
86 Volume 35 Number 2, April 2008 

Correspondence to: karma@tpc.org.nz 

Identifying psychological distress 
in New Zealand primary care: 
The General Health Questionnaire-12 
(GHQ-12) as a screening instrument 

Julia Davis is an intern clinical psychologist at The Psychology Centre, and completed 
this project as part of a Waikato Clinical School summer studentship. 

Karma Galyer is a consultant clinical psychologist at The Psychology Centre. Her 
research and practice background is in child health and development. 

Teejay Halliday is a clinical psychologist, and completed this project as part of a 
Waikato Clinical School summer studentship. 

John Fitzgerald is the Director of The Psychology Centre. His particular clinical and 
research interests include mental health outcomes, NGO and primary care sector service 
management and delivery. 

Juanita Ryan is a consultant clinical psychologist at The Psychology Centre. Her 
practice is in the areas of adult mental health and neuropsychology. 

Julia Davis, Karma Galyer, TeeJay Halliday, John Fitzgerald, Juanita M Ryan 

ABSTRACT 
The usefulness of the General Health 
Questionnaire-12 (GHQ-12) in the 
identification of psychological dis-
tress among patients in the New Zea-
land general practice setting was in-
vestigated. Participants completed the 
GHQ-12 and a demographic informa-
tion form while waiting for a GP ap-
pointment. Doctors were asked to 
provide information on whether they 
considered each participant to be 
psychologically distressed. There was 
some overlap of clients identified as 
psychologically distressed by the 
GHQ-12 and GPs, but the majority 
were identified by the GHQ-12 alone. 
The results of this study suggest the 
GHQ-12 could contribute to the iden-
tification of psychological distress for 
patients who are visiting their GP 
solely for a medical reason, are not 
well known to their GP, or who visit 
a GP frequently. The high response 
rate indicates the process is accept-
able to many patient groups. 

This project received approval 
from the Northern Y Regional Ethics 
Committee, reference NTY/06/08/067. 

(NZFP 2008; 35: 86–90) 

* 
Introduction 
Detecting psychological problems in 
general practice is recognised as a 
difficult task.1,2 The number of people 
who present to their general practi-

tioner (GP) with psychological prob-
lems is substantially lower than the 
population prevalence of psychologi-
cal disorder would suggest.3,4,5 The 
Mental Health and General Practice 
Investigation4 (MaGPIe Research 
Group) showed that more than half of 
their sample of general practice pa-
tients had experienced some level of 
psychological problem in the past year, 
and a third had had a diagnosable 
mental disorder. Less than 6% of these 
consultations were primarily for a 
psychological reason. In another re-
cent survey, 21% of a New Zealand 
sample had experienced a diagnosable 
psychological disorder in the last 12 
months, with 22% of this group at a 
high level of severity. Less than half 
of the people in this study sought help 
from a health professional.6 

Several factors pose challenges 
for the detection of psychological 
disorders in general practice. Re-

search has found that without direct 
requests from patients, GPs have few 
cues for identifying mental health 
concerns.7 Additional barriers in-
clude time constraints, patient reluc-
tance to discuss psychological symp-
toms3,8 as well as the severity of a 
patient’s problem.9 The level of fa-
miliarity between GP and patient has 
been found to assist in the identifi-
cation of psychological distress.10 

In theory, the use of screening 
instruments would indicate which 
patients might be experiencing psy-
chological difficulties. The General 
Health Questionnaire (GHQ)11 is one 
of many such tools available. The 
items are not diagnostic, as psychi-
atric problems can be specified by 
other means. Rather the focus is on 
more general aspects of functioning 
that can be affected by psychologi-
cal difficulties (i.e. impaired daily 
living, new and distressing symp-
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toms). There have been a large 
number of studies regarding GHQ- 
12’s validity and reliability in sev-
eral settings.12,13 Advantages of the 
GHQ-12 are its length – only 12 items 
– easy administration and quick scor-
ing. While the measure was origi-
nally developed in the United King-
dom, it is now used worldwide in a 
variety of languages. The GHQ-12 
was used in the MaGPIe studies, 
which suggested it is an effective tool 
to identify psychological symptoms 
in a New Zealand population.5,14 

The current study focused on 
whether the GHQ-12 has the poten-
tial to assist GPs in identifying men-
tal health concerns. It was part of a 
larger investigation evaluating brief 
mental health interventions in the 
primary care setting. 

Method 

Sampling procedure 

Two Waikato medical centres partici-
pated in the data collection. These 
sites were chosen as they had more 
GPs than average for the area, in-
creasing the potential number of par-
ticipants. They were both interim 
funded and offered 
similar primary care 
services. One was lo-
cated in Hamilton 
city, and the other in 
a rural township. Pa-
tients aged 18-years 
or over who were 
visiting their GP on 
the survey days were 
approached and asked to take part 
while waiting for their appointment. 
As this was a descriptive study, no 
other sampling criteria were applied. 

Measures 

Patient forms 

Participants completed the GHQ-12 
and an information sheet noting the 
reason for their appointment, if it was 
with their usual doctor, and demo-
graphic information. Answers for 
open-ended questions were sorted 
into categories by two independent 

raters, and any disagreements settled 
by a third rater. Reasons for appoint-
ment were categorised as medical, 
psychological, or unspecified/other. 
These categories are comparable with 
those identified by GPs in the MaGPIe 
study.4 Psychological reasons were 
further classified based on the diag-
nostic categories most often identi-
fied in primary care settings (i.e. low 
mood/withdrawal, stress/anxiety/ 
worry, or both). 

GHQ-12 

Responses to each item of the GHQ- 
12 were scored using the standard 
GHQ scoring protocol which allocates 
a value of 0 (no concern indicated) 
or 1 (concern indicated). These were 
summed to produce a GHQ-12 total 
score, which was compared with a 
threshold cut-off score for ‘caseness’. 
This is the likelihood that a ‘diagno-
sis’ would be made if the respondent 
were to undergo a full psychiatric 
interview. 

GP forms 

GPs filled in a separate form if they 
considered their patient to be pre-
senting with some form of psycho-

logical distress. ‘Dis-
tress’ was not specifi-
cally defined, but left 
open to the GPs to 
determine as per 
their usual practice. 
They were asked to 
describe the distress 
in a brief statement, 
rather than using di-

agnostic categories that would have 
excluded patients with more general 
or less severe difficulties. GPs rated 
how concerning the difficulties were, 
for both the patient and themselves, 
using a three-point scale. Whether a 
referral to a support service was made 
and how well the GP knew the pa-
tient was also noted. GPs’ descrip-
tions of their patients’ psychological 
distress were classified according to 
the type of distress (i.e. low mood/ 
withdrawal, stress/anxiety/worry, 
both, or unspecified), and the con-
text in which it occurred (i.e. family, 

partner, work, medical event, multi-
ple events or unspecified). 

Results 

Response rate 

A total of 266 survey forms were dis-
tributed; of these, 36 (14%) individu-
als declined to participate. Reasons 
for declining included having left 
reading glasses at home, a preference 
to not fill in forms, and feeling too 
unwell. Thirty-four forms (15%) were 
incomplete, including 18 GHQ-12s, 
and 17 missing GP forms. Only par-
ticipants with complete data sets were 
included in this analysis (n=196, 
74%). The majority of forms were 
completed by patients in the time 
between checking in with the admin-
istration staff, and when they were 
called for their appointment. 

Demographic summary 

The majority of participants identi-
fied as New Zealand European (82%), 
with 6% identifying as Maori. Fe-
males accounted for 61% of the sam-
ple. The highest proportion of par-
ticipants was in the over-60 age range 
(27%) while the lowest representa-
tion was in the under-20 age range 
(5%). There were no substantial dif-
ferences in ethnicity, gender, usual 
GP or number of visits to the GP be-
tween the group that completed all 
components of the survey and those 
that did not. However, a higher 
number of participants in the over- 
60-years group did not complete the 
GHQ-12 after consenting to take part 
in the study. 

Identification of psychological 
distress 

GHQ-12 identification of 
psychological distress 

The mean GHQ-12 score for all par-
ticipants who completed the question-
naire was 2.5 (Median=1, SD=3.4, 
Range 0-12). Using a scoring method 
with a threshold of 2/3 for ‘caseness’, 
the GHQ indicated that 33% (n=64) 
of patients might be experiencing 
some form of psychological distress. 

Research has found 
that without direct 

requests from patients, 
GPs have few cues for 

identifying mental 
health concerns 
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GPs’ identification of psychological 
distress 

GPs indicated that 18% (n=35) of 
their patients were experiencing 
some form of psychological distress. 
Most of these participants were well 
known or moderately well known to 
their GP (77%). GPs reported 29% 
(n=10) had low mood/withdrawal, 
46% (n=16) had anxiety, 17% (n=6) 
had symptoms of both, and 8% (n=3) 
of participants’ problems were un-
specified. 

Identification of psychological 
distress by GPs, the GHQ-12, or both 

Of the 64 participants who scored 
above the threshold on the GHQ-12, 
20 (31%) were also identified by 
their GP as being psychologically 
distressed. Forty-four participants 
with ‘caseness’ scores on the GHQ- 
12 were not identified as psycho-
logically distressed by their GP, 
while 15 participants (40% of com-
pleted GP forms) were identified as 
psychologically distressed by their 
GP, but scored below the threshold 
on the GHQ-12. 

Possible influences on the 
identification of psychological 
distress 

Consideration of the possible factors 
influencing identification of psycho-
logical distress is outlined below by 
comparing the groups of participants 
who were noted as being psychologi-
cally distressed by their GP only (and 
not by the GHQ-12), by the GHQ-12 
only (and not by their GP), and for 
whom GP and GHQ-12 assessments 
of psychological distress concurred. 

Reason for appointment 

The GHQ-12 identified more psycho-
logical distress in patients present-
ing with solely medical complaints 
than GPs (67% vs 14%). This trend 
was also seen in patients presenting 
with an unspecified or other reason. 
In comparison, GPs and the GHQ-12 
had a high rate of concurrence in 
identifying distress when a psycho-
logical reason for the appointment 
was given (both at 85%). 

Familiarity 

The majority of participants (75%) 
were seeing their usual doctor. Eighty 
per cent of those identified by their 
GPs were usual patients. GPs identi-
fied psychological distress at a higher 
rate for their usual 
patients, whereas 
the GHQ-12 often 
provided the only 
means of identifica-
tion of distress for 
participants who 
were not visiting 
their usual GP. The 
GHQ-12 identified 
42% of patients not 
visiting their usual 
GP as psychologi-
cally distressed, whereas GPs identi-
fied 15% of this group. 

Frequency of GP visits 

Many participants had visited a GP 
two (30%) or three or more (34%) 
times in the last six months. In each 
frequency category the proportion of 
patients who were identified as psy-
chologically distressed was similar. 
However, the method that they were 
identified by was different. The GHQ- 
12 alone found more distress in the 
three visits or more group. Of the 29 
people noted as psychologically dis-
tressed in this category, 22 (76%) 
were identified by the GHQ-12 alone, 
whereas only one (3%) was identi-
fied by GP alone, and six (20%) were 
identified by both. 

Referrals 

GPs referred 14% of the participants 
(n=5) assessed as being psychologi-
cally distressed to another service. 
Two patients were referred to a medi-
cal specialist, and three were referred 
to counselling or psychological serv-
ices. None of the patients who re-
ported seeing their GP for psycho-
logical concerns specifically indi-
cated that they were seeking a refer-
ral to mental health services. 

Influences on referral 

Due to the low numbers of referrals 
made, there was no clear relation-

ship between this and other vari-
ables in the study, including GHQ- 
12 score. For all of the people who 
were referred on, the GP had rated 
the patients concerns in the moder-
ate to significant range (one was un-

specified). How-
ever, there were 
several other pa-
tients with the same 
level of distress that 
were not referred 
on. All of the coun-
selling referrals 
were made for pa-
tients with low 
mood or depressive 
symptoms, and both 
patients referred to 

a medical specialist were experienc-
ing anxiety, stress, or worry. These 
numbers are very small, but suggest 
that the type of distress experienced 
was related to which service a par-
ticipant was referred to. 

Conclusion 
There was some overlap of clients 
identified as psychologically dis-
tressed by the GHQ-12 and GPs, but 
the majority were identified by the 
GHQ-12 alone. This pattern was also 
observed in the MaGPIe4 study, al-
though the proportion of partici-
pants identified as psychologically 
distressed by their GP in this study 
was lower than the MaGPIe study. 
The mean GHQ-12 score in this sam-
ple was also slightly lower than par-
ticipants’ scores in the MaGPIe study 
(2.5 and 2.9, respectively). Overall, 
these findings support the proposal 
that a screening tool such as the 
GHQ-12 could improve the detec-
tion rates of psychological problems 
in primary care patients, and thus 
increase the likelihood of them ac-
cessing appropriate treatment. As a 
more general screening tool, the 
GHQ-12 may detect a broader range 
of psychological problems, includ-
ing those that would not meet crite-
ria for psychiatric diagnosis. Given 
the growing body of evidence that 
brief mental health interventions in 
the primary care setting are useful 

As a more general 
screening tool, the GHQ- 
12 may detect a broader 
range of psychological 

problems, including 
those that would not 

meet criteria for 
psychiatric diagnosis 
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in treating mild to moderate levels 
of psychological distress,15,16 identi-
fication of this group is important. 
Of note was the low number of in-
tervention referrals made. GPs have 
identified barriers they face when 
referring to mental health services.1 
However, patient-based factors also 
need to be considered.8,17 For exam-
ple, one New Zealand study found 
the majority of patients screened as 
having possible anxious and/or de-
pressive concerns did not request as-
sistance from their GP.18 

The results from this study sup-
port previous findings that familiar-
ity increases GPs’ identification of 
psychological concerns.10,17 Patients 
visiting their usual GP might be more 
comfortable discussing psychologi-
cal concerns, and/or GPs’ familiarity 
with patients might assist them in 
gathering and assessing information 
about psychological concerns. GPs 
did identify psychological distress in 
patients they reported not knowing 
very well at all, albeit at a lower rate 
than the GHQ-12. A point for con-
sideration is the lower rates of GP 
identification of distress observed for 
people with whom GPs could also be 
considered familiar, 
those participants 
who attended a GP 
more frequently. 
There could be many 
reasons why the dis-
tress in this group of 
patients goes unde-
tected. For example, 
frequent GP visits 
may suggest a 
chronic health prob-
lem that becomes the focus of each 
visit. Undetected psychological dis-
tress may also lead to increased help 
seeking, and hence more frequent 
visits. An association between fre-
quent GP appointments and chronic 
depression was observed by 
Menchetti et al.19 particularly for 
older people. When there is a per-
sistent high frequency of visits, ad-
ministering a GHQ-12 might provide 
a way of screening for psychologi-
cal aspects of patients’ difficulties. 

A higher proportion of patients 
with a medical or unspecified/other 
reason for their appointment were 
identified as psychologically dis-
tressed by the GHQ-12 alone. The 
identification of psychological dis-
tress in this group 
might be compli-
cated by the presen-
tation of such dis-
tress as somatic, as 
shown in a study of 
GPs’ recognition of 
psychological symp-
toms.20 Alterna-
tively, a general 
medical condition 
might be associated 
with psychological distress,21,22 where 
the medical complaint takes prec-
edence within a GP consultation. Both 
GPs and the GHQ-12 identified psy-
chological distress in those partici-
pants with a clearly stated psycho-
logical reason for their visit, although 
very few patients’ GP consultations 
are primarily motivated by mental 
health concerns.5 The GHQ-12 might 
be able to indicate ‘caseness’ from the 
patients’ perspective for people with 
medical or unspecified/other reasons 

for their appoint-
ment. Using the 
GHQ-12 in cases 
where comorbid 
psychological con-
cerns are possible 
might provide a 
way of ensuring 
this aspect of a pa-
tient’s difficulties is 
noted during a GP 
consultation. 

Despite its potential, the practi-
calities of administering the GHQ-12 
is a key factor in whether or not it is 
feasible to use in a typical GP prac-
tice setting. Patient opinion of the 
GHQ-12 was not directly investigated 
here, but it can be inferred from the 
high response rate that they found 
the format acceptable. Most com-
pleted it independently in a matter 
of minutes, indicating it could be 
given to patients to do in the wait-
ing room prior to their consultation. 

Informal observations also indicated 
that some people needed assistance, 
for example those with reading dif-
ficulties. The higher rate of incom-
plete GHQ-12 forms amongst people 
aged over 60 would suggest that pa-

tients in this age 
group may need 
additional assist-
ance. Using prac-
tice nurse or GP 
time to complete 
the GHQ-12 with a 
patient may be 
beneficial in cases 
where there is a 
high probability of 
psychological con-

cerns, and/or a high risk of psycho-
logical concerns remaining undetec-
ted, such as those described above. 
GPs routinely order blood tests in or-
der to clarify/confirm a physical 
health diagnosis, and a GHQ-12 could 
be utilised in a similar way. 

The age range, gender, and eth-
nicity proportions of this sample are 
not representative of the Waikato re-
gion, and so the results cannot be 
generalised without caution. This 
study did not include a wide range 
of practices, and so further investi-
gation could compare this context of 
large practices with smaller teams. 

Overall, the findings of this study 
suggest the GHQ-12 has potential for 
screening for psychological distress 
in GP patients, particularly so for 
those patients from the groups out-
lined above. Given the challenges 
involved in detecting psychological 
distress in general practice, the GHQ- 
12 may provide a valuable contri-
bution to primary care patients by 
indicating which patients might be 
in need of psychological services. 
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Patients’ expectations and 
medication 
‘This study found that patients’ expectations of their medica-
tions are grounded in the reality of their experiences, beliefs, 
and health care or social situations rather than in idealistic 
ideas or beliefs. A preliminary model demonstrated that pa-
tients’ expectations were manifested through activities that 
helped them confirm or modify their belief that their medica-
tions were working as hoped. Such activities included testing 
the effectiveness of medications by independently discontinu-
ing them, changing doses, or skipping medications, and by 
gathering information about medications from health care 
system or public sources.’ 

Dolovich L, Nair K, Sellors C, Lohfeld L, Lee A, Levine M. Do 
patients’ expectations influence their use of medications? Can 
Fam Physician. 2008;54(3):384-393. 
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