GP according to a list system administered by
the state through local municipalities. Over 99% of all
Norwegian citizens are registered with a GP.

Questionnaire data

The questionnaire consisted of CORE-10, a comprised
version of ten items on psychiatric symptoms drawn from
the CORE-OM questionnaire, developed to measure
mental distress for use in primary health care services
[24, 25]. CORE-10 is evaluated as a reliable and valid
instrument that is practical to use with people presenting
with common mental health problems in primary care
settings [25, 26]. We collected 845 questionnaires in total.
Of these, 215 questionnaires were excluded as they were
incomplete, or the patients were outside of the age range
(16-65 at inclusion). Another 77 were excluded because
of incomplete data or participants not being part of the
cohort of registered patients at the offices. This left 553
questionnaires included in this study. This is presented in
Fig. 1 in the Supplementary Material 1.
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Table 1 Distribution of CORE-10 scores for 553 patients aged 16-65 in Norwegian general practice in 2015-2016

CORE-10 Score Total n (%) Men (%) Women (%)
Healthy (0-5) 18 (3.3) 8(4.7) 10 (2.6)

Low level problems (>5-10) 102 (18.4) 36 (21.3) 66 (17.2)
Mild psychological distress (11-15) 202 (36.5) 61 (36.1) 41 (36.7)
Moderate distress (16-20) 41 (25.5) 43 (25.4) 98 (25.5)
Moderately severe (21-25) 67 (12.1) 7(10.1) 50(13.0)
Severe psychological distress (>26-40) 23 (4.2) 4(24) 19 (5.0)

SUM 553(100.0 169 (32.9) 384 (67.1)
Cohort data consultations and number of somatic symptom diagno-

Electronic patient records from all patients aged 16—65
years at inclusion were collected, 12 months retrospec-
tively and later nine months prospectively from the time
that the questionnaire study was performed. All regis-
tered contacts were included, as were age, sex, date of
contact, type of contact, International Classification of
Primary Care 2nd edition (ICPC-2) diagnoses [27], and
tariffs (reimbursement codes) used by the GPs. A com-
puter program was developed by the firm Mediata AS for
this project to extract data from the different GP office
centers. This included data from 16 845 patients with
direct consultations with GPs. Phone contacts, prescrip-
tions, meetings, and other types of contacts not specific
to contact with a GP directly were not included. We cou-
pled these cohort data to the questionnaire data for those
patients participating in the questionnaire study and had
given written consent. Later we extracted the same vari-
ables nine months prospectively, but now only for the
patients included in the questionnaire study.

Data management

The questionnaire data and consent forms are kept in
a safe server at Akershus University Hospital and the
cohort data in a Service for Sensitive Data platform
administrated by the University of Oslo.

Data analyses

For the “number of somatic symptoms” variable, we col-
lected all symptom diagnoses (00-29) from the ICPC-2
chapters; General and unspecified, Digestive, Musculo-
skeletal, Neurological, and Social problems, and aggre-
gated them, so each diagnosis given was registered only
once. Descriptive statistics in the form of frequencies and
percentages were used to describe categorical variables,
whereas numerical data were described by means and
standard deviations.

Mean differences between groups were accessed using
the independent t-test, whereas associations between
categorical variables were analyzed using a Chi-square
test. We performed binary logistic regression looking at
factors that were associated with having a psychologi-
cal diagnosis. The variables used in the binary regression
were; Age, sex, mean CORE-10 score, mean number of

ses. Each variable was analyzed adjusting for all the other
variables in this group. All analyses were performed using
STATA SE 16 (StataCorp, College Station, TX) and IBM
SPSS Statistics 25 (Armonk, NY), and the significance
level was set at p=0.05.

Results

Patient characteristics

A total of 553 patients were included in the study. Of
them, 384 (69.4%) were women and 169 (30.6%) were
men. The data collection process is presented in Fig. 1 in
the Supplementary Material 1. Mean age for the whole
group was 43.1 [95% CI: 41.9, 44.2] years, 42.0 [95% CI:
40.7, 43.4] years for women and 45.5 [95% CI: 43.4, 47.5]
years for men. The patients included had 11.6+7.6 mean
number of consultations with their GP during the period,
12.0+7.7 for the women, and 10.6%7.4 for the men.

The number of somatic symptom diagnoses ranged
from zero (160 patients) to 11 (one patient), the mean
number of somatic symptom diagnoses was 1.7+1.7, for
the women 1.8%1.8, and 1.4+ 1.5 for the men.

Level of mental distress

The mean CORE-10 score for all patients was 14.8+5.6;
the mean score for the women was 15.2 [95% CI: 14.6,
15.8], and the mean score for the men was 14.0 [95% CI:
13.1, 14.8]. Table 1 shows the distribution of CORE-10
scores in the sample.

Mental distress and GP assigned psychological
diagnosis

We found a clear association between the level of self-
reported mental distress and having received a psycho-
logical diagnosis amongst the participants. Figure 1
shows the marginal effects obtained from a binary logis-
tical regression model describing the probability of hav-
ing a psychological diagnosis with increasing CORE-10
scores for the participants in this study.

Of the patients with the highest levels of distress
(CORE-10 score 21-40) (n=90), 74.3% had received a
psychological diagnosis versus only 13.3% of the patients
with low levels of distress (CORE-10 score 0—10) (n=120)
(p<0.001). Comparing these two groups we found a
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Fig. 1 Associations between psychological diagnosis and CORE-10 scores among 553 patients aged 16-65 years in Norwegian general practice in

2015-2016 (95% Cl)

Table 2 Characteristics of 210 patients aged 16-65 years with
severe versus low self-reported mental distress in Norwegian
general practice

Covariates Severe mental Low mental P-val-
distress distress ue
(CORE-10scores (CORE-10
21-40) scores 0-10)
Sex: n (%) 0.04
Women 69 (32.9) 76 (36.2)
Men 21 (10.0) 44 (21.0)
Age (years):mean (SD)  44.7 (12.5) 423(133) 0.81
Number of consulta- 15.9 (94) 9.10 (6.1) <0.01
tions: mean (SD)
Psychological diagnosis 66 (73.3) 24(133) <0.01
(%)
Number of somatic 1.8(1.7) 13(1.5) 0.04

symptom diagnoses:
mean (SD)

significant difference in the number of consultations
(p<0.01), the number of somatic symptom diagnoses
(p=0.04) with both being higher in the high levels of dis-
tress group as shown in Table 2. We found no significant

differences in age, but being female was a significant fac-
tor (0.04) between the two groups.

Patient characteristics and probability of receiving

a psychological diagnosis

35% of patients received one or more psychological diag-
nosis in the period, either as a symptom (152 patients),
disorder (95 patients), or both (51 patients). Comparing
patients with or without a psychological diagnosis in the
material, we found that sex, mean number of consulta-
tions, and mean CORE-10 score was associated with
having received a psychological diagnosis, as shown in
Table 3.

The results of a binary logistic regression analysis
looking at factors associated with having a psychologi-
cal diagnosis are presented in Table 4. We found that
mean CORE-10 score was still a highly significant factor
(p<0.01) when adjusting for age, sex, number of con-
sultations and number of somatic symptom diagnoses
received. The number of consultations was still a highly
significant factor (p<0.01) when adjusting for age, sex,
mean CORE-10 score and number of somatic symptom
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Table 3 Characteristics of 553 patients aged 16-65 years with or without a psychological diagnosis in Norwegian general practice in

2015-2016
Covariates Psychological No Psychological P-value
Diagnosis Diagnosis
(n=196) (n357)
Sex: n (%) 0.04
Women 147 (26.6) 237 (42.9)
Men 8.9) 120 (21.7)
Age (years): mean (SD) 434 (12.8) 429 (14.1) 0.63
Number of consultations: mean (SD) 7) .1 (6.5) <0.01
CORE-10 score: mean (SD) 7) 148 <0.01
Number of somatic symptom diagnoses: mean (SD) 9) 6(1.6) 0.10

Table 4 Probability for a psychological diagnosis in 553 patients aged 16-65 years in Norwegian general practice in 2015-2016

Covariates Unadjusted Adjusted
OR (95% Cl) P-value OR (95% Cl) P-value

Sex (ref: Men)

Women 1.52(1.03,2.25) 0.04 31(0.84,2.04) 023
Age in years 1.00 (0.99, 1.02) 0.64 0.99 (0.98,1.01 037
Mean number of consultations 1.08 (1.05, 1.10) <0.01 07 (1.04,1.11) <0.01
Number of somatic symptom diagnoses 1.09 (0.99,1.21 ) 0.08 0.95 (0.83, 1.08) 0.40
CORE-10 Clinical score 9,(1.15,1.24) <0.01 7(1.12,1.22) <0.01

diagnoses. When adjusting for mean CORE-10 score,
number of consultations and age, sex (being female)
was no longer a significant factor giving increased prob-
ability for a psychological diagnosis compared to males.
These results presented as odds rations, show that each
additional consultation and each unit increase in CORE-
10 score significantly increased the likelihood of having
a psychological diagnosis by 7% (OR 1.07) and 17% (OR
1.17) respectively.

The CORE-10 questionnaire has one item regarding
suicidal thoughts (question 6: Do you have thought about
ending your life?). Nine patients rated themselves as hav-
ing these thoughts “most of the time’, five of these had
received a psychological diagnosis.

Discussion

We found a clear dose-response relationship between
the level of self-reported mental distress and the prob-
ability of having received a psychological diagnosis by
a GP amongst the participants. This is coherent with
other literature [4, 28]. We also found that patients with
higher levels of mental distress have more consultations
than patients with low levels of mental distress, and the
probability for having received a psychological diagnosis
increased with the number of contacts, when adjusted
for the level of mental distress, age, sex and number of
somatic symptom diagnoses.

The strength of this study is that we were able to con-
nect self-reported mental distress in patients with their
full electronic medical records from 12 months before
and nine months after the survey, including all contacts

and all diagnoses. This gives a comprehensive picture of
these patients’ contact with their GP.

There are several limitations to this study. Mainly, we
could only couple the cohort data to patients participat-
ing in the questionnaire study. We could not collect data
on the other patients declining participation, therefore
limiting our information on the comparability between
the patients who wanted to participate and those who did
not. All patients entering the doctors’ offices during the
2 week inclusion period was invited to participate. We
could have simply counted the patients declining, but we
did not. There is a possible selection bias as the patients
were recruited by the researchers in the waiting room
before a doctor’s appointment. We can theorize that
patients with high levels of mental distress would be more
likely to say “no” to participation, and patients with low
levels of mental distress more likely to participate. This
would skew our results in the direction of lower overall
mental distress amongst the participants. This study was
performed in three boroughs in Groruddalen in Oslo.
These are suburbs with a high level of immigrants and
low socioeconomic level compared to other areas of Oslo
and Norway as a whole. We can also assume that patients
with little Norwegian or English language skills would be
more likely to decline participation, and therefore reduce
the number of immigrant patients even though all infor-
mation was available in English and Norwegian.

The CORE-10 questionnaires ask participants to
include how they have felt the last week. We do not know
their stress debut, duration, whether it was a short reac-
tive state, related to a specific life event, or as a part of a
larger psychiatric condition or other physical illness. We
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do not know whether patients were in early stages, or at
the tail end of their illness and follow up. This is why we
included a large cohort to explore patterns both before
and after the survey was performed.

There are several factors to consider when exploring
the complexities of psychological diagnosis in general
practice. GPs are tasked with determining the nature of
patients’ mental distress and providing appropriate care.
Sophisticated consulting skills are required to differenti-
ate a wide range of symptoms from a complex narrative
in a short amount of time, as the patient’s experience and
description of symptoms do not follow the body-mind
divide that characterizes the classification of disease in
the health care system today [29].

Distinctions between “normal” mental distress and psy-
chiatric disorders are not always clear-cut; they depend
on how these disorders are conceptualized, for both
patients and doctors [16, 30]. Patients’ specific beliefs
about their presenting symptoms play an important role
in predicting GPs’ recognition and treatment of mental
distress [4, 5]. Not all patients with less severe symp-
toms of psychological distress may want to or need to be
treated [31]. Some patients may present symptoms due to
short-term adjustment disorders that might not require
intervention, but overlap with symptoms of mental disor-
ders. Patients may disguise or underplay their symptoms
because of the stigma of disclosure or differing beliefs
about their presenting symptoms may affect how they are
disclosed [4, 5, 32]. This is particularly apparent during
initial visits to the GP before a trusting relationship has
been established [32].

Patients tend to present with somatic presentations of
mental distress in general practice [33]. Most GPs are
cautious not to miss a life-threatening organic condi-
tion or serious somatic illness when presented with vary-
ing somatic symptoms [33]. They will tend to investigate
somatic symptoms first, and risk becoming focused on
possible organic disease instead of considering mental ill-
ness when patients present with somatic distress [29, 32].

What is the “gold standard” for diagnosing different
mental health disorders in primary care? Different instru-
ments for “screening” and diagnosing mental illness show
differing results when compared [34]. There are also dif-
fering perspectives amongst GPs and psychiatric special-
ists in this area [35—40]. A Danish qualitative study from
2014 found that for depression, psychiatrists regarded
the diagnosis as a pragmatic and agreed construct, and
did not question its validity. GPs considered depression
as more of a “gray area” and questioned the clinical utility
in general practice. GPs were also more skeptical about
instruments that they felt could be misleading [37]. For
patients that present with symptoms that are perhaps
not included as part of a psychiatric disorder, GPs may
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refrain from setting a psychiatric diagnosis, even when
they suspect one [39, 41].

Increasing recognition of mental health problems
does not necessarily correspond to better outcomes for
patients, as increased recognition only helps if GPs and
other parts of the health care system have the skills and
resources to deliver adequate interventions once the
patients are identified [42].

Conclusion

Our study shows that GPs are largely able to identify
mental distress in patients, but there are many unknown
factors when it comes to identifying mental distress and
mental health problems in general practice still. We need
further research as this group of patients and their care
has such a large impact on our health care system.
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APPENDIX

Figure 1. Collection of questionnaire data for 553 patients in Norwegian general practice in
2015-2016
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Du kan bidra ved a fylle ut et kort spgrreskjema om
din helsetilstand, og om helsetilbudet slik det er na

Tverrfaglige helseteam kan sammen med fastlegen

gi et utvidet helsetilbud knyttet til legesentre
e Slike helseteam skal prgves ut i Groruddalen
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e Du kan ta med informasjonsarkene om du gnsker det
e Du far et kort spgrreskjiema om 3 maneder og 9 maneder
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Forespgrsel om deltakelse i forskningsprosjektet:
Samarbeid mellom fastleger og andre helsetjenester

Bakgrunn og hensikt

Dette er et spgrsmal til deg om a delta i en forskningsstudie som gjennomfgres i bydelene i
Groruddalen i 2015. Vi vil undersgke hvordan samarbeidet er mellom fastleger og andre
helsetjenester er, og saerlig hvordan psykiske helseplager eventuelt i kombinasjon med andre
helseplager ivaretas. | en seinere del av prosjektet vil vi undersgke om et tett samarbeid mellom
fastleger og et tverrfaglig helseteam gir et bedre helsetilbud enn dagens praksis, og om
pasientene da blir mer forngyd med tilbudet.

Hva innebaerer studien for deg?

Deltakelse i studien innebaerer at du fyller ut et kort sp@rreskjema om hvor forngyd du er med
helsetilbudet, og om din generelle og psykiske helsetilstand. Vi vil gjerne sende deg et lighende
sporreskjema ogsa om 3 og 9 maneder for a se hvordan din situasjon er da. Vi ber deg ogsa om
samtykke til 3 fa opplysninger fra eventuell kontakt med Akershus universitetssykehus og fra
noen offentlige registre (NAV, HELFO, Reseptregisteret) for de neste 9 manedene og det siste
aret.

Mulige fordeler og ulemper
Du vil kunne fa et bedre helsetilbud. Du forplikter deg til a svare pa et kort spgrreskjema na og
om 3 og 9 maneder.

Hva skjer med informasjonen om deg?

Du er en av flere hundre som deltar i studien. Opplysningene om deg vil bli avidentifisert, og de
skal bare brukes av forskerne i studien. Alle navn slettes etter at vi har mottatt spgrreskjiemaene
om 9 maneder. Du vil ikke kunne gjenkjennes i resultatene som publiseres fra studien. Du har rett
til a fa se hvilke opplysninger som er registrert om deg, og du har rett til 3 fa korrigert eventuelle
feil i opplysningene. Dersom du trekker deg fra studien, kan du kreve a fa slettet opplysningene
om deg dersom de ikke er tatt i bruk i analyser.

Frivillig deltakelse

Deltakelsen i undersgkelsen er frivillig. Det vil ikke ha noen innvirkning pa helsetilbudet ditt
dersom du ikke gnsker a delta. Du kan nar som helst trekke deg fra studien, og du trenger ikke a
oppgi noen grunn for det.

Akershus universitetssykehus er ansvarlig for studien i samarbeid med Universitetet i Oslo og
andre kompetansesentre og brukerorganisasjoner. Dersom du gnsker a8 motta informasjon om
resultatene fra studien, kan du sende beskjed med din adresse til prosjektleder.

Prosjektleder for studien er professor Torleif Ruud, torleif.ruud@ahus.no, tlIf 975 46 760.
Adresse: FOU-avdeling psykisk helsevern, Akershus universitetssykehus, 1478 Lgrenskog

Tusen takk for hjelpen! Med vennlig hilsen, Torleif Ruud (prosjektleder)


mailto:torleif.ruud@ahus.no

Samtykke

Jeg er villig til a delta at i studien om Samarbeid mellom fastleger og andre helsetjenester.

(Sted og dato)

(Underskrift)

(Navn med store bokstaver)

(Adresse)

(Fedselsnummer — 11 siffer)

Skriv her dersom du helst vil motta elektronisk spgrreskjema om 3 og 9 maneder:

E-postadresse:

Mobiltelefon:




Ahus FOU-avd PHV Pasient

Dato Sparreskjema til pasienter hos fastlegen 2015
| lgpet av den siste uken . . . (Sett ett kryss pa hver linje) Aldri Sielden Avogtl Ofte hgllgsttizgn
Har jeg folt meg anspent, engstelig eller nervas D D D D D
Har jeg felt at jeg hadde noen a statte meg til nar jeg trengte det D D D D D
Har jeg felt meg i stand til & takle det nar noe har gatt galt [ ] [ ] [ ] [ ] [ ]
Har det & snakke med folk veert for mye for meg D D D D D
Har jeg folt redsel eller panikk l:] l:] l:] D D
n Har jeg lagt planer for a gjere slutt pa livet mitt [] [ ] [] [] []
Har jeg hatt problemer med & sovne eller har vaknet fort igjen D D D D D
n Har jeg fglt meg fortvilet eller uten hap l:] l:] l:] D D
n Har jeg falt meg ulykkelig D D D D D
0} Har ugnskede bilder eller minner plaget meg D D D D D
Mine helseproblemer gar ut over de(tsje?tge?tkl?rlygjszgg Esgrdl:antjgelder .. Irl:(lztleelt(;(tatt Litt Endel Mye Sveertmye
N8 Arbeid eller utdanning [ ] [ ] [ ] [ ] [ ]
Matlaging, husarbeid, annet & gjare i hjemmet [] [] [] [] []
KB Sosiale fritidsaktiviteter sammen med andre [ ] [ ] [ ] [ ] [ ]
Private fritidsaktiviteter som jeg gjar alene [] [ ] [] [] []
Y Kontakt og forhold til familie og andre [ ] [ ] [ ] [ ] [ ]
Hvor fornoyd er dumed fastlegen? - mver e mi;gﬁgy ; Misfornayd Badelog Fornayd f(?rvna;;td
Hvor raskt du far hjelp [ ] [ ] [ ] [ ] [ ]
v Hvordan du blir mgtt og respektert [ ] [ ] [ ] [ ] [ ]
kJ Om du far den hjelpen du trenger [ ] [ ] [ ] [ ] [ ]
Hvor forngyd er du med psykisk helsevern ved Ahus, om du | Har ikke Svert ... . Svaert
har hatt kontakt siste 12 maneder? (DPS, BUP, andre) hatt slik misforngyd Misforngyd Bade/og Forngyd fomayd
Sett ett kryss pa hver linje kontakt
BTY Hvor raskt du far hjelp [ ] [ ] [ ] [ ] [ ] [ ]
Hvordan du blir mett og respektert [] [] [] [] [] [ ]
Om du far den hjelpen du trenger [ ] [ ] [ ] [ ] [ ] [ ]
Hvordan helsetjenestene samarbeider [ ] [ ] [ ] [ ] [ ]
Om helsetjenestene forstar din situasjon [ ] [ ] [ ] [ ] [ ]
Hvor nyttig den samlede hjelpen er for deg [ ] [ ] [ ] [ ] [ ]
pIY Alt i alt, hvor forngyd er du med livet ditt slik det er n&? [ ] [ ] [ ] [ ] [ ]

Vennligst kontroller at du har svart pa alle spgrsmalene. Lever skjemaet i vedlagte konvolutt. Tusen takk!



Do you want
better health
services?

You may contribute by filling in a short questionnaire
regarding your health and your present health care

Multidisciplinary health teams may together with the

GP (fastlege) give an extended health care
e Such health teams will be tried in Groruddalen
e You may contribute in a study on the health care

You take part in the study by doing this:
e Give your written consent to your GP (fastlege) or secretary
e Fillin the questionnaire, put it in an envelope in the available box

e You may keep the pages with information on the study
e You will receive a similar short questionnaire in 3 and 9 months

Akershus ,h‘g UNIVERSITETET
universitetssykehus vy s 1 0SLO



Request to participate in the research project:
Cooperation between GPs and other health services

Background and purpose

This is a question for you to participate in a research study carried out in Groruddalen in 2015.
We will study the cooperation between GPs (fastleger) and other health services, and particularly
how mental health problems possibly in combination with other health problems are taken care
of. In a later part of the project we will study whether close collaboration between GPs (fastleger)
and a multidisciplinary health team provides a better health care than current practice, and
whether the patients then will be more satisfied with the health care.

What does the study involve for you?

Participation in the study involves filling in a short questionnaire about your satisfaction you’re
your health care, and about your general and mental health. We will like to send you a similar
guestionnaire 3 and 9 months from now to see how your situation is then. We also ask you for
consent to get information on any contact with Akershus University Hospital and from some
public registers (NAV, HELFO, Reseptregisteret) for the next nine months and the past year.

Possible advantages and disadvantages
You may get better health care. You agree to answer a short questionnaire now and 3 and 9
months from now.

What happens to the information about you?

You are one of several hundreds who participate in the study. The information about you will be
de-identified and they will only be used by researchers in the study. All names are deleted after
we have received questionnaires 9 months from now. You will not be recognized in the results
published from the study. You have the right to see what information is collected about you, and
you have the right to correct any errors in the information. If you withdraw from the study, you
can claim to have the information about you deleted, unless it is already used in data analyses.

Voluntary participation

Participation in the survey is voluntary. It will have no impact on your health care if you do not
want to participate. You may at any time withdraw from the study, and you do not have to give
any reason for it.

Akershus University Hospital is responsible for the study in collaboration with the University of
Oslo, other centers of expertise and user organizations. If you wish to receive information on the
results of the study, please send a message with your address to the project manager.

Project manager for the study is Professor Torleif Ruud, torleif.ruud@ahus.no, tel 975 46760.
Address: Research Department Mental Health, Akershus University Hospital, 1478 Lgrenskog

Thanks you very much for your help! Sincerely, Torleif Ruud (project manager)


mailto:torleif.ruud@ahus.no

Consent

| am willing to participate in the study Cooperation between GPs and other health services.

(Place and date)

(Signature)

(Name in CAPTIAL LETTERS)

(Address)

(National identity number)
(Date, month and year of birth (6 digits) and personal number(5 digits))

Write here if you prefer to receive the short questionnaire in 3 and 9 months as an electronic
guestionnaires for computers, tablets or smart mobile phones:

E-mail address:

Mobile Phone:




Ahus FOU-avd PHV Patient
Date Questionnaire to GP patients 2015

Only Some- Often Most of
occasionally  times the time

[ ] [ ] [

Over the last week . . . (Mark one box on each line) Not at all

| have felt tense, anxious or nervous

[ ]

| have felt | have someone to turn to for support when needed
| have felt able to cope when things go wrong

Talking to people has felt too much for me

| have felt panic or terror

n I made plans to end my life

I have had difficulty getting to sleep or staying asleep

n | have felt despairing or hopeless

HRER NN RN NN
HNERENEE RN NN
HNERENER RN NN
HENERENER RN ENENE
HNER NN R RN NN

n | have felt despairing or hopeless

i0l Unwanted images or memories have been distressing me

[]
[]
[]
[]
[]

Very
severely

Work or education [ ] [ ] [ ] [ ] [ ]
Cooking, housekeeping, other household tasks [] [] [] [] []
Social or leisure activities together with others [ ] [ ] [ ] [ ] [ ]
Private leisure activities alone / by myself [ ] [ ] [ ] [ ] [ ]

My health problems affect my daily activities regarding . . .

Mark one box on each line Notatall Slightly Definitely Markedly

iBJ Contact and relationships with family and others [ ] [ ] [ ] [ ] [ ]
How satisfied are you with your GP (fastlege)? Very Dis- _ Very
Mark one box on each line ~ dissatisfied satisfied COU/aNd Satsfed - oicfied

UGl How quickly you get help D D D D D
i@ How you are met and respected D D D D D
kRSB If you get the help you need D D D D D

How satisfied are you with Ahus mental health services No such Very Dis- L Very
(DPS, BUP, others), if you such had contact last 12 months? | ontact |dissatisfied satisfied Both/and Satisfied sl
Mark one box on each line

ikl How quickly you get help D D D D D D
Pl How you are met and respected D D D D D D
bl If you get the help you need D D D D D D

How satisfied are you with your total health care, all in all? _ Very Dis- o hjand Satisfied VY
Mark one box on each line  dissatisfied satisfied satisfied

vZd How your health services collaborate (work together) [ ] [ ] [ ] [ ] [ ]

PRl If the health services understand your situation D D D D D

How useful your total health services are for you D D D D D

Pl All in all, how satisfied are you with your life as it is now? [ ] [ ] [ ] [ ] [ ]

Please check that you have answered all questions. Put the form in an envelope and in the box. Thank you very much!



Prosjektsgknad Skjema for sgknad om godkjenning av forskningsprosjekt i de
regionale komiteer for medisinsk og helsefaglig forskningsetikk (REK)

Dokument-id: 459270 Dokument mottatt 04.03.2014

Er felles primerhelsetjeneste og psykisk helsevern bedre enn
naverende praksis for personer med psykiske og andre sykdommer?
Cluster randomisert studie

1. Generelle opplysninger

a. Prosjekttittel

Er felles primeerhelsetjeneste og psykisk helsevern bedre enn ndvaerende praksis for personer med psykiske
og andre sykdommer? Cluster randomisert studie

Is shared primary and mental healthcare better than current practice for people with mental and comorbid
illnesses? Cluster randomized trial

b. Prosjektleder

Nawn:

Akademisk grad:
Klinisk kompetanse:
Stilling:
Hovedarbeidssted:

Arbeidsadresse:

Postnummer:
Sted:
Telefon:
Mobiltelefon:

E-post adresse:

c. Forskningsansvarlig

1. Forskningsansvarlig

Institusjon:
Kontaktperson:

Stilling:

Torleif Ruud

Dr.med.

Spesialist i psyKiatri
Avdelingssjef/professor
Akershus universitetssykehus
Avdeling forskning og utvikling
Divisjon psykisk helsevern
1478

Larenskog

67968773

97546760

torleif.ruud@ahus.no

Akershus universitetssykehus
Stein Vaaler

Adm direktar
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Telefon: 02900
Mobiltelefon: 99156690

E-post adresse: stein.vaaler@ahus.no

d. Andre prosjektopplysninger

Initiativtaker til prosjektet er prosjektleder eller forskningsansvarlig (bidragsforskning)

e. Prosjektmedarbeidere

1. Prosjektmedarbeider

Navn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

2. Prosjektmedarbeider

Navn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

3. Prosjektmedarbeider

Navn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

4. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

5. Prosjektmedarbeider

Ajmal Hussain
Overlege/forsker

Akershus universitetssykehus
PhD

Prosjektmedarbeider

Jorun Rugkésa

Seniorforsker

Akershus universitetssykehus
PhD

Prosjektmedarbeider

Nick Kates

Professor

McMaster University, Canada
PhD

Prosjektmedarbeider

Swvein Gjelstad
Fastlege, forsker
Universitetet i Oslo
PhD

Prosjektmedarbeider
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Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

6. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

7. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

8. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

9. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

10. Prosjektmedarbeider

Nawvn:

Stilling:
Institusjon:
Akademisk rolle:

Prosjektrolle:

Hilde Luras

Forskningssjef

Akershus universitetssykehus
PhD

Prosjektmedarbeider

Anne Signe Landheim
Forskningsleder

Kompetansetjenester for ROP lidelser
PhD

Prosjektmedarbeider

Dagfinn Bjgrgen
FOU- leder
Erfaringskompetanse
Erfaringskompetanse

Prosjektmedarbeider

Ole Rikard Haavet
Fastlege, forsteamanuensis
Universitetet i Oslo

PhD

Prosjektmedarbeider

Mette Brekke
Fastlege, professor
Universitetet i Oslo
PhD

Prosjektmedarbeider

Inger Cathrine Kann
Seniorforsker

Akershus universitetssykehus
PhD

Prosjektmedarbeider
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11. Prosjektmedarbeider
Navn: Inger Cathrine Kann
Stilling: Seniorforsker
Institusjon: Akershus universitetssykehus
Akademisk rolle: PhD

Prosjektrolle: Prosjektmedarbeider

2. Prosjektopplysninger

a. Formal
Prosjektleders prosjektbeskrivelse

Prosjektet vil undersgke effekten av en norsk tilpasning av en kanadisk modell med et tverrfaglig helseteam
med fagpersoner fra primeerhelsetjenesten og psykisk helsevern som samlokaliseres og samarbeider tett med
fastleger. Vi vil kombinere data fra pasienter om deres psykiske helse og tilfredshet med helsetjenesten, og
registerdata om pasienter og bruk av tjenester fra fastleger, psykisk helsevern, kommunenes helsetjeneste og
NAV. Seks legesentre med 24 fastleger fra tre bydeler i Groruddalen rekrutteres til prosjektet. Farste deler
en studie av dagens praksis. Pasientforlap undersgkes ved kombinasjon av data fra de nevnte helsetjenestene.
I andre del brukes data fra farste del til & identifisere behov for bedre samhandling, og a utforme og
implementere en norsk modell med felles helseteam. Tredje del av prosjektet er en cluster randomisert studie
for & se om modellen med felles helseteam (ved tre legesentre) gir mer effektivt helsetiloud enn dagens
praksis.

b. Forskningsdata
Registerdata
Nye helseopplysninger

Psykiske helseproblemer, bruk av rusmidler, kjgnn, alder, livssituasjon. tilfredshet med helsetjenester

¢. Forskningsmetode

Statistiske (kvantitative) analysemetoder
Sparreskjerma

Begrunnelse for valg av data og metode

Vignsker gnsker informasjon direkte fra pasienten om deres helsetilstand og deres tilfredshet med
helsetjenestene.

d. Utvalg
Pasienter/klienter
Pasienter som oppsaker fastleger.

Studien gjelder i hvilken grad pasienters psykiske problemer oppdages av fastlegen, hvordan deres
helsetiloud blir i primeerhelsetjenesten og psykisk helsevern under ulike forhold, og hvordan de er tilfreds
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med den tjenesten de mottar.

e. Antall forskningsdeltakere

Antall forskningsdeltakere i Norge 1350
Se prosjektbeskrivelsen.
Styrkeberegning

Se prosjektbeskrivelsen.

Serskilte prosjektopplysninger

Registerdata
Regionalt eller lokalt helseregister
NAV, HELFO
Se detaljert oversikt i eget vedlegg.
Pasientjournal

Pasientenes journal hos fastlegen
Pasientenes journal ved Akershus universitetssykehus, Divisjon psykisk helsevern

Se eget vedlegg med detaljert oversikt.
Kobling mellom registre

Se redegjorelse i vedlegget om registerdata og koblinger.

3. Informasjon, samtykke og personvern

Samtykke innhentes for alle data
Spesifikt informert aktivt skriftlig samtykke
Beskrivelse av rekrutteringsprosedyre

Ber pasientene som fyller ut sparreskjema om samtykke til & koble deres opplysninger til data fra
pasientjournaler og registerdata.

Det sgkes om godkjenning for ikke & innhente samtykke for utvalgte data

Ber om godkjenning til & koble registerdata og f& anonymiserte filer for analyse. Se detaljert redegjgrelse i
vedlegg om dette.

Begrunnelse for ikke & innhente samtykke:
Anonymiserte data

Det er gnskelig & undersgke pasientforlgpt for en 12 maneders cohort av pasienter hos de 24 fastlegene i
prosjektet, og det er vanskelig & innhente samtykke fra alle disse. Se forgvrig prosjektbeskrivelse og eget
vedlegg om bruk av dataregistre.
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Det sgkes om dispensasjon fra taushetsplikt
Se forrige punkt.
Vi kjenner ikke navn pa de det gjelder.

Opplysningene blir anonymisert eller avidentifisert far analyse

4. Forskningsetiske utfordringer ved prosjektet

a. Fordeler
Denenkelte prosjektdeltaker

Den enkelte pasient i farste delstudie (WP1) om navaerende praksis vil ikke fa noe endret helsetilbud pa
grunn av studien. En del pasienter i siste delstudie (WP3) om utpraving av et felles helseteam forventes &
kunne gi forbedret helsetiloud til en del pasienter.

Grupper av personer

Framtidige pasienter som far tilbud om hjelp fra felles helseteam som er den modellen for tett samhandling
som prosjektet vil prgve ut, samt fremtidige pasienter hos fastleger som far gkt bevissthet og gkt kompetanse
pa & identifisere psykiske problemer hos pasienter.

Bedre identifisering, behandling og oppfalging av psykiske problemer.
Samfunnet

Utprgving og dokumentasjon av en samhandlingsmodell som er i samsvar med intensjonene i
Samhandlingsreformen, og har som hensikt & gi hjelp til flere, identifisere og komme til med behandling
tidligere i utvikling av psykiske problemer, og gke effektivitet og ressursutnyttelse i behandling av de mest
utbredte psykiske problemer.

Vitenskapen

Ny kunnskap om nytten av en systematisk modell for tett samhandling mellom primerhelsetjenesten og
psykisk helsevern, og kunnskap om hva som fremmer og hemmer implementeringen av denne
samhandlingsmodellen.

b. Ulemper
Denenkelte prosjektdeltaker

Bruk av tid og eventuelt ubehag ved & fylle ut et sparreskjema pa en side med blant annet 10 spgrsméal om
psykiske problemer, som fylles ut ved besgk hos fastlegen og 3 og 9 maneder seinere.

Grupper av personer

Ser ingen grupper som vil belastes utover de pasientene som velger & samtykke i a fylle ut sparreskjema.
Ingen

Samfunn og miljo

Ser ingen ulemper for samfunn eller miljg.

c. Tiltak

Ingen.
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d. Forsvarlighet

Ut fra at belastningen ved a fylle ut det korte sparreskjemaet anses som sveert begrenset, og nytten av
prosjektet kan bli stor for store grupper av pasienter, anses det som faglig og etisk forsvarlig & gjennomfiare
prosjektet.

5. Sikkerhet, interesser og publisering

a. Personidentifiserbare opplysninger

Opplysninger som registreres i prosjektet er direkte personidentifserbare - 11-sifret fadselsnummer

b. Internkontroll og sikkerhet

Personidentifiserbare opplysninger oppbevares:
Innelast

Midlertidig oppbevaring av identifiserbare utfylte sparreskjema og datafiler med identifikasjon for kobling
og anonymisering, vil skje ved nedlasing i stalskap.

Anonymiserte datafiler etter kobling vil bli oppbevart pa dedikert forskningsserver ved Akershus
universitetssykehus uten tilkobling til internett.

P4 institusjonens server

¢. Forsikringsdekning for deltakere
Pasientskadeerstatningsloven
Forsikring anses ungdvendig

Prosjektet innebaerer ikke gjennomfaring av spesifikke intervensjoner, men en utprgving og testing av nytten
av & organisere en tettere samhandling mellom eksisterende helsetjenester om pasienter med psykiske
problemer.

d. Vurdering av andre instanser
Internt personvermombud
Dataleverandgr

Fastlegene som deltar i prosjektet og gir tilgang til sine pasientdata.
Akershus universitetssykehus som deltar og gir tilgang til sine pasientdata.
NAV som dataleverandgr.

e. Interesser

Finansieringskilder

Side 7av9



Prosjektet har mottatt 1,5 mill kroner i oppstartingsmidler for forskningen fra Helse Ser@dst RHF. De ulike
involverte prosjektmedarbeidere bruker egen tid som en del av sitt ordineere arbeid. Prosjektet har sendt
sgknad til Norges forskningsrad (programmet HELSEOMSORG) om midler til to stipendiater (en for WP1
og en for WP3) og noe driftsmidler. Det vil bli sendt sgknad til Akershus universitetssykehus om noe
driftsmidler.

Godtgjering til institusjon

Ingen.

Honorar prosjektleder/-medarbeidere

Ingen.

Kompensasjon for forskningsdeltakere

Flakslodd?

Eventuelle interessekonflikter for prosjektleder/-medarbeidere

Ingen.

f. Publisering
Det er ikke restriksjoner med hensyn til offentliggjering og publisering av resultantene fra prosjektet

Resultatene publiseres som vitenskapelige artikler i norske og internasjonale tidsskrifter, og presenteres i
konferanser, kongresser og seminarer for fagfolk og for allmennheten. Fastleger og andre tjenester som deltar
vil fa tilbakemelding i form av profiler for sin praksis og kan se den i forhold til andre tilsvarende tjenester og
pasientenes samlede bruk av helsetjenester. Resultatene vil ogsa bli formidlet til ledere innen helsetjenestene
og til helsemyndighetene, og de vil bli gjort kjent pa hjemmesider for tjenestene og for brukerorganisasjoner.
Dersom modellen med felles helseteam viser seg a vaere vellykket, vil en ogsa formidle erfaringer til andre
steder som gnsker & ta modellen i bruk.

h. Tidsramme

Prosjektstart 01.04.2014

Prosjektslutt 30.06.2018

Etter prosjektslutt skal datamaterialet anonymiseres

Anonymiserte datafiler vil bli oppbevart med tanke pa videre publisering og eventuell sammenligning med
framtidige materialer.

6. Vedlegg

# Type Filnavn Lagt inn dato
1. Spgrreskjema Shared care spgrreskjema Utkast 2014 0304.pdf 04.03.14

2. @vrige vedlegg Shared care Variabler 2014 0304.pdf 04.03.14

3. Foresparsel om deltakelse Shared care Samtykkeskjema 2014 0304.pdf 04.03.14

4. CV for prosjektleder CV and publications Ruud.pdf 02.03.14

5. Forskningsprotokoll Project description Shared care ES524452.pdf 02.03.14
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7. Ansvarserklaering

Jeg erklerer at prosjektet vil bli gjennomfgrt i henhold til gjeldende lover, forskrifter og retningslinjer
Jeg erklerer at prosjektet vil bli gjennomfart i samsvar med opplysninger gitt i denne sgknaden

Jeg erklzrer at prosjektet vil bli gjennomfart i samsvar med eventuelle vilkar for godkjenning gitt av
REK eller andre instanser
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Q)REK

REGIONALE KOMITEER FOR MEDISINSK 0G HELSEFAGLIG FORSKNINGSETIKK

Region: Saksbehandler: Telefon: Var dato: Var referanse:
REK sgr-gst Anette Solli Karlsen 22845522 07.04.2014 2014/435/REK sgr-gst
A
Deres dato: Deres referanse:
04.03.2014

Var referanse ma oppgis ved alle henvendelser

Torleif Ruud
Avdeling forskning og utvikling, Divigon psykisk helsevern, Akershus universitetssykehus

2014/435 Er felles primaer helsetjeneste og psykisk helsevern bedre enn navaerende praksis for
personer med psykiske og andre sykdommer? Cluster randomisert studie
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27.03.2014. Vurderingen er gjort med hjemmel i helseforskningsloven § 10, jf. forskningsetikklovens § 4.

Prosjektbeskrivelse

Formalet med prosjektet er & undersgke hvorvidt en norsk tilpasning av en kanadisk modell med tverrfaglig
helseteam kan gi et mer effektivt helsetilbud for personer med psykiske og andre sykdommer. Teamene skal
bestd av fagpersoner fra primaarhel setjenesten og psykisk helsevern som samlokaliseres og samarbeider tett
med fastleger.

Studien er delt i tre arbeidspakker, WP1-WP3.

| WP1 skal ndvagrende praksis kartlegges ved & undersgke pasientforlgp i en klinisk kohort som beskrevet
nedenfor. | WP2 skal det brukes data fra WP1 til &identifisere behov for bedre samhandling og & utforme og
implementere en norsk modell med felles helseteam. WP3 er en cluster randomisert studie der man skal
undersgke om modellen med felles helseteam gir et mer effektivt helsetilbud enn dagens praksis.

Seks legesentre med 24 fastleger fratre bydeler i Groruddalen er planlagt rekruttert til prosjektet.
Deltakerne skal delesi to kohorter; omtalt som klinisk kohort og registerkohort.

Det totale antall deltakere i den kliniske kohorten er angitt til omlag 1350 pasienter.

Deltakere i den kliniske kohorten skal rekrutteres forlgpende over 4 uker fra seks ulike legesentre. For disse
skal det gjares en samtykkebasert innhenting av definerte opplysninger fra fastlegejournal, NAV/HELFO
samt Akershus Universitetssykehus prospektivt 9 maneder etter inklusjon. Disse skal samtidig utfylle
sparreskjemaer om blant annet psykisk helse, alkohol/rusmidler samt tilfredshet med de tjenester de har
mottatt. Skjemaene skal utfylles 3 ganger i samme tidsrom. Deltakerne honoreres med flaxlodd.

Som deltakere i registerkohorten sgkes det om dinkludere alle pasienter som har vaat til konsultasjon hos de
24 deltakende fastleger de siste 12 maneder. Det sgkes om dispensasjon til &innhente opplysninger uten
pasientens samtykke fra samme tidsrom fra fastlegejournal, NAV/HELFO og Akershus Universitetssykehus.
Av sgknadsskjemaet fremkommer det at man i prosjektet ansker a koble mot datai reseptregisteret.
Prosjektleder har opplyst under saksforberedelsene at denne koblingen ikke er aktuell grunnet registerets
pseudonymitet.

Vurdering

Progjektet kan potensielt bidratil &innhente ny kunnskap om hvorvidt samhandling mellom
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primaarhel setjeneste og psykisk helsevern kan bidratil et forbedret behandlingstilbud for denne gruppe
pasienter.

Det er imidlertid utfordrende a skille mellom hva som er planlagt inkludert i de ulike arbeidspakkene fra
segknad og protokaoll.

Komiteen forstér prosjektet som en registerstudie uten planlagte intervensjoner. Imidlertid omfatter
prosjektet en rekke registerkoblinger som tilsier at progjektet faller innenfor helseforskningslovens
virkeomrade og dermed er fremleggingspliktig for REK.

For den delen av studien som omtales som registerkohort planlegges det &innhente opplysninger frajournal
og registre uten deltakernes samtykke. REK kan gi adgang til bruk av hel seopplysninger innsamlet i
helsetjenesten til bruk i forskning uten hinder av taushetsplikt, jf. helseforskningsloven § 35. Dette kan bare
skje dersom glik forskning er av vesentlig interesse for samfunnet og hensynet til deltakernes velferd og
integritet er ivaretatt og REK kan stille vilkar for bruk av opplysningene. Komiteen stiller spersmal ved at
man for registerkohorten skal hente opplysninger fra fastlegens journal om alle pasienter som har vaat til
konsultagion siste 12 maneder. Dette fremstar for komiteen som saa's inngripende ovenfor de aktuelle
deltakerne. Etter komiteens syn er det ikke gitt 1) tilstrekkelig opplysninger om hensikten med og
betydningen av registerkohorten i progjektet, 2) en utfyllende begrunnelse for innhenting av de angitte
opplysningene for ale pasienter som har vaat til konsultasjon hos de aktuelle fastlegene innenfor gitt
tidsrom og 3) tilstrekkelig informasjon om hvordan de innhentede opplysningene skal bindes opp mot
studiens forskningsspersmal eller endepunkt. P4 dette grunnlaget kan ikke komiteen ta stilling til fritak for
taushetsplikt for registerkohorten.

Det er ikke gitt noen strategi for hvordan legesentre eller fastleger skal rekrutterestil prosjektet.

Det er ikke redegjort for hvilke rutiner som skal f@lges nar journal opplysninger skal hentes fra fastlege eller
Ahusfor registerkohorten. Variabellisten som er vedlagt henviser til hvilke journal opplysninger og
registerdata som skal hentes for den kliniske kohorten. Slik komiteen leser sgknad og protokoll kommer det
ikke tydelig frem hvilke opplysninger eller variable som er planlagt innhentet for registerkohorten.

Det fremkommer ikke hvordan clusterne skal randomiseresi WP3. Her er det videre ikke forstaelig hvorvidt
det er lege eller pasient som er definert som «bruker».

Komiteen ber om tilbakemelding pa f@lgende merknader far det fattes et endelig vedtak:

1. Pagenerelt grunnlag bes det om en redegjerel se for hvordan de ulike opplysningene som innhentes i
prosjektet skal knyttes opp mot studiens forskningssparsmal innenfor de ulike arbeidspakkene.

2. Det maredegjeres for hvordan legesentre og fastleger er tenkt rekruttert til studien.

3. Det bes om en tilbakemelding pa hvilke rutiner som skal fglges nar journa opplysninger skal
innhentes fra fastleger og sykehus.

4. Sperreskjemaene CORE-10, CAGE-4 og CSQ-8 ma ettersendes i norsk oversettelse. | «Shared
care» skjemaet ma utrykket ACT forklares.

5. Det bes om at det utarbeidede informasjonsskrivet revideres slik at studiens forma og metoder
fremkommer pa en tydeligere méte.

For den delen av prosektet der man planlegger ainnhente data fra journal og registre uten samtykke, den
omtalte registerkohorten, bes det om en redegjerel se pa felgende:

1. Hvaden primage hensikten med og betydningen av registerkohorten er i prosjektet.

2. Det bes om en redegjarelse for hvilke opplysninger og variable som skal innhentes for disse
pasientene- frajournal, sykehus og registre.

3. Det bes om en utfyllende begrunnelse for innhenting av de angitte opplysningene for alle pasienter
som har vaat til konsultasion hos de aktuelle fastlegene siste 12 maneder.

4. Det bes om en begrunnelse for at man for registerkohorten skal innvilge dispensasjon fra
taushetsplikt etter helseforskningsloven § 35.



For WP3 bes det om en redegjarel se for:

1. Hvordan clusterne skal randomiseres.

2. Hvorvidt det er lege eller pasient som er definert som «bruker».

3. Med hvilke variable man gnsker & besvare de angitte forskningsspersmdl (jf. «Research questionsin
WP3», s. 2i vedlegget «Oversikt over data som skal samlesinn og kobles»).

Vedtak

Vedtak i saken utsettes. Det bes om tilbakemelding om de merknader som er anfert far endelig vedtak fattes.
Komiteen tar stilling til godkjenning av prosjektet i mete etter mottatt svar.

Vennligst benytt skjema for tilbakemelding som sendes inn via saksportalen til REK
http://hel seforskning.etikkom.no. Tilbakemeldingen mavaae ossi hende innen seks maneder.

Med vennlig hilsen

Knut Engedal
Professor dr. med.
Leder

Anette Solli Karlsen
Komitesekretaar

Kopi til: stein.vaaler @ahus.no; postmottak@ahus.no
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Svarbrev til REK ang 2014/435/REK s@r-gst

Vi takker komiteen for brev av 07.04.14 med referanse 2014/435/REK sgr-gst, og i avsnittene
nedenfor redegjer vi for de sparsmal som komiteen gnsker belyst med ytterligere opplysninger.

Vi ber om at sgknaden ferdighehandles i mgte 8.mai ut fra svarene i dette brevet og falgende
vedlegg: Revidert samtykke av 2014 0429, og norsk versjon av instrumenter til spgrreskjema.

Siden komiteens spgrsmal i hvert av de tre omradene var nummerert fra 1 og oppover, har vi for
oversiktens skyld kalt de tre omradene A, B og C og nummerert sparsmalene A1, A2... B1, B2...
osv. Spgrsmalene fra REK er skrevet i kursiv, og vare svar med vanlige skrifttyper.

A.Komiteen ber om tilbakemelding pa felgende merknader far det fattes et endelig vedtak:

Al.Pa generelt grunnlag bes det om en redegjgrelse for hvordan de ulike opplysningene som
innhentes i prosjektet skal knyttes opp mot studiens forskningsspgrsmal innenfor de ulike
arbeidspakkene.

Vi har laget en tabell over dette for WP1 og en tabell for WP3. Siden dette spgrsmalet for WP3 er
sammenfallende med spgrsmal C3, har vi plassert begge disse tabellene under svaret pa spagrsmal
C3 bakerst i dette dokumentet.

A2.Det ma redegjgres for hvordan legesentre og fastleger er tenkt rekruttert til studien.

Vi velger ut to legesentre med omtrent samme stgrrelse (4-5 fastleger) i hver bydel. Fastlegene ved
hvert legesenter ma veere villige til & bli randomisert (se svar pa spersmal C2 angaende hvordan)
samlet til «shared care» eller «ikke shared care» under WP3. Denne randomiseringen ma gjares i
mai/juni 2014, siden vi vil invitere 1-2 fastleger fra hver av de tre legesentrene som far «shared
care» med pa studiereisen til Hamilton i Canada i begynnelsen av september 2014 for at de skal fa
best mulig bakgrunn til & vaere med pa & utforme den norske varianten av «shared care».

Rekrutteringen av grupper av fastleger til prosjektet vil gjeres i mai 2014 ved at prosjektgruppen tar
kontakt med de aktuelle legesentre og avtaler tid for informasjonsmgate hvert sted. Dette
giennomfares av Ole Rikard Haavet (fastlege pa deltid, har tidligere veert fastlege/bydelsoverlege i
den ene bydelen, farsteamanuensis ved Avdeling for allmennmedisin ved UiO, kjent av mange
fastleger), Ajmal Hussain (overlege ved Groruddalen DPS, samarbeider med fastlegene i bydelene,
har doktorgrad, skal veere psykiater i det planlagte «shared care» opplegget) og Mina Dahli
(fastlege, vil vaere phd-stipendiat i prosjektet og veere den som besgker legesentrene under
datainnsamlingen og gjennomfarer uttrekket av data ved hvert legesenter). Samlet dekker disse tre
svaert godt samarbeidsflaten mellom prosjektet og fastlegene. Ole Rikard Haavet og Mina Dahli vil
kontakte hvert legesenter for a avtale tid for mate.

A3.Det bes om en tilbakemelding pa hvilke rutiner som skal fglges nar journalopplysninger skal
innhentes fra fastleger og sykehus.

Rutiner for innhenting av journalopplysninger fra fastleger:

Datauttrekk fra fastlegenes journalsystemer og tilsvarende registre ved den lokale kommunale
legevakt og psykiatrisk legevakt, vil bli gjort ved hjelp av programvare utviklet av Svein Gjelstad,
som er allmennlege og forsker og medlem av forskergruppen. Han har arbeidet med dette i mange
ar som fastlege, og har et selskap (Mediata) som har spesialisert seg pa slike datauttrekk og gjort det
for flere studier, samt for NOKLUS praksisprofil og det norske diabetesregisteret for voksne
(www.noklus.no). Mediata lager et spesialtilpasset datautrekksprogram for det elektroniske
pasientjournal-systemet som er i bruk pa hvert legesenter og pa legevakta. Programmet leveres pa
en USB-minnepinne. Stipendiaten eller en annen i forskergruppen vil gjennomfgre selve
datauttrekket ved besgk ved hvert legesenter. Programmet installeres pa aktuell maskin, og kjares i
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lgpet av 1-3 minutter. Resultatene blir lagret i en kryptert fil pa den samme minnepinnen. Denne
filen blir sa levert til koblingsinstansen der de blir dekryptert og koblet med gvrige registerdata.

Rutiner for innhenting av journalopplysninger fra sykehus (Ahus):

Datauttrekk fra det elektroniske datasystemet (DIPS) ved Akershus universitetssykehus gjeres ved
IT-ingenigrer i Datafangstgruppen ved sykehusets Forskningssenter, som har arbeidet med slike
datauttrekk for mange prosjekter og kjenner datasystemet godt. Datafil lagres pa sikkert omrade pa
forskningsserver ved Akershus universitetssykehus. Datafangstgruppen kan levere datafil med
personnummer til NAV for kobling til andre data ved NAV, og slik at verken prosjektleder eller
andre i prosjektgruppen far tilgang til datafil med personnummer for registerkohorten.

Ferdig samlet datafil for registerkohorten uten personnumer legges ogsa pa sikkert omrade pa
forskningsserver ved Akershus universitetssykehus, og bare prosjektleder og noen fa forskere far
tilgang til denne. De som skal analysere data far tilgang til datafiler med relevante utvalg av data og
der datoer er erstattet med andre fremstillinger av omfang og rekkefalge av bruk av ulike tjenester.

Prosjektleder Torleif Ruud kjenner ogsa datasettet godt, da det bygger pa det nasjonale datasettet
han var med pa a revidere i sin tid som forskningssjef for SINTEF Psykisk Helse. Fra sine ar som
forskningssjef i SINTEF har han ogsa omfattende erfaring med & handtere og bruke store datasett
innen helsetjenesteforskning pa psykisk helsevern og delvis primarhelsetjenesten.

A4.Sparreskjemaene CORE-10, CAGE-4 og CSQ-8 ma ettersendes i norsk oversettelse. | «Shared
care» skjemaet ma utrykket ACT forklares.

Norsk versjon av de nevnte instrumentene vedlegges. Uttrykket ACT er fjernet, da det ikke skal
veere med (var kommet med ved kopiering fra sparreskjemaet som var brukt i annen sammenheng).

A5.Det bes om at det utarbeidede informasjonsskrivet revideres slik at studiens formal og metoder
fremkommer pa en tydeligere mate.

Revidert informasjonsskriv og samtykke vedlegges. Vi har lagt mye arbeid i & forenkle spraket slik
at det er blitt tydeligere og lettere a forsta bade formalet med studien og metodene som brukes.

B.For den delen av prosjektet der man planlegger & innhente data fra journal og registre uten
samtykke, den omtalte registerkohorten, bes det om en redegjgrelse pa fglgende:

B1.Hva den primare hensikten med og betydningen av registerkohorten er i prosjektet.
Registerkohorten er en viktig del av prosjektet av felgende grunner:

e Studien av registerkohorten i WP1 vil i seg selv gi ny kunnskap om pasientfordeling og
pasientforlgp mellom primzrhelsetjenesten og psykisk helsevern ved at vi far koblet data pa
personniva fra bade fastleger, primarhelsetjenesten, sosialtjenester (NAV) og psykisk
helsevern for samme tidsrom. Vi kjenner ingen slik kvantitativ undersgkelse av samlede
pasientforlgp innen farstelinjetjenesten og psykisk helsevern.

e Denne kunnskapen om mgnstre i navaerende praksis er en viktig del av grunnlaget for WP2,
der tjenestene sammen skal utforme den lokalt tilpassede modellen for «shared care» som
skal preves ut i WP3. Denne kunnskapen kan gi helsearbeiderne i de ulike tjenestene
oversikt over navarende praksis og bidra til konstruktive forslag om forbedringer.

e Studien av registerkohorten i WP3 i 2016 vil vise om en har oppnadd de gnskelig
endringene i tilgang, pasientforlgp og pasientfordeling ved etablering av «shared care» i
2015. Vi vil sammenligne «shared care» ved tre legesentre bade med vanlig praksis pa
samme tid ut fra de andre tre legesentrene, men ogsa med tidligere praksis i 2014 ved de tre
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legesentrene som deltar i «shared care» (og dermed ogsa kontrollere statistisk for eventuelle
systematiske forskjeller i 2014 mellom de to gruppene legesentre).

Analyser av pasientforlgp og pasientfordeling innebarer analyser av henvisningsmgnstre, ventetid,
antall og andel av pasienter som mottar tilbud fra ulike tjenester, varighet og hyppighet av ulike
tilbud, og om samtidige helsetilbud pa tvers av tjenester og forvaltningsniva.

For & kunne analysere og sammenligne pasientforlgp pa denne maten, ma vi bade ha mange nok
pasienter til & fa malbar forekomst av ulike mgnstre, og vi ma fglge pasientene over tid for kunne
identifisere ulike forlgp. Vi har derfor vurdert at det er ngdvendig med en registerkohort i bade
WP1 og WP3, og at det er behov for & inkludere alle pasientene til de ca 24 fastlegene og all bruk
av ulike helsetjenester over 12 maneder (se ogsa svar pa spgrsmal B3).

Den kliniske kohorten vil kunne gi svar pa noen spgrsmal som registerkohorten ikke kan svare pa,
fordi vi for den mer avgrensede kliniske kohorten far pasientenes egne utsagn om ulike forhold.
Dette gjelder for eksempel andel pasienter med psykiske problemer (malt ved CORE-OM 10) der
fastlegene ikke setter noen P-kode fra ICPC-2.

Registerkohorten vil kunne si noe om hvor representativ den kliniske kohorten er, og dermed ogsa
noe om generaliserbarheten av funnene basert pa den kliniske kohorten.

B2.Det bes om en redegjarelse for hvilke opplysninger og variable som skal innhentes for disse
pasientene- fra journal, sykehus og registre.

Vi viser til de tre detaljerte tabellene over dette i vedlegget «Shared care Variabler 2014 0304» i var
sgknad av 04.03.2014. Vi viser ogsa til tabellene under spgrsmal C3 om bruk av hver variabel for &
besvare forskningsspgrsmalene.

B3.Det bes om en utfyllende begrunnelse for innhenting av de angitte opplysningene for alle
pasienter som har vert til konsultasjon hos de aktuelle fastlegene siste 12 maneder.

Groruddalen DPS far 800 henvisninger fra de 80 fastlegene i bydelene i lgpet av et ar, altsa 10
henvisninger fra hver fastlege, og 240 henvisninger fra 24 fastleger. Vi trenger et materiale fra 12
maneder for & kunne male forskjell i antall henvisninger mellom navarende praksis og ved «shared
care». Det er ogsa viktig med data for 12 maneder for & kunne analysere pasientforlgp og menstre i
behandlingsepisoder, for slike episoder har oftest en varighet pa noen uker eller noen maneder.

Et viktig aspekt er ogsa a analysere hvordan pasientgrupper er fordelt mellom fastleger og psykisk
helsevern, og om dette endrer seg ved «shared care». Det er vist at fastleger ikke identifiserer alle
med psykiske plager, og til dels gir disse andre P-koder. Vi vil se om vi kan finne slike grupper og
se om disse i sterre grad vil fanges opp og fa hjelp ved «shared care». Vi trenger da et stort
materiale for a kunne male forskjeller for slike undegrupper. Se ogsa svar pa sparsmal B1 ovenfor.

B4.Det bes om en begrunnelse for at man for registerkohorten skal innvilge dispensasjon fra
taushetsplikt etter helseforskningsloven § 35.

| falge helseforskningslovens 835 kan REK bestemme at opplysninger innsamlet i helse- og
omsorgstjenesten kan gis til bruk i forskning uten hinder av samtykke «dersom slik forskning er av
vesentlig interesse for samfunnet og hensynet til deltakernes velferd og integritet er ivaretatt».

Vi mener at registerstudiene i WP1 og WP3 vil bidra til ny kunnskap som er viktig for a kunne gi
befolkningen et helsetilbud som er mer i samsvar med befolkningens behov og med intensjonene i
Samhandlingsreformen. Vi mener at dette er av vesentlig interesse for befolkningen og for
samfunnet, slik det ogsa fremgar av svar pa spgrsmal B1 ovenfor. Vi mener ogsa at hensynet til
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deltakernes velferd og integritet vil bli vektlagt og godt ivaretatt i dette prosjektet, og at
prosjektgruppen har omfattende kunnskap og erfaring i hvordan dette skal gjares.

C.For WP3 bes det om en redegjgrelse for:

C1.Hvordan clusterne skal randomiseres.

For a kunne gjare en cluster-randomisert studie gnsker vi a rekruttere fastlegene ved to legesentre i
hver av de tre bydelene, slik at vi kan gjare en stratifisert randomisering til «shared care» med en
legegruppe fra hver bydel til henholdsvis med og uten «shared care» i WP3. Det blir dermed tre
legesentre (ett i hver bydel) som deltar i «shared care», og tre legesentre (ett i hver bydel) som
fortsetter med vanlig praksis. Randomiseringen av de to rekrutterte fastlegegruppene fra hver bydel
gjeres ved en elektronisk lgsning i et dataprogram for randomisering.

Vi presiserer at det er fastlegene som randomiseres, men vi vil unnga ulike randomisering av
fastleger innen samme legegruppe fordi dette vil gi mulighet for overlapping og vanskeliggjere
testing av «shared care».

C2.Hvorvidt det er lege eller pasient som er definert som «bruker».
| alle papirene i prosjektet mener vi pasient med ordet «bruker» og «user», i samsvar med slik
«bruker» anvendes i dokumenter fra norske helsemyndigheter og med begrepet «service user».

C3.Med hvilke variable man gnsker & besvare de angitte forskningsspgrsmal (jf. «<Research
guestions in WP3», s. 2 i vedlegget «Oversikt over data som skal samles inn og kobles»).

Som nevnt under sparsmal A1 har vi plassert tabeller for bade WP1 og WP3 her.

NB: Vi kombinerer resultater fra de ulike kohorter slik at registerkohort viser praksis og
forskjeller/endringer i denne, mens klinisk kohort og helsearbeiderkohort viser erfaringer og
vurderinger av kvalitet og forskjeller/endringer i kvalitet.

Tabell over forskningsspgrsmal i WP1

Forskningsspgrsmal Kohorter og variabler som skal brukes for & besvare spgrsmalet
1 | What are the characteristics of patients Reqisterkohort: Antall og andel pasienter som bruker ulike typer tjenester,
seen in the current practice (ICPC-2 codes, | sosiodemografiske data, ICPC2-koder, ICD-10 diagnoser,
mental health problems, drug problems, arbeid/sykefraveer, ytelser fra NAV/offentlige tjenester.
functioning, service utilization, quality of
life)? Klinisk kohort: Sosiodemografiske data, ICPC2-koder, spgrsmal om psykiske

problemer (CORE-10), rushruk (CAGE), funksjonsniva, livskvalitet.

2 | How satisfied are patients with the services | Klinisk kohort: CSQ8 og andre sparsmal om tilfredshet med helsetjenestene
they receive and the collaboration between | og om samhandlingen mellom disse.

them?
3 | What are the patterns of collaborative Registerkohort: Henvisninger, svar pa henvisninger, samarbeidsmater
contacts and activities? (normaltarifftakst), eventuelt prosedyrekoder ved sykehus/poliklinikker.

Helsearbeiderkohort: Sparsmal til helsearbeidere i de ulike tjenestene om
deres vurdering av naveerende tjenester, kompetanse og samhandling.

4 | What do the GPs, primary care and mental | Helsearbeiderkohort: Sparsmal til helsearbeidere i de ulike tjenestene om
health services want and need regarding deres vurdering av ndveerende tjenester, kompetanse og samhandling.
collaboration and competence?
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Tabell over forskningsspgrsmal i WP3

Forskningsspgrsmal

Kohorter og variabler som skal brukes for & besvare spgrsmalet

1 | What are the experiences of the users Klinisk kohort: CSQ8 og andre sparsmal om tilfredshet med helstjenestene
with shared care compared to current og om samhandlingen mellom disse. Sammenligning bade pa tvers av
practice? grupper i WP3 og med data fra WP1. Spgrsmal om «shared care»

2 | Whatis the impact on services utilization | Registerkohort: Antall og andel som henvises, fordeling av pasienter pa ulike
and referral patterns? typer helsetjenester, bruk av ulike typer helsetjenester.

3 | Isthere an increase in availability (more Klinisk kohort: Antall og andel pasienter som bruker ulike typer tjenester
users treated for mental health (inkludert tilbudene i «shared care»), hva slags behandling de far.
problems?)

Klinisk kohort: Om en starre andel av de med psykiske problem (CORE-10)
far P-koder fra fastliegen, og om de far tilbud fra «shared care».

4 | Successful earlier intervention in the Registerkohort: Eventuelle endringer i profil p& polikliniske behandlinger,
course of illness (prevention, shorter innleggelser, ventetid, kortere behandlingstid.
waiting time)?

Klinisk kohort: Eventuelle endringer i profil pa polikliniske behandlinger,
innleggelser, ventetid, raskere bedring (CORE-10), starre bedring, kortere
behandlingstid.

5 | Is co-morbidity (somatic, substance Registerkohort: Starre andel pasienter med béde P-koder og andre koder,
abuse) better identified and treated with mer samtidig behandling av komorbiditet mer samhandling og koordinering
the Norwegian shared care model thanin | av behandling ut fra data ogsa om «shared care»
current practice?

Klinisk kohort: Stgrre andel pasienter med psykiske problem (CORE-10) far
P-koder og samtidig behandling av komorbiditet (hvordan male?), mer
samhandling og koordinering av behandling (hvordan méle?).

6 | Arethere competences in service Helsearbeiderkohort: Sparsmal til helsearbeidere i de ulike tienestene om
providers that promote closer deres vurdering av navaerende tjenester, kompetanse og samhandling.
collaboration? Data 0gsé om «shared care»

7 | Are GPs and other services more Helsearbeiderkohort: Spgrsmal til helsearbeidere i de ulike tienestene om
satisfied with the Norwegian shared care | deres vurdering av egen praksis, andre tjenester, og samhandling.
model than with their earlier practice? Sparsmal ogsé om «shared care»

8 | What is the patient course and outcome Ventetid pa adekvat behandling (f.eks. psykiatrisk sykepleier faler seg tettere
with the Norwegian shared care model fulgt opp, fastlegen starter behandling tidligere og ferdighehandler flere,
compared to current practice? kommunehelsetjenesten tar over pasienter pa et tidligere tidspunkt etc.)

9 | What is the impact on the patient Klinisk kohort: Pasientenes opplevelse av egen helse og bedring av den, og
experience? deres erfaringer med helstilbudet (inkluder data om «shared care»).

10 | Also increase in collaboration between Registerkohort: Antall og andel pasienter som bruker ulike typer tjenester,

GPs and primary health care?

sosiodemografiske data, ICPC2-koder, ICD-10 diagnoser, samarbeidsmater
(normaltarifftakst), eventuelt prosedyrekoder ved sykehus/poliklinikker.

Klinisk kohort: CSQ8 og andre spgrsmal om tilfredshet med helstjenestene
og om samhandlingen mellom disse. Sammenligning béde pa tvers av
grupper i WP3 og med data fra WP1.

Helsearbeiderkohort: Sparsmal til helsearbeidere i de ulike tienestene om
deres vurdering av naveerende tjenester, kompetanse og samhandling.
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Forskningsansvarlig: Akershus universitetssykehus HF

Vi viser til sgknad om forhandsgodkjenning av ovennevnte forskningsprosjekt. Sgknaden ble behandlet av
Regional komité for medisinsk og helsefaglig forskningsetikk (REK sgr-gst) i mgtene 27.03.2014 og
08.05.2014. Vurderingen er gjort med hjemmel i helseforskningsloven (hfl.) § 10, jf. forskningsetikklovens §
4.

Opprinnelig prosjektbeskrivelse

Formalet med prosjektet er a undersgke hvorvidt en norsk tilpasning av en kanadisk modell med tverrfaglig

helseteam kan gi et mer effektivt helsetilbud for personer med psykiske og andre sykdommer. Teamene skal
besta av fagpersoner fra primarhelsetjenesten og psykisk helsevern som samlokaliseres og samarbeider tett

med fastleger.

Studien er delt i tre arbeidspakker, WP1-WP3. I WP1 skal ndverende praksis kartlegges ved & undersgke
pasientforlgp i en klinisk kohort som beskrevet nedenfor. I WP2 skal det brukes data fra WP1 til &
identifisere behov for bedre samhandling og a utforme og implementere en norsk modell med felles
helseteam. WP3 er en cluster randomisert studie der man skal undersgke om modellen med felles helseteam
gir et mer effektivt helsetilbud enn dagens praksis.

Seks legesentre med 24 fastleger fra tre bydeler i Groruddalen er planlagt rekruttert til prosjektet.

Deltakerne skal deles i to kohorter; omtalt som klinisk kohort og registerkohort. Det totale antall deltakere i
den kliniske kohorten er angitt til omlag 1350 pasienter.

Deltakere i den kliniske kohorten skal rekrutteres forlgpende over 4 uker fra seks ulike legesentre. For disse
skal det gjgres en samtykkebasert innhenting av definerte opplysninger fra fastlegejournal, NAV/HELFO
samt Akershus universitetssykehus HF prospektivt 9 maneder etter inklusjon. Disse skal samtidig utfylle
spgrreskjemaer om blant annet psykisk helse, alkohol/rusmidler samt tilfredshet med de tjenester de har
mottatt. Skjemaene skal utfylles 3 ganger i samme tidsrom. Deltakerne honoreres med Flax-lodd.

Som deltakere i registerkohorten sgkes det om a inkludere alle pasienter som har vert til konsultasjon hos de
24 deltakende fastleger de siste 12 maneder. Det sgkes om dispensasjon til & innhente opplysninger uten
pasientens samtykke fra samme tidsrom fra fastlegejournal, NAV/HELFO og Akershus universitetssykehus
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HF.

Av sgknadsskjemaet fremkommer det at man i prosjektet gnsker a koble mot data i Reseptregisteret.
Prosjektleder har opplyst under saksforberedelsene at denne koblingen ikke er aktuell grunnet registerets
pseudonymitet.

Saksbehandling
Seknaden ble behandlet i mgte den 27.03.2014, og det ble fattet et utsettende vedtak.
Komiteen ba om tilbakemelding pé fglgende merknader fgr det fattes et endelig vedtak:

1. Pa generelt grunnlag bes det om en redegjgrelse for hvordan de ulike opplysningene som innhentes i
prosjektet skal knyttes opp mot studiens forskningsspgrsmal innenfor de ulike arbeidspakkene.

2. Det ma redegjgres for hvordan legesentre og fastleger er tenkt rekruttert til studien.

Det bes om en tilbakemelding pa hvilke rutiner som skal fglges nar journalopplysninger skal

innhentes fra fastleger og sykehus.

4. Spgrreskjemaene CORE-10, CAGE-4 og CSQ-8 ma ettersendes i norsk oversettelse. I «Shared care»
skjemaet ma utrykket ACT forklares.

5. Det bes om at det utarbeidede informasjonsskrivet revideres slik at studiens formal og metoder
fremkommer pa en tydeligere mate.

el

For den delen av prosjektet der man planlegger & innhente data fra journal og registre uten samtykke, den
omtalte registerkohorten, bes det om en redegjgrelse pa fglgende:

1. Hva den primare hensikten med og betydningen av registerkohorten er i prosjektet.

2. Det bes om en redegjgrelse for hvilke opplysninger og variable som skal innhentes for disse
pasientene- fra journal, sykehus og registre.

3. Det bes om en utfyllende begrunnelse for innhenting av de angitte opplysningene for alle pasienter
som har vert til konsultasjon hos de aktuelle fastlegene siste 12 maneder.

4. Det bes om en begrunnelse for at man for registerkohorten skal innvilge dispensasjon fra
taushetsplikt etter helseforskningsloven § 35.

For WP3 bes det om en redegjgrelse for:

1. Hvordan clusterne skal randomiseres.

2. Hvorvidt det er lege eller pasient som er definert som «bruker».

3. Med hvilke variable man gnsker a besvare de angitte forskningsspgrsmal (jf. «Research questions in
WP3», s. 2 1 vedlegget «Oversikt over data som skal samles inn og kobles»).

Prosjektleder har sendt tilbakemelding, denne ble mottatt 30.04.2014.

Av tilbakemeldingen fremkommer det at to legesentre med samme stgrrelse er planlagt inkludert i prosjektet,
hver med 4-5 fastleger. Det fremkommer at Mediata vil veere ansvarlige for uthenting av journalopplysninger,
fra legesentre og legevakt. Uthenting vil skje til en kryptert minnepinne som benyttes for overfgring av data
til en forskningsfil ved AHus.

Spgrreskjemaene CORE-10, CAGE-4 og CSQ-8 er vedlagt i norsk versjon. Informasjonsskriv er revidert i
forhold til komiteens merknader.

Som begrunnelse for & innhente data fra alle de aktuelle fastlegenes pasienter med fritak fra 4 innhente
samtykke fra den enkelte pasient med hjemmel i helseforskningslovens § 35 argumenterer prosjektleder med
at det vil veere viktig & sammenligne antall og type henvendelser fra den enkelte fastlege fgr og etter
implementering av «shared care» modellen. Som et resultat av «shared care» modellen kan man anta at det
utvikles et bedre helsetilbud, som pa sikt vil vere av stor samfunnsmessig betydning i form av bedre
utredning og behandling og da spesielt for utsatte pasientgrupper.



Til implementering av «shared care» modellen er det planlagt inkludert seks legesenter i prosjektet, fra tre
ulike bydeler. Av disse skal et legesenter i hver bydel randomiseres til «shared care» og da et legesenter i
hver bydel som fortsetter vanlig praksis. Det fremkommer at det med bruker her menes pasienten.

Det er gitt en oversikt over hvilke variable som skal knyttes opp mot de enkelte forskningsspgrsmal.

Ny vurdering

Komiteen anser prosjektleders tilbakemelding som tilfredsstillende i forhold til & besvare de merknader som
er anfgrt om den kliniske kohorten. Komiteen har ingen innvendinger mot at denne delen av prosjektet
gjennomfgres slik det nd fremkommer av sgknad, protokoll og tilbakemelding.

Vedrgrende det reviderte informasjonsskrivet er det ikke samsvar mellom formuleringene «Du vil kunne fé et
bedre helsetilbud» og «Det vil ikke ha noen innvirkning pa helsetilbudet ditt dersom du ikke gnsker & delta».
Dette ma justeres.

Nar det gjelder den planlagte registerkohorten, anser komiteen det som inngripende ovenfor den enkelte
pasient at deres fastlege skal utlevere opplysninger om sensitive forhold til forskning uten at det foreligger
samtykke til dette. REK kan bestemme at helseopplysninger innsamlet i helse- og omsorgstjenesten kan
utleveres til bruk i forskning, og at det kan skje uten hinder av taushetsplikt, jf. helseforskningsloven § 35.
Dette kan bare skje dersom slik forskning er av vesentlig interesse for samfunnet og hensynet til deltakernes
velferd og integritet er ivaretatt. Komiteen anser imidlertid ikke prosjektleders redegjgrelse for betydningen
av a innhente opplysningene som en tilstrekkelig begrunnelse for & gi fritak for a innhente samtykke til &
bruke opplysningene uten at de aktuelle pasientene er gitt en mulighet til & reservere seg mot dette.

Det forutsettes for den planlagte registerkohorten at fastlegen informerer den enkelte pasient om at
opplysninger fra journal er planlagt utlevert til forskningsprosjektet, og at den enkelte pasient gis anledning til
a reservere seg mot at sine opplysninger utleveres. Det bes dermed om at det utarbeides et skriv med det
formal a innhente passivt samtykke for deltakerne i registerkohorten med mulighet for reservasjonsadgang,
og at dette innsendes til vart arkiv.

Vedtak:

Komiteen godkjenner prosjektet i henhold til helseforskningsloven § 9 og § 33 under forutsetning av at
ovennevnte vilkar oppfylles.

I tillegg til vilkar som fremgar av dette vedtaket, er godkjenningen gitt under forutsetning av at prosjektet
gjennomfgres slik det er beskrevet i sgknad og protokoll, og de bestemmelser som fglger av
helseforskningsloven med forskrifter.

Det bes om at skriv for passivt samtykke og mulighet for reservasjonsadgang innsendes til arkivet.
Godkjenningen gjelder til 30.06.2018.

Av dokumentasjonshensyn skal opplysningene oppbevares i 5 ar etter prosjektslutt. Opplysningene skal
oppbevares avidentifisert, dvs. atskilt i en ngkkel- og en datafil. Opplysningene skal deretter slettes eller
anonymiseres, senest innen et halvt ar fra denne dato.

Forskningsprosjektets data skal oppbevares forsvarlig, se personopplysningsforskriften kapittel 2, og
Helsedirektoratets veileder for «Personvern og informasjonssikkerhet i forskningsprosjekter innenfor helse-

og omsorgssektoren».

Prosjektet skal sende sluttmelding pé eget skjema, jf. helseforskningsloven § 12, senest et halvt ar etter
prosjektslutt.



Dersom det skal gjgres endringer i prosjektet i forhold til de opplysninger som er gitt i sgknaden, ma
prosjektleder sende endringsmelding til REK, jf. helseforskningsloven § 11.

Komiteens vedtak kan paklages til Den nasjonale forskningsetiske komité for medisin og helsefag, jf.
helseforskningsloven § 10 tredje ledd og forvaltningsloven § 28. En eventuell klage sendes til REK sg@r-gst A.
Klagefristen er tre uker fra mottak av dette brevet, jf. forvaltningsloven § 29.

Med vennlig hilsen

Knut Engedal
Professor dr. med.
Leder
Anette Solli Karlsen
Komitesekretaer

Kopi til: Akershus universitetssykehus HF ved gverste administrative ledelse: hilde.luras@ahus.no,;
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Klage Skjema for klage pa vedtak i de regionale komiteer for medisinsk og
helsefaglig forskningsetikk (REK)

Dokument-id: 496497

Tilbakemelding
1. Generelle opplysninger

a. Prosjekt

Tilbakemelding (2014/435)

Prosjektmedarbeider

Ingen prosjektmedarbeidere

b. Prosjektleder:
Navn: Torleif Ruud
Akademisk grad: Dr.med.
Klinisk kompetanse: Spesialist i psykiatri
Stilling: Avdelingssjef/professor
Arbeidssted: Akershus universitetssykehus
Arbeidsadresse: Avdeling forskning og utvikling
Adresse2 Divisjon psykisk helsevern
Postnummer: 1478
Sted: Lgrenskog
Telefon: 67968773
Mobiltelefon: 97546760

E-post adresse: torleif.ruud@ahus.no

2. Klage

a. Komiteens vedtak

Komiteen godkjenner prosjektet i henhold til helseforskningsloven § 9 og § 33 under
forutsetning av at ovennevnte vilkar oppfylles.
I tillegg til vilkar som fremgér av dette vedtaket, er godkjenningen gitt under forutsetning av at
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prosjektet gjennomfares slik det er beskrevet i sgknad og protokoll, og de bestemmelser som
folger av helseforskningsloven med forskrifter.

Det bes om at skriv for passivt samtykke og mulighet for reservasjonsadgang innsendes til
arkivet.

Godkjenningen gjelder til 30.06.2018.

Av dokumentasjonshensyn skal opplysningene oppbevares i 5 ar etter prosjektslutt.
Opplysningene skal oppbevares avidentifisert, dvs. atskilt i en ngkkel- og en datafil.
Opplysningene skal deretter slettes eller anonymiseres, senest innen et halvt ar fra denne dato.
Forskningsprosjektets data skal oppbevares forsvarlig, se personopplysningsforskriften kapittel
2, og Helsedirektoratets veileder for «Personvern og informasjonssikkerhet i
forskningsprosjekter innenfor helse- og omsorgssektoren».

Prosjektet skal sende sluttmelding pa eget skjema, jf. helseforskningsloven § 12, senest et halvt
ar etter prosjektslutt.

Dersom det skal gjgres endringer i prosjektet i forhold til de opplysninger som er gitt i sgknaden,
ma prosjektleder sende endringsmelding til REK, jf. helseforskningsloven § 11.

Komiteens vedtak kan paklages til Den nasjonale forskningsetiske komité for medisin og
helsefag, jf. helseforskningsloven § 10 tredje ledd og forvaltningsloven § 28. En eventuell klage
sendes til REK sgr-gst A. Klagefristen er tre uker fra mottak av dette brevet, jf. forvaltningsloven
§ 29.

b. Komiteens vurdering og evt vilkar

Ny vurdering

Komiteen anser prosjektleders tilbakemelding som tilfredsstillende i forhold til & besvare de
merknader som er anfgrt om den kliniske kohorten. Komiteen har ingen innvendinger mot at
denne delen av prosjektet gijennomfares slik det nd fremkommer av sgknad, protokoll og
tilbakemelding.

Vedrgrende det reviderte informasjonsskrivet er det ikke samsvar mellom formuleringene «Du
vil kunne fa et bedre helsetilbud» og «Det vil ikke ha noen innvirkning pa helsetilbudet ditt
dersom du ikke gnsker a delta». Dette ma justeres.

Nar det gjelder den planlagte registerkohorten, anser komiteen det som inngripende ovenfor
den enkelte pasient at deres fastlege skal utlevere opplysninger om sensitive forhold til
forskning uten at det foreligger samtykke til dette. REK kan bestemme at helseopplysninger
innsamlet i helse- og omsorgstjenesten kan utleveres til bruk i forskning, og at det kan skje uten
hinder av taushetsplikt, jf. helseforskningsloven § 35. Dette kan bare skje dersom slik forskning
er av vesentlig interesse for samfunnet og hensynet til deltakernes velferd og integritet er
ivaretatt. Komiteen anser imidlertid ikke prosjektleders redegjerelse for betydningen av &
innhente opplysningene som en tilstrekkelig begrunnelse for & gi fritak for & innhente samtykke
til & bruke opplysningene uten at de aktuelle pasientene er gitt en mulighet til & reservere seg
mot dette.

Det forutsettes for den planlagte registerkohorten at fastlegen informerer den enkelte pasient
om at opplysninger fra journal er planlagt utlevert til forskningsprosjektet, og at den enkelte
pasient gis anledning til & reservere seg mot at sine opplysninger utleveres. Det bes dermed om
at det utarbeides et skriv med det formal & innhente passivt samtykke for deltakerne i
registerkohorten med mulighet for reservasjonsadgang, og at dette innsendes til vart arkiv.

c. @nsket omgjaring

Vi gnsker omgjgring av vedtaket i de to siste avsnitt ovenfor, der det forutsettes for den
planlagte registerkohorten at fastlegen informerer den enkelte pasient om at opplysninger fra
journal er planlagt utlevert til forskningsprosjektet, og at den enkelte pasient gis anledning til &
reservere seg mot at sine opplysninger utleveres.

Vi mener at prosjektet er av vesentlig interesse for samfunnet, og at REK derfor kan bestemme
at opplysninger i fastlegens journal kan utleveres til prosjektet i henhold til helseforskningsloven
§ 35 uten hinder av taushetsplikt.
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Vi merker oss at komiteen anser at prosjektleders redegjgrelse for betydningen av & innhente
opplysningene for registerkohorten ikke er tilstrekkelig begrunnet for & gi fritak for & innhente
samtykke til & bruke opplysningene uten at de aktuelle pasientene er gitt en mulighet til &
reservere seg mot dette, og gir derfor nedenfor mer utfarlig begrunnelse under tre
hovedpunkter: (A) Hvordan prosjektet er av vesentlig interesse for samfunnet. (B)
Registerkohortens betydning for dette. (C) Adgang for utlevering av data fra fastlegers journaler
pa samme mate og med fritak for & innhente samtykke er gitt i et annet prosjekt.

(A) HYORDAN PROSJEKTET ER AV VESENTLIG INTERESSE FOR SAMFUNNET

Family Health Teams som samhandlingsteam med base i primeerhelsetjenesten har i Hamilton
Canada fart til at mer en ti ganger s& mange pasienter far en generell utredning av mental
helse, og har oppretteholdt denne @gkte tilgangen over 15 ar. Dette er tre ganger sa mange
henvisninger som de psykiatriske poliklinikkene i byen mottar, og antallet henvisninger til
poliklinikkene er redusert. Mange flere far altsa tilbud, og det er dokumentert signifikant bedring
av symptomer og/eller funksjon for mer enn 50% av pasientene. (Kates N, McPherson-Doe C,
George L. 2011. Integrating mental health services within primary care settings. The Hamiton
Family Health Team. J Ambulatory Care Management 34(2):174-182.)

Dette samsvarer med en rapport fra Verdens helseorganisasjon om at ensidig satsing pa
spesialisthelsetjenesten reduserer levealder i befolkningen, mens sterkere satsing pa
primaerhelsetjenesten gker befolkningens livskvalitet og livslengde. Hovedforfatter doktor
Barbara Starfield fra Johns Hopkins School of Hygiene and Public Health i USA, hevder at
samhandling nedenfra er det som skal til for & f& kontroll p& kostnadseksplosjonen. Vart
prosjekt vil undersgke om Starfields pastander stemmer med norsk virkelighet. Mens
spesialisthelsetjenestens kostnader gker, er primaerhelsetjenestens utgifter under kontroll.

Ideen i samhandlingsreformen er at en styrket og kompetent primeerhelsetjeneste langt pa vei
vil dekke de samme behov for store pasientgrupper. Modellen som skal prgves ut i prosjektet

er en konkretisering av samhandling, og nettopp en slik konkretisering er det som mangler for &
bringe den planlagte samhandlingsreformen over fra en intensjon til faktisk endring av
helsetilbudet for de store pasientgruppene som er omtalt i avsnittene nedenfor.

Mental helse Norge og andre brukerorganisasjoner har gjentatte ganger papekt at
myndighetene i for liten grad har fokus pa tiltak for & bedre helsetilbudet for den store
pasientgruppen med lettere eller moderat alvorlig psykisk sykdom (ofte depresjon og angst),
som utgjer den starste gruppen med psykiske plager i befolkningen og helsetjenestene.

Samhandlingsmodellen retter seg ikke minst mot pasienter med samtidig somatiske og psykiske
helseplager, og med somatiske helseplager som uttrykk for ikke erkjente psykiske vansker.
Dette er en pasientgruppe som ofte faller mellom flere stoler, og som en med
samhandlingsmodellen i Canada har greid & fange opp i mye starre grad enn ellers.

Et bedre helsetilbud for de nevnte store pasientgruppene vil kunne gi samfunnet store
gkonomiske innsparinger, ikke minst ved forebygging og reduksjon av mange og langvarige
sykefravaer. Samhandlingmodellen kan bidra til mer effektiv og riktigere bruk av helsepersonell
bade innen primaerhelsetjenesten og spesialisthelsetjenesten. Registerkohortene i WP1 og
WP3 er vesentlige for & kunne analysere og dokumentere dette (jfr nedenfor).

(B) REGISTERKOHORTENS BETYDNING

Registerkohorten i WP1 gjar det mulig & analysere hvordan arbeidsfordeling og samarbeid
mellom primeerhelsetjenesten og spesialisthelsetjenesten er for en stor gruppe pasienter som
bade har mye lidelse og representerer en stor kostnad for samfunnet. Vi kjenner ikke til at det i
Norge tidligere er gjort en slik stor kvantitativ undersgkelse av pasientforlgp og bruk av
helsetjenester bade i farstelinjetienesten og psykisk helsevern pd samme tid. Det er av
vesentlig interesse for samfunnet & fa slik ny kunnskap om status for arbeidsfordeling og
samahandling mellom ulike helsetjenester, og for & fa bedre grunnlag for & konkretisere en
bedre samhandling.

Registerkohorten i WP3 i 2016 vil vise om en har oppnadd de gnskelig endringene i
tilgjengelighet, pasientforlgp og pasientfordeling ved etablering av «shared care» i 2015.
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Den kliniske kohorten vil kunne gi svar pa noen spgrsmal som registerkohorten ikke kan svare
pa, fordi vi for den mer avgrensede kliniske kohorten far pasientenes egne utsagn om ulike
forhold. Dette gjelder for eksempel andel pasienter med psykiske problemer (malt ved
CORE-OM 10) der fastlegene ikke setter noen P-kode fra ICPC-2. Men det er registerkohorten
vil vise hvor representativ den kliniske kohorten er, og dermed ogsd om generaliserbarheten av
funnene basert pa den kliniske kohorten.

(C) ET ANNET PROSJEKT HAR FATT ADGANG TIL UTLEVERING AV DATA FRA
FASTLEGERS JOURNALER PA SAMME MATE OG MED FRITAK FOR A INNHENTE
SAMTYKKE

Rx-PAD-studien om effekt av kollegabasert terapiveiledning for fastleger, er en cluster-
randomisert studie med et stort antall fastleger, der en uten samtykke fra pasientene og med
dispensasjon fra taushetsplikten fikk hente ut journalopplysninger fra fastlegen med samme
metode som vi sgker om, og koble disse til data i reseptregisteret, basert pa fadselsnummer
hentet fra pasientjournalen. Dette ble gjort ved lege/forsker Svein Gjelstad, som er med i var
forskningsgruppe og skal gjennomfgre samme type datauttrekk for var undersgkelse.

Det er altsa tidligere gitt adgang til et annet prosjekt om & fa utlevert data fra fastlegers
elektroniske journaler og med fritak fra & innhente samtykke.

Vi vedlegger en artikkel (Gjeldtad 2013) fra den nevnte studien, der intervensjonen er beskrevet
til hgyre pa side 2, og etisk godkjenning (REK-sgr 05272 i 2005) er omtalt p& side 6:

Ethical approval: Approval ID S-05272 from the Regional Ethics Committee South (“REK sgar”)
was obtained in 2005. The Rx-PAD study was approved by the Regional Committee for
Research Ethics and by the Norwegian Social Science Data Services (NSD), which implied
acceptance to extract the general practitioners’ prescription data. The Norwegian Directorate for
Health and Social Affairs approved exception from health profession secrecy.

Trial registration: Clinical trials NCT00272155.

Ogsa i den publiserte protokollen (Gjelstad 2006) fra den nevnte studien er godkjenningen
omtalt gverst til venstre pa side 8 i protokollen (Ethics and data security):

Participation is based on written informed consent from all physicians. The project has been
presented for The Regional Committee for Research Ethics and approval from The Norwegian
Social Science Data Services (NSD) has been obtained, implicating acceptance to extract
prescription data. In order to use patient identification data in the merging process between
NorPD and EPR databases, The Directorate for Health and Social Affairs has approved
dispensation from the health-professional secrecy.

KONKLUSJON

Ut fra dette mener vi at prosjektet er av vesentlig interesse for samfunnet, og at REK kan
bestemme at opplysninger i fastlegens journal kan utleveres til prosjektet i henhold til
helseforskningsloven 8 35 uten hinder av taushetsplikt, slik det er gjort i et tidligere prosjekt.

Vi vedlegger de to artiklene som er nevnt i teksten ovenfor om den studien som har fatt data
utlevert pa tilsvarende mate fra fastlegers journaler uten krav om a innhente aktivt eller passivt
samtykke.

3. Vedlegg

# Type Filnavn Lagt inn dato
Gjelstad 2013 Artikkel.pdf 06.06.14
Gjelstad 2006 Study protocol.pdf 06.06.14

1. @vrige vedlegg
2. @vrige vedlegg
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skal det gjares en samtykkebasert innhenting av definerte opplysninger fra fastlegejournal, NAV/HELFO
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HF.
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Av sgknadsskjemaet fremkommer det at man i progjektet gnsker & koble mot datai Reseptregisteret.
Prosjektleder har opplyst under saksforberedel sene at denne koblingen ikke er aktuell grunnet registerets
pseudonymitet.

Saksbehandling

Seknaden ble behandlet i mgte den 27.03.2014, og det ble fattet et utsettende vedtak.

Komiteen ba om tilbakemelding pa falgende merknader fer det fattes et endelig vedtak:

1. PAgenerelt grunnlag bes det om en redegjerelse for hvordan de ulike opplysningene som innhentes i
prosjektet skal knyttes opp mot studiens forskningssparsmal innenfor de ulike arbeidspakkene.

2. Det maredegjgres for hvordan legesentre og fastleger er tenkt rekruttert til studien.

3. Det bes om en tilbakemelding pa hvilke rutiner som skal falges ndr journalopplysninger skal innhentes fra
fastleger og sykehus.

4. Sperreskjemaene CORE-10, CAGE-4 og CSQ-8 ma ettersendes i norsk oversettelse. | «Shared care»
skjemaet ma utrykket ACT forklares.

5. Det bes om at det utarbeidede informasjonsskrivet revideres slik at studiens forma og metoder
fremkommer pa en tydeligere méte.

For den delen av progektet der man planlegger ainnhente data frajournal og registre uten samtykke, den
omtalte registerkohorten, bes det om en redegjerel se pa felgende:

6. Hva den primaare hensikten med og betydningen av registerkohorten er i prosjektet.

7. Det bes om en redegjarel se for hvilke opplysninger og variable som skal innhentes for disse pasientene-
frajournal, sykehus og registre.

8. Det bes om en utfyllende begrunnel se for innhenting av de angitte opplysningene for ale pasienter som
har vaat til konsultagon hos de aktuelle fastlegene siste 12 maneder.

9. Det bes om en begrunnelse for at man for registerkohorten skal innvilge dispensasjon frataushetsplikt
etter helseforskningsloven § 35.

For WP3 bes det om en redegjarel se for:
10. Hvordan clusterne skal randomiseres.
11. Hvorvidt det er lege eller pasient som er definert som «bruker».

12. Med hvilke variable man gnsker & besvare de angitte forskningssparsmal (jf. «Research questionsin
WP3», s. 2 vedlegget «Oversikt over data som skal samlesinn og kobles»).

Progjektleder har sendt tilbakemelding pa komiteens merknader, denne ble mottatt 30.04.2014.

Av tilbakemeldingen fremkom det at to legesentre med samme starrelse er planlagt inkludert i progjektet,
hver med 4-5 fastleger. Det fremkommer at Mediata vil vaae ansvarlige for uthenting av
journalopplysninger, fralegesentre og legevakt. Uthenting vil skje til en kryptert minnepinne som benyttes
for overfaring av datatil en forskningsfil ved AHus.

Sparreskjemaene CORE-10, CAGE-4 og CSQ-8 ble vedlagt i norsk vergon. Informasjonsskriv ble revidert i
forhold til komiteens merknader.



Som begrunnelse for ainnhente data fra alle de aktuelle fastlegenes pasienter med fritak fra dinnhente
samtykke fra den enkelte pasient med hjemmel i helseforskningslovens § 35 argumenterte prosjektleder med
at det vil vagre viktig & sammenligne antall og type henvendelser fra den enkelte fastlege far og etter
implementering av «shared care» modellen. Som et resultat av «shared care» modellen kan man anta at det
utvikles et bedre helsetilbud, som pa sikt vil vagre av stor samfunnsmessig betydning i form av bedre
utredning og behandling og da spesielt for utsatte pasientgrupper.

Til implementering av «shared care» modellen, redegjar prosjektleder for at det er planlagt inkludert seks
legesenter i prosjektet, fratre ulike bydeler. Av disse skal et legesenter i hver bydel randomiserestil «shared
care» og da et legesenter i hver bydel som fortsetter vanlig praksis. Det fremkommer at det med bruker her
menes pasienten.

Det ble gitt en oversikt over hvilke variable som skal knyttes opp mot de enkelte forskningssparsmal.
Tilbakemeldingen ble behandlet i mete 08.05.2014, og det ble gitt en godkjenning pa vilkar.

K omiteen ansa prosjektleders tilbakemelding som tilfredsstillende i forhold til & besvare de merknader som
tidligere har blitt anfart vedrarende den kliniske kohorten. Komiteen hadde ingen innvendinger mot at denne
delen av progjektet blir gjennomfart dik det fremkommer av sgknad, protokoll og tilbakemelding.

Vedrerende det reviderte informasjonsskrivet er det ikke samsvar mellom formuleringene «Du vil kunne fa
et bedre helsetilbud» og «Det vil ikke ha noen innvirkning pa helsetilbudet ditt dersom du ikke gnsker &
delta». Komiteen ba om en justering av dette.

Nér det gjelder prosjektleders tilbakemel ding vedrerende den planlagte registerkohorten, ansa komiteen det
som inngripende ovenfor den enkelte pasient at deres fastlege skal utlevere opplysninger om sensitive
forhold til forskning uten at det foreligger samtykke til dette. REK kan bestemme at hel seopplysninger
innsamlet i helse- og omsorgstjenesten kan utleverestil bruk i forskning, og at det kan skje uten hinder av
taushetsplikt, jf. helseforskningsloven § 35. Dette kan bare skje dersom dlik forskning er av vesentlig
interesse for samfunnet og hensynet til deltakernes velferd og integritet er ivaretatt. Komiteen ansa
imidlertid ikke prosjektleders redegjarelse for betydningen av a innhente opplysningene som en tilstrekkelig
begrunnelse for &gi fritak for dinnhente samtykke til & bruke opplysningene uten at de aktuelle pasientene
er gitt en mulighet til & reservere seg mot dette.

Komiteens godkjente i mgte 08.05.2014 prosjektet med det vilkar at fastlegene som inngér i den planlagte
registerkohorten informerer den enkelte pasient om at opplysninger frajournal er planlagt utlevert til
forskningsprosjektet, og at den enkelte pasient gis anledning til a reservere seg mot at sine opplysninger
utleveres. Komiteen ba om at det utarbeides et skriv med det forma ainnhente passivt samtykke for
deltakernei registerkohorten med mulighet for reservasjonsadgang, og at dette innsendes til REK s arkiv.

Progjektleder har paklaget vedtaket, i klage mottatt 06.06.2014.
Falgende forhold paklages:
1. Vilkaret om at fastlegene som inngdr i den planlagte registerkohorten informerer den enkelte pasient
om at opplysninger frajournal er planlagt utlevert til forskningsprosjektet.
2. Vilkaret om at den enkelte pasient skal gis anledning til & reservere seg mot at sine opplysninger

utleverestil registerkohorten.

Prosjektleder argumenterer for at prosjektet er av vesentlig interesse for sasmfunnet og at REK derfor kan
godkjenne at opplysninger i fastlegens journal kan utleverestil prosjektet.

Prosjektleder benytter tre argumenter for at progjektet kan gjennomferes uten pasientenes samtykke,
henholdsvis:

Prosjektet er av vesentlig interesse for samfunnet. Prosjektleder argumenterer for at modellen som skal



preves ut i progektet er en konkretisering av samhandling, som vil bidratil & bringe den planlagte
samhandlingsreformen fraen intengjon til faktisk endring av helsetilbudet for den store pasientgruppen med
lettere eller moderat alvorlig psykisk sykdom (ofte depresjon og angst)som utgjer den sterste gruppen med
psykiske plager i befolkningen og hel setjenestene.

Om registerkohortens samfunnsmessige betydning hevder progektleder at denne gjer det mulig & analysere
hvordan arbeidsfordeling og samarbeid mellom primaerhel setjeneste og spesialisthel setjeneste er for en stor
gruppe pasienter som bade har mye lidelse og representerer en stor kostnad for samfunnet. Det er ikke
tidligere gjort en dlik stor kvantitativ undersgkelse av pasientforlgp og bruk av helsetjenester bade i
farstelinjetjenesten og psykisk helsevern pa sammetid. Det er av vesentlig interesse for samfunnet & fa dlik
ny kunnskap om status for arbeidsfordeling og samhandling mellom ulike helsetjenester, og for afa bedre
grunnlag for & konkretisere en bedre samhandling.

Videre viser prosjektleder til at et lignende prosjekt (saksnummer REK sgr-gst 05275, tilrddd av REK i
2005) fikk godkjenning for utlevering av data fra fastlegers journal med fritak for &innhente samtykke.

Ny vurdering
Klagen ble behandlet i mgte 12.06.2014.

Komiteen vurderer det dlik at det i klagen ikke fremkommer nye opplysninger som danner grunnlag for en
omgjearing av vedtaket av 22.05.2014.

Dispensasjon fra taushetsplikten etter helseforskningsloven § 35 kan bare gis dersom komiteen vurderer at
forskningen er av vesentlig interesse for samfunnet og at deltakernes velferd og integritet er ivaretatt.

Prosjektleder har ikke gitt en god nok redegjarel se for hvorfor samfunnsinteressen overstiger ulempen for
pasientenei dette prosjektet, utover & fremheve at samfunnsinteressen er meget stor. Etter komiteens syn er
den planlagte tilnaamingen i prosjektet, &innhente opplysninger fra pasienter som benytter deltakende leger
som fastlege, & anse som saardel es inngripende ovenfor den enkelte. Pasientens journal kan inneholde
saadeles sensitive opplysninger som etter komiteens syn bar ha et hgyt beskyttelsesvern.

Komiteen anser dette som et viktig progiekt, og har derfor gitt progiektleder anledning til & bruke
opplysninger frajournal uten & métte innhente aktivt samtykke, man da pa det vilkar av at den enkelte
pasient informeres og gis anledning til a reservere seg.

Vedtak
Komiteens vedtak av 22.05.2014 opprettholdes.

Progjektleders klage sendes videre til Den nasjonale forskningsetiske komité for medisin og helsefag for
endelig vurdering.

Med vennlig hilsen,

Knut Engedal
Professor dr. med.
Leder

Anette Solli Karlsen
Komitesekretaar

Kopi til: hilde.luras@ahus.no; postmottak @ahus.no



Da nesjonsia

W FORSKNINGSETISKE
KOMITEENE

NEM e Den nasjonale
forskningsetiske komité for
medisin og helsefag

Torleif Ruud Konaens gate 14
Akershus universitetssykehus 015§j Oslc?
Telefon 23 31 83 00

post@etikkom.no
www.etikkom.no

Org.nr. 999 148 603
Var ref.: 2014/160 Deres ref.:2014/435 Dato: 10.11.2014

Er felles primarhelsetjeneste og psykisk helsevern bedre enn naveaerende
praksis for personer med psykiske og andre sykdommer? Cluster
randomisert studie.

Prosjektbeskrivelse i henhold til ssknad

Prosjektet vil undersgke effekten av en norsk tilpasning til en kanadisk modell, som bygger pa et
tverrfaglig helseteam med fagpersoner fra primearhelsetjenesten og psykisk helsevern som
samlokaliseres og samarbeider tett med fastleger. Man vil kombinere data fra pasienter om deres
psykiske helse og tilfredshet med helsetjenesten, og registerdata om pasienter og bruk av
tjenester fra fastleger, psykisk helsevern, kommunenes helsetjeneste og NAV. Seks legesentre
med 24 fastleger fra tre bydeler i Groruddalen rekrutteres til prosjektet. Farste del er en studie av
dagens praksis. Pasientforlgp undersgkes ved kombinasjon av data fra de nevnte helsetjenestene.
| andre del brukes data fra ferste del til & identifisere behov for bedre samhandling, og a utforme
og implementere en norsk modell med felles helseteam. Tredje del av prosjektet er en cluster
randomisert studie for a se om modellen med felles helseteam (ved tre legesentre) gir et mer
effektivt helsetilbud enn dagens praksis.

Tidligere saksbehandling

REK sgr-gst A godkjente studien i brev datert 22.5.14 og gav fritak fra a innhente aktivt
samtykke, men satte som betingelse at alle deltakerne skulle informeres med brev og gis
reservasjonsadgang. REK sgr-gst A gav fglgende begrunnelse for palegg om utsendelse av
personlig brev med informasjon om studien og reservasjonsrett:

’Dispensasjon fra taushetsplikten etter helseforskningsloven § 35 kan bare gis dersom komiteen
vurderer at forskningen er av vesentlig interesse for samfunnet og at deltakernes velferd og
integritet er ivaretatt. Prosjektleder har ikke gitt en god nok redegjarelse for hvorfor
samfunnsinteressen overstiger ulempen for pasientene i dette prosjektet, utover a fremheve at
samfunnsinteressen er meget stor. Etter komiteens syn er den planlagte tilneermingen i prosjektet,
a innhente opplysninger fra pasienter som benytter deltakende leger som fastlege, a anse som
seerdeles inngripende ovenfor den enkelte. Pasientens journal kan inneholde serdeles sensitive
opplysninger som etter komiteens syn bgr ha et hgyt beskyttelsesvern.”

NEM » D nasjonale forskningsetiske komité for medisin og helsefag. NENT = Den nasjonale forskmingsetiska komité for maturvitenskap og tekmologi
NESH = Den nasjonale forskningsetiske komité for samfunnsvitenskap og humarmora. GRANSKINGSUT VALGET = Nasjonalt utvalg for gransking av redelighet i forskning
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NEM tok saken fgrste gang til behandling pa komitémgtet 9.9.14. NEM viser til vedtak (datert
26.9.14) fra dette mgtet for neermere beskrivelse av saken og tidligere saksbehandling i REK.
NEM ansa prosjektets malsetting som sveert sentral og viktig, men syntes imidlertid sgknaden var
mangelfull og uklar. Komiteen valgte derfor a invitere prosjektleder for a redegjgre naermere for
ngdvendigheten av tilgang til alle pasientjournalene og for samfunnsnytten av prosjektet.

NEMSs vurdering

NEM tok saken til annen gangs behandling pa komitématet 28.10.14. Prosjektleder redegjorde
for prosjektets helhet og oppklarte spgrsmal rundt sammensetning og bruk av
studiepopulasjonen. Det fremkom at hele materialet skal benyttes i begge delstudier, baseline og
etter intervensjon. Begge kohortene bestar av en klinisk- og en register-populasjon. Pasientene
som fyller ut sparreskjema bes om samtykke til a koble deres opplysninger til data fra
pasientjournaler og registerdata, mens det sgkes fritak fra & innhente samtykke fra
registerpopulasjonen.

NEM statter REKSs vurdering av at prosjektets samfunnsnytte er stor. Det er viktig med forskning
som kan legge til rette for bedre samhandling mellom primaerhelsetjenesten og psykiatrien og
prosjektet vil pa sikt kunne bidra positivt for deltakerpopulasjonen. Prosjektet skal dessuten
gjennomfares i en sveert heterogen og stor populasjon i Groruddalen og etter komiteens vurdering
vil dette gke den potensielle samfunnsnytten. NEM viser til REKSs vurdering av potensiell
integritetskrenkelse ved inklusjon uten samtykke. REK fremhever at det er sers sensitive data
som krever hgyt beskyttelsesvern. NEM oppfatter studien som mindre integritetskrenkende enn
det REK legger til grunn for sitt vedtak. NEM anser ikke dataene som skal samles inn som
serskilt sensitive og metoden for innhenting ivaretar deltakernes integritet. Et medisinsk
datafirma (Mediata) vil veere ansvarlige for uthenting av kodede journalopplysninger, fra
legesentre og legevakt, data som sa skal koples med informasjon fra NAV og psyKkiatrisk
helsetjeneste. Uthenting vil skje til en kryptert minnepinne som benyttes for overfgring av data til
forskningsfilen. Det er primert diagnosekoder og resepter som hentes automatisk ut. Det er altsa
ikke snakk om at personer skal lese gjennom pasientjournalene, eller hente ut fritekst. NEM
anser at fremgangsmaten er hensiktsmessig og at den ivaretar personvernet slik at
integritetskrenkelsen blir minimert. Det skal inkluderes informasjon fra opp mot 30000 personer
pa fastlegenes lister hvorav vel 20000 vil ha hatt kontakt med helsetjenesten i lgpet av ett ar.
Dette skal foretas i to omganger.

Hovedregelen er samtykke fra deltakere i helsefaglig forskning (hfl § 13). NEM har i sin praksis
lagt til grunn at tre vilkar ma veere oppfylt for benyttelse av helseopplysninger i forskning uten
samtykke (jf. hfl. 88 15, 28 og 35).

1. Det er vanskelig a innhente samtykke
2. Forskningen er av vesentlig interesse for samfunnet
3. Deltakernes velferd og integritet skal ivaretas

NEM anser at alle tre kravene er tilfredstilt for registerpopulasjonen i omsgkte prosjekt, og
opprettholder REKS fritak fra taushetsplikten slik at data kan tilgjengeliggjeres uten innhenting
av aktivt samtykke, jf helseforskningslovens § 35.
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Ved unntak fra samtykke gjelder personopplysningslovens bestemmelser om informasjonsplikt,
jf. personopplysningsloven § 20, jf. helseforskningsloven § 2 tredje ledd. Hovedregelen ved
fritak fra & innhente samtykke er at de involverte informeres om bruken av personopplysninger.
NEM diskuterte unntak fra informasjonsplikten grundig. NEM ansa det som spesielt viktig at
hele populasjonen deltar i studien. Dette er en populasjon der en del har begrensete
norskkunnskaper. Det er derfor utfordrende & fa informert den aktuelle populasjonen
tilfredsstillende. Personlige brev matte i tilfelle utformes pa en rekke ulike sprak og sendes til
nesten 30000 personer. Dette ble ansett som bade praktisk vanskelig og uhensiktsmessig.
Komiteen diskuterte om det var andre egnete mater & informere om deltakelsen, deriblant
oppslag pa legekontorene. Samlet vurdering var at slike oppslag kunne virke mot sin hensikt. Det
ville vaere krevende a utforme et slikt oppslag pa en mate som ville gi tilstrekkelig informasjon
for den aktuelle populasjonen. NEM finner varsling uforholdsmessig vanskelig, slik at
informasjon til de registrerte utgar i dette prosjektet.

Vedtak

Klagen godtas. Det gis databehandlingsgrunnlag for registerpopulasjonen uten innhenting av
aktivt samtykke etter helseforskningslovens 8 35 og uten krav om varsel til de registrerte, jf
personopplysningsloven § 20 andre ledd bokstav b.

Hilsen

Dag Bruusgaard
Professor dr.med.
leder av NEM

Jacob C Hglen
sekretariatsleder i NEM, PhD

Kopi
Akershus universitetssykehus
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REK sgr-gst A Tove Irene Klokk 22845522 31.08.2020 25160
Deres referanse:
Torleif Ruud

25160 Er felles primaer helsetjeneste og psykisk helsevern bedre enn naveerende
praksisfor personer med psykiske og andre sykdommer? Cluster randomisert studie

Forskningsansvarlig: Akershus universitetssykehus HF

Seker: Torleif Ruud

REKsvurdering

Vi viser til sgknad om progjektendring datert 24.08.2020 for ovennevnte
forskningsprogekt (REK 2014/435). Sgknaden er behandlet av sekretariatet | REK sar-@st
padelegert fullmakt fra REK sgr-gst A, med hjemmel i helseforskningsloven § 11.

Det sgkes om a forlenge prosjektperioden, med ny sluttdato 31.12.2023.

Alle data er innsamlet, men det er behov for mer tid for analyser og publisering av
resultatene. Oppdatert publiseringsplan er beskrevet i revidert forskningsprotokoll.

Sekretariatet har vurdert endringene og har ingen innvendinger mot at disse gjennomferes
som beskrevet.
Vedtak

Godkjent

Komiteen godkjenner med hjemmel i helseforskningsloven § 11 annet ledd at prosjektet
viderefgresi samsvar med det som fremgar av seknaden om prosjektendring i samsvar
med de bestemmel ser som falger av hel seforskningsloven med forskrifter.

Vi gjer samtidig oppmerksom pa at etter ny personopplysningslov ma det ogsa foreligge et
behandlingsgrunnlag etter personvernforordningen. Det maforankresi egen institusjon.

Godkjenningen gjelder til 31.12.2023.

Dersom det skal gjares ytterligere endringer i prosjektet i forhold til de opplysninger som
er gitt i sgknaden, ma prosjektleder sende ny endringsmelding til REK.

REK sgr-gst A Telefon:22 8455 11 | E-post:rek-sorost@medisin.uio.no
Besgksadresse: Gullhaugveien 1-3, 0484 Oslo W eb:https://rekportalen.no
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Opplysningene skal oppbevares avidentifisert, dvs. atskilt i en ngkkel- og en datafil.
Opplysningene skal deretter dlettes eller anonymiseres.

Progjektet skal sende sluttmelding til REK, se helseforskningsloven § 12, senest 6 maneder
etter at progektet er avsluttet.

Vennlig hilsen

Jacob C. Hdlen
Sekretariats eder
REK sgr-gst

Tove Irene Klokk
Seniorrédgiver
REK s@r-gst

Kopi til forskningsansvarlig institugon(er) og medbruker(e).

Klageadgang

Du kan klage pa komiteens vedtak, jf. forvaltningsloven § 28 flg. Klagen sendestil REK
ser-gst A. Klagefristen er tre uker fra du mottar dette brevet. Dersom vedtaket
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komité for medisin og helsefag (NEM) for endelig vurdering.
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Meldeskjema for tilrddning av forsknings- og kvalitetsprosjekter

Meldeskjemaet skal utfylles for
1) Kvalitetssikring
2) Medisinsk/helsefaglig forskning
3) Helsetjenesteforskning
som omfatter bruk av person- og helseopplysninger og humant biologisk materiale.

Mer informasjon: internettsiden til Ahus (G4 til www.ahus.no > Forskning og utvikling > Rutiner for forskning).

Utfylt skjema med vedlegg sendes til: personvern@ahus.no

A Prosjektopplysninger

1 Prosjektleder ved Ahus (obligatorisk)

Telefonnummer: E-postadresse:

6796 8773 /975 46 760 torleif.ruud@ahus.no

Navn, stilling: Avdeling:

Torleif Ruud, avdelingssjef FOU-avdeling psykisk helsevern
2 Ekstern prosjektleder dersom prosjektet ledes av annen institusjon

Navn, stilling: Avdeling:

Telefonnummer: E-postadresse:

3 Prosjektet er godkjent av forskningsansvarlig i divisjonen ved Ahus (obligatorisk)

xJa

Navn, stilling: Divisjon eller klinikk:

@ystein Kjos, divisjonsdirektar Divisjon psykisk helsevern
4 Prosjekt tittel

Norsk tittel:

Er felles primaerhelsetjeneste og psykisk helsevern bedre enn naveerende praksis for personermed psykiske og andre
sykdommer? Cluster randomisert studie

Vitenskapelig tittel:
Is shared primary and mental health care better than current practice for people with mental and comorbid illnesses?
Cluster randomized trial

5 Prosjekt formal

Gi en allment forstaelig og kortfattet beskrivelse av bakgrunn og formal. Maksimalt 1000 tegn med mellomrom.

Helsemyndigheter og brukere etterlyser bedre samhandling mellom primaerhelsetjenesten og psykisk helsevern, men
det er mangel pa konkrete samhandlingsmodeller med godt dokumentert effekt.

Prosjektet vil undersgke effekten av en norsk tilpasning av en vellykket kanadisk modell med et tverrfaglig helseteam
med fagpersoner fra primaerhelsetjenesten og psykisk helsevern som samlokaliseres og samarbeider tett sammen med
fastleggrupper. Vi vil kombinere data fra spgrreskjema til fastlegepasienter (ved inklusjon i to uker og 3 og 9 maneder
seinere) om deres psykiske helse og tilfredshet med helsetjenesten, og registerdata om pasienter og bruk av tjenester
fra fastleger, psykisk helsevern, kommunenes helse- og sosialtieneste og NAV. Seks legesentre med 24 fastleger fra
tre bydeler i Groruddalen rekrutteres til prosjektet.

Farste delprosjekt er en studie av dagens praksis. Pasientforlgp undersgkes ved kombinasjon av data fra de nevnte
helsetjenestene. | andre delprosjekt brukes data fra farste del til & identifisere behov for bedre samhandling, og &
utforme og implementere en norsk modell med felles helseteam. Tredje delprosjektet er en cluster randomisert studie
av om modellen med felles helseteam (tre legesentre) gir mer effektivt helsetilbud enn vanlig praksis (tre legesentre).
Datainnsamlingen fra pasienter og registre vil veere den samme i farste delprosjekt i 2015 (far cluster randomisering)
og i tredje delprosjekt i 2017 (etter cluster randomisering). Helseteamene etableres hgsten 2015 og skal arbeide
gjennom hele 2016 fgr vi maler grad og betydning av endringer i 2017.

Ulskriftstidspunkt: 13.05.15 17:08 Side 1av 5
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6 Prosjektperiode

Periode omfatter fra rekruttering til og med publisering.

Studiestart (dd.mm.a33a):

01.04.2015

Studieslutt (dd.mm.3334):

30.06.2018

Slette tidspunkt for oppbevaring av opplysninger mht etterprgving (dd.mm.a33a):

30.06.2023

7 Andre prosjektopplysninger

a)

b)

c)

d)

e)

f)

Hovedformalet med prosjektet er:

[ Kvalitetssikring

(Undersgke om etablert behandling/praksis gir de gnskede resultater)

X[] Medisinsk/helsefaglig forskning

(Produsere ny vitenskapelig kunnskap om sykdom og helse)

[ Annen forskning, inkludert Helsetjenesteforskning, som er utenfor REKs mandat for godkjenning

Relatert forskningsprosjekt:

(For eksempel tidligere prosjekt, hovedprosjekt, delprosjekt, parallellprosjekt)

X[ Nei

Internasjonalt samarbeid:

X[ Nei OJa

Utdanningsprosjekt/doktorgradsprosjekt:
X[ Nei O Ja

Finansiering:
[J Interne strategiske forskningsmidler

X[ Finansiert av avdelingen

X[ Eksternt: Oppstartingsmidler for samhandlingsforskning tildelt fra Helse Sgr-@st i 2013.

Hvis ja, kryss av:

Huvis ja, kryss av:

[ Ja, oppgi navn og personvern saksnummer. pa prosjekt:

[ Del av internasjonal multisenterstudie
[ Selvstendig datainnsamling i utlandet
[ EU prosjekt

[ Master [ Doktorgrad

[J Annet, beskriv:

Prosjektnummer/kostnadsted: Prosjektkommer 273932 Kostnadssted 900020

Prosjektmedarbeidere:

Navn, stilling, avdeling:

Torleif Ruud, avdelingssjef/professor, FOU-avdeling psykisk helsevern, Ahus
Ajmal Hussain, overlege/forsker ved Groruddalen DPS, Ahus

Ole Rikard Haavet, fastlege/farsteamanuensis, Avdeling for allmennmedisin, UiO
Mette Brekke, fastlege og professor, Avdeling for allmennmedisin, UiO

Svein Gjelstad, allmennlege og forsker, Avdeling for allmennmedisin, UiO

Mina Dahli, fastlegevikar, phd-kandidat

Jorun Rugkasa, Helsetjenesteforskning, Ahus
Inger Cathrine Kann, Helsetjenesteforskning, Ahus
Hilde Luras, Helsetjenesteforskning, Ahus

Dagfinn Bjgrgen, landsleder, Mental helse Norge

Nick Kates, professor, McMaster University, Hamilton, Canada

Utskriftstidspunkt: 13.05.15 17:08
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B Informasjonssikkerhet

8 Samtykke

Skal det innhentes skriftlig samtykke fra den registrerte? X[ Ja [ Nei

Hvis nei, begrunn hvorfor:

Skal det innhentes skriftlig samtykke fra stedfortredende dJa X[ Nei
Hvis ja, av hvem:

Hvis barn inkluderes, angi alder:

Skal det sgkes om unntak fra taushetsplikten? X[dJa [JNei
Hvis ja, begrunn hvorfor:

Nasjonal etisk komite (NEM) har godkjent unntak fra taushetslikten for innhenting av registerdata for fastlegepasienter (se godkjenning).

9 Detaljer om prosjektets informasjonsbehandling

9.1 Type personopplysninger databehandlingen / prosjektet skal omfatte:
(Flere avkrysninger mulig)

9.1.1 Ikke-sensitive personopplysninger 9.1.2 Sensitive personopplysninger (jf. personopplysningsloven § 2 nr. 8)
Identifikasjonsopplysninger Prosjektet omfatter opplysninger om
X[] Navn, adresse, fgdselsdato X[] Rasemessig eller etnisk bakgrunn, eller politisk, filosofisk eller religias oppfatning
X[J Fadselsnummer (11 siffer) [J At en person har veert mistenkt, siktet eller dgmt for en straffbar handling
[ Fingeravtrykk, iris X[] Helseforhold
] Annet: [ seksuelle forhold

[ Fagforeningstilngrighet

Presiser hvilke opplysninger som innhentes: Sosiodemografiske data,

helsetjenester, bruk av helsetjenester, ytelser fra NAV.

9.2 Utvalg
(Flere avkrysninger mulig)

Behandlingen omfatter opplysninger om:

X[ Pasienter ved Ahus [ Ansatte ved Ahus
[ Pargrende [ Elever/ studenter
X[ Pasienter ved andre sykehus/ institusjoner O Andre, utdyp: Pasienter ved seks legesentre i Groruddalen.

9.3 Innsamling av opplysningene

Hvordan personopplysningene samles inn (flere avkryssinger er mulig)
X[J Manuelt X [] Elektronisk (tekst, bilde, analysesvar) [ Videoopptak  [] Lydopptak  [J Annet (beskriv hvordan):
Hvor innhentes personopplysningene fra:

X[] Fra den registrerte personlig.

X[ Fra elektronisk system (journal/laboratorie/bildediagnostikk), angi hvilke: Hos fastleger, Ahus og NAV.

[ Internt kvalitetsregister, angi hvilke:

psykiske og fysiske helseproblemer, sykefravaer, henvisninger mellom

[ Forskriftsregulerte registre (eksempelvis fadselsregister, kreftregister eller dadsarsaksregister, eller interne konsesjonsbelagte registre).

Angi hvilke registre: Norsk pasientregister
[ Fra andre sykehus. Angi hvilke:

[ Annet (beskriv hvor fra):

Hvis innsamlingen av personopplysninger skal utfgres fra andre virksomheter, beskriv gjennomfaring:

Utskriftstidspunkt: 13.05.15 17:08 Side 3 av 5
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9.4 Uttrekk av helseopplysninger fra Ahus:

Hvem utfgrer uttrekk av helseopplysninger fra journal eller registre ved Ahus:

Den som utfgrer uttrekket ma ha et ansettelsesforhold ved Ahus, eller p& annen mate vaere under Ahus instruksjonsmyndighet og ha gyldig
grunnlag for uttrekket.

[ Prosjektleder eller prosjektmedarbeider.

X[] Datafangstgruppen, send forespgrsel til datafangst@ahus.no

[J Andre — oppgi hvem:

9.5 Lagring og behandling av opplysninger
(Flere avkrysninger mulig)

Hvordan lagres opplysningene?
X[] Forskningsserver ved Ahus

[ Forskningsserver ved UiO (kun anonymiserte data)

X[ P& papir. Forklar hvordan dette sikres mot uvedkommende: Midlertidig oppbevaring i laste stalskap av samtykkeskjema og
spgrreskjema utfylt av pasienter til registerdata er innhentet og koblet. Data vil s& bli anonymisert. Fgdselsnummer
oppbevares i egen liste atskilt fra avidentifiserte opplysninger om helsetilstand og behandling. Prosedyrene vil

veere de samme for de to datasettene fra 2015 og 2017, som ikke skal kobles pa person og derfor vil bli
anonymisert uavhengig av hverandre.

[ P& video, tape eller annet opptak. Beskriv hvordan dette er sikret og om personen kan identifiseres:

[J Annet (for eksempel andre virksomheters nettverk). Beskriv:

9.6 Gjenfinning av opplysningene

a) Hvordan gjenfinnes opplysningene? (Bruk av direkte identifisering som personnummer og navn skal forsgkes unngatt)
[ Opplysningene lagres med navn, personnummer eller annet som entydig angir det enkelte individ
X[] Opplysningene lagres avidentifisert (ved bruk av krysslister, kodengkkel, lspenummer eller lignende)
b) Hvordan er krysslister/kodengkler beskyttet/lagret?
[ PA papir, nedlast pa adgangsbegrenset rom pa Ahus
X[J Tilgangsstyrt prosjektomrade pa forskningsserver i sikker sone
[0 Annet, forklar:
c) Opplysningene er anonyme

[J Anonyme opplysninger er informasjon som ikke pd noe vis kan identifisere enkeltpersoner i et datamateriale, verken direkte gjennom navn
eller personnummer, indirekte gjennom bakgrunnsvariabler, eller gjennom navneliste/koblingsngkkel eller krypteringsformel og kode.

Utskriftstidspunkt: 13.05.15 17:08 Side 4 av 5



mailto:datafangst@ahus.no

Obligatorisk meldeskjema 2013, versjon 2.0

Akershus
. niversitetssykehus

9.7 Utlevering av opplysningene

Blir personopplysningene gjort tilgjengelige/utlevert til andre samarbeidspartner(e) dJa X[ Nei

Dersom ja:

Oppgi mottakers navn og adresse:

Er virksomheten innenfor EU/E@S: OJa [ Nei
Vil den eksterne virksomheten brukes som ressurs/laboratorium/annet for denne studien: O Ja [ Nei
Vil mottakeren ha eget formal/studie: dJa [J Nei

Hva blir overfart?

[ Informasjon med navn, personnummer eller annet som entydig angir det enkelte individ

[ Avidentifisert informasjon (kan identifiseres vha. en kode eller et lapenummer.)

[ Anonymisert informasjon (kan ikke knyttes til en enkeltperson)

Hvordan oversendes informasjonen til andre virksomheter?
[ Personlig overlevering
[J Kryptert e-post (datafangstgruppen)

[J Legges ut pa sikret omrade for nedlasting av mottaker (kryptert)

[ Registreres pa sikret webserver, som ikke krever installasjon pd Ahus-nett

[J Annet. Beskriv naermere:

10 Opprettelse av biobank / utfgrsel av materiale

10.1 Opprettelse eller bruk av eksisterende biobank, oppgi:

Forskningsbiobankens navn:

Ansvarshavende person:

Forskningsbiobankens innhold (vev, blod og lignende): Antall givere:
Oppbevaringstid: fra til
Gjgres genetiske undersgkelser som har diagnostiske, prediktive eller [JJa [ Nei
behandlingsmessige konsekvenser for deltakeren?
Er genetiske opplysninger tenkt tilbakefgrt til deltakeren? [JJa [ Nei
10.2 Utfarsel av biologisk materiale til annen institusjon:

Institusjon og land: Kontaktperson:

Utskriftstidspunkt: 13.05.15 17:08

Side 5 av 5




r, Ak‘ers h u S Akershus universitetssykehus HF
universitetssykehus

Postadresse:

Postboks 95
1478 Larenskog
PERSONVERNOMBUDETS UTTALELSE o
02900
Til: Torleif Ruud, avd sjef forskning Org.nr:
NO 983 971 636 MVA
: ; T .ahus.
Kopi: Qystein Kjos, div dir Hanisne
Fra: Personvernombudet ved
Akershus universitetssykehus
Saksbehandler: Marianne B Blair
Dato: 13.05.15
Offentlighet: Ikke unntatt offentlighet
Sak: Personvernombudets uttalelse til innsamling og
behandling av personopplysninger
Saksnummer/ 13-138
Personvernnummer;

Personvernombudets uttalelse til innsamling og behandling av personopplysninger for
forskning i prosjektet “Er felles primeerhelsetjeneste og psykisk helsevern bedre enn
ndveerende praksis for personermed psykiske og andre sykdommer” (Shared care)

Prosjektbeskrivelse:
“Helsemyndigheter og brukere etterlyser bedre samhandling mellom primcerhelsetjenesten
og psykisk helsevern, men det er mangel pa konkrete samhandlingsmodeller med godt

dokumentert effekt.

Prosjektet vil undersoke effekten av en norsk tilpasning av en vellykket kanadisk modell med
et tverrfaglig helseteam med fagpersoner fra primeerhelsetjenesten og psykisk helsevern
som samlokaliseres og samarbeider tett sammen med fastleggrupper. Vi vil kombinere data
Jra sporreskjema til fastlegepasienter (ved inklusjon i to uker og 3 og 9 méneder seinere)
om deres psykiske helse og tilfredshet med helsetjenesten, og registerdata om pasienter og
bruk av tjenester fia fastleger, psykisk helsevern, kommunenes helse- og sosialtjeneste og
NAV. Seks legesentre med 24 fastleger fra tre bydeler i Groruddalen rekrutteres til
prosjektet.

Forste delprosjekt er en studie av dagens praksis. Pasientforlop undersokes ved
kombinasjon av data fra de nevnte helsetjenestene. I andre delprosjekt brukes data fra
Jorste del til a identifisere behov for bedre samhandling, og d utforme og implementere en
norsk modell med felles helseteam. Tredje delprosjektet er en cluster randomisert studie av
om modellen med felles helseteam (tre legesentre) gir mer effektivt helsetilbud enn vanlig
praksis (tre legesentre). Datainnsamlingen fra pasienter og registre vil veere den samme i
Jorste delprosjekt i 2015 (for cluster randomisering) og i tredje delprosjekt i 2017 (etter
cluster randomisering). Helseteamene etableres hosten 2015 og skal arbeide gjennom hele
2016 for vi maler grad og betydning av endringer i 2017.”
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Viser til innsendt melding om behandling av personopplysninger / helseopplysninger. Det
folgende er et formelt svar pd meldingen. Forutsetningene nedenfor ma vaere oppfylt for
rekruttering av pasienter til studien kan starte.

Med hjemmel i Personopplysningsforskriftens § 7-12 jf. Personopplysningsloven § 31, har
Datatilsynet, ved oppnevning av personvernombud, fritatt sykehuset fra meldeplikten til
Datatilsynet. Forskningsprosjekter (studier) som omfatter hesting, lagring og
tilgjengeliggjoring samt behandling av person-/helseopplysninger, meldes derfor til
sykehusets personvernombud, se sarlig helseregisterloven § 3 om formal og § 6 om
alminnelige vilkér for & behandle helseopplysninger.

Personvernombudet har vurdert det til at den planlagte databehandlingen av
personopplysninger / helseopplysninger tilfredsstiller de krav som stilles i helseforsknings-
og personvernlovgivningen. Personvernombudet har ingen innvendinger til at den planlagte
databehandlingen av personopplysninger / helseopplysninger kan igangsettes under
forutsetning av felgende:

1. Forskningsansvarlig / databehandlingsansvarlig er Akeshus universitetssykehus HF
ved adm. direktor.

2. Divisjonsdirektoren har godkjent gjennomforingen av prosjektet.

3. Behandling av personopplysningene / helseopplysninger (sensitive opplysninger) i
prosjektet skjer i samsvar med og innenfor det formédl som er oppgitt i meldingen.

4. Studien er vurdert av Regional komité for medisinsk og helsefaglig forskningsetikk
(REK), er godkjent i Den nasjonale forskningsetiske komité for medisin og helsefag
(NEM) i brev av 10.11.14, og eventuelle merknader mé folges.

5. Samtykke som er fremlagt benyttes for pasientene som skal rekrutteres in persona 1
forbindelse med konsultasjon. For pasienter som inkluderes indirekte, der man kun
henter ut historiske opplysninger fra journal, blir det verken gitt informasjon eller
innhentet samtykke og grunner seg pd NEM sitt vedtak. NEM har vurdert
prosjektleders begrunnelse for dette og gjort unntak fra taushets- og
informasjonspliktene. REK sin tilbakemelding mht revidering av pasientinformasjon
og —samtykke forutsettes etterkommet.

6. Data lagres som oppgitt i meldingen pé tilgangsstyrt omrade pd forskningsserver ved
Ahus. Kodeliste som kobler avidentifiserte data (indirekte identifiserbare
helseopplysninger) med personopplysninger lagres som angitt i meldingen og
oppbevares separat nedlast pa adgangsbegrenset rom pé sykehuset eller elektronisk
som separat fil p tilgangsstyrt prosjektomréde pa forskningsserver i sikker sone.
Kontakt datafangstgruppen for opprettelse av prosjektomrade pa forskningsserver pa
datafangst@ahus.no

7. Prosjektslutt er 30.06.2018. Av dokumentasjonshensyn skal opplysningene likevel
bevares inntil 30.06.2023 (sluttdato 5ar for vanlige prosjekter), da skal data slettes
eller anonymiseres ved at kodelisten slettes og eventuelle andre
identifikasjonsmuligheter i databasen fjernes (senest 6 mnd etter sluttdato dvs
31.12.2023) i hht samtykke fra REK. Nar det gjelder pasienter rekrutterte in persona
s vil kodelisten slettes 9 méneder etter mottak av siste skjema, i motsetning til dem
som inkluderes indirekte (registerpopulasjon uten krav til aktivt samtykke eller
iformasjon) og i hht samtykke fra NEM. Personvernombudet bes orientert om at
begge slettedatoer er overholdt.

8. Det ma etableres en databehandleravtale med de inkluderte legesentrene i de tre
bydelene i Oslo, som skal utlevere pasientdata til Ahus, samt andre offentlige
instanser som NAV/HELFO, fordi helseopplysninger skal utleveres, se
helseregisterloven § 6 annet ledd, personopplysningsloven § 2 nr 5 og
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personopplysningsforskriften § 7-12. Eksterne som skal utlevere data til Ahus har
rett til & fa innsyn i risikovurderingen som er gjort for forskningsserveren pa Ahus.
Det anbefales & kontakte Datafangstgruppen for bistand til dette.

9. Dersom formélet, utvalget av inkluderte eller databehandlingen endres mé
personvernombudet gis forhdndsinformasjon om dette i likhet med REK/NEM.

Studien er registrert i sykehusets offentlig tilgjengelig database over forsknings- og
kvalitetsstudier.

Lykke til med studien!

Med vennlig hilsen

Marianne B Blair
Personvernombud
Akershus universitetssykehus HF

Epost: personvern@ahus.no
Web:  www.ahus.no
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Errataliste

Kandidat: Mina Piiksi Dahli

Avhandlingstittel: Mental health problems in Norwegian general practice. Identification, presentation,

diagnosis.
Side Linje Fotnote Originaltekst | Type rettelse | Korrigert
tekst

5 9 ...In Cor ...In
addition, addition,
physical and psychological
somatic ... and somatic

11 18 ... Increase in | Cor ... increase in
somatic somatic
symptom symptom
diagnosis ... diagnoses ...

11 21 ... symptoms | Cor ... symptom
diagnoses diagnoses
received ... received ...

13 3 ... fysisk Cor ... fysiske
helseplager helseplager

14 24 .743% ... |Cor . 733% ...

45 3.5.2 Somatic | Cor 3.5.2 Somatic
symptoms symptom
diagnoses diagnoses

56 4 ... We found | Cor ... We found
that 74,3 % that 73,3 %
of patients ... of patients ...

60 20 ... significant | Cor ... significant
increase in increase in
somatic somatic
symptom symptom
diagnoses diagnoses
compared to comparable
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