
BackgroundBackground TheWorld HealthTheWorld Health

Organization (WHO) ICD^10 PrimaryOrganization (WHO) ICD^10 Primary

Health Care (PHC) Guidelines forHealth Care (PHC) Guidelines for

Diagnosis and Managementof MentalDiagnosis and Managementof Mental

Disorders (1996) have not been evaluatedDisorders (1996) havenot been evaluated

in a pragmatic randomised controlled trialin a pragmatic randomised controlled trial

(RCT).(RCT).

AimsAims To evaluate the effectof localTo evaluate the effectof local

adaptation and dissemination oftheadaptation and dissemination ofthe

guidelines.guidelines.

MethodMethod Pragmatic, pair-matched,Pragmatic, pair-matched,

cluster RCT involving 30 practices.cluster RCT involving 30 practices.

ResultsResults Guideline practiceswere lessGuideline practiceswere less

sensitive butmore specific in identifyingsensitive butmore specific in identifying

morbidity, butthese differenceswere notmorbidity, butthese differenceswere not

significant.Guideline patients didnotdiffersignificant.Guideline patients didnotdiffer

fromusual-care patients on12-itemfromusual-care patients on12-item

General Health Questionnaire scores atGeneral Health Questionnaire scores at

3-month follow-up or in the proportion3-month follow-up or inthe proportion

whowere still cases. Therewere nowhowere still cases. Therewereno

significantdifferences in secondarysignificantdifferences in secondary

outcomes.outcomes.

ConclusionsConclusions Attempts to influenceAttempts to influence

clinicianbehaviour through a process ofclinicianbehaviour through a process of

adaptation and extension of guidelines areadaptation and extension of guidelines are

unlikely to change detectionrates orunlikely to change detectionrates or

outcomes.outcomes.

Declaration of interestDeclaration of interest D.J.S. wasD.J.S. was

involved inthe developmentoftheWHOinvolved inthe developmentoftheWHO

guidelines.guidelines.

The majority of patients with mental healthThe majority of patients with mental health

problems present to primary health careproblems present to primary health care

(PHC) services (Katon & Schulberg,(PHC) services (Katon & Schulberg,

1992), yet general practitioners’ (GPs’)1992), yet general practitioners’ (GPs’)

detection and management are often con-detection and management are often con-

sidered deficient (Goldbergsidered deficient (Goldberg et alet al, 1998;, 1998;

Simon, 1998; BorowskySimon, 1998; Borowsky et alet al, 2000; Wang, 2000; Wang

et alet al, 2000). Improvement in the knowledge, 2000). Improvement in the knowledge

and skills of primary care practitionersand skills of primary care practitioners

(Gask(Gask et alet al, 1988, 1998) has been sought, 1988, 1998) has been sought

through the development of clinical guide-through the development of clinical guide-

lines (Paykel & Priest, 1992), educationallines (Paykel & Priest, 1992), educational

programmes (Stevensprogrammes (Stevens et alet al, 1997), on-site, 1997), on-site

mental health workers (Bower & Sibbald,mental health workers (Bower & Sibbald,

2000) and shared care (Katon2000) and shared care (Katon et alet al,,

1997). Evidence for the effectiveness1997). Evidence for the effectiveness

(Morris(Morris et alet al, 1998) of such approaches is, 1998) of such approaches is

contradictory, with benefits observed incontradictory, with benefits observed in

some settings but not others. Current em-some settings but not others. Current em-

phasis focuses on educational interventionsphasis focuses on educational interventions

based on clinical practice guidelinesbased on clinical practice guidelines

(Stevens(Stevens et alet al, 1997). The World Health, 1997). The World Health

Organization (WHO) undertook a majorOrganization (WHO) undertook a major

review of Chapter V of ICD–10 (on mentalreview of Chapter V of ICD–10 (on mental

and behavioural disorders) specifically forand behavioural disorders) specifically for

primary health care practitioners. The newprimary health care practitioners. The new

PHC version (ICD–10 PHC; World HealthPHC version (ICD–10 PHC; World Health

Organization, 1996) proposed both aOrganization, 1996) proposed both a

general diagnostic classification for use ingeneral diagnostic classification for use in

PHC and recommendations on manage-PHC and recommendations on manage-

ment. This system was subjected to inter-ment. This system was subjected to inter-

national field trials (Goldbergnational field trials (Goldberg et alet al, 1995),, 1995),

in which it was evaluated for acceptabilityin which it was evaluated for acceptability

and ease of application. No study hasand ease of application. No study has

evaluated the impact of introducing suchevaluated the impact of introducing such

guidelines in a pragmatic randomisedguidelines in a pragmatic randomised

controlled trial (RCT). We developed acontrolled trial (RCT). We developed a

process for local adaptation and dissemina-process for local adaptation and dissemina-

tion of the ICD–10 PHC (1996), intendedtion of the ICD–10 PHC (1996), intended

to engender shared ownership betweento engender shared ownership between

primary and secondary care practitioners.primary and secondary care practitioners.

We evaluated this development of theWe evaluated this development of the

guidelines in a pragmatic cluster RCT.guidelines in a pragmatic cluster RCT.

Our hypotheses were that enabling GPsOur hypotheses were that enabling GPs

to adapt and extend the guidelines in con-to adapt and extend the guidelines in con-

junction with health care professionalsjunction with health care professionals

from secondary services would improvefrom secondary services would improve

practice detection rates of minor psychiatricpractice detection rates of minor psychiatric

morbidity, and patient outcomes at 3morbidity, and patient outcomes at 3

months.months.

METHODMETHOD

Study area and eligibilityStudy area and eligibility
of practicesof practices

The study was conducted in Bristol, UKThe study was conducted in Bristol, UK

(pre-intervention data collection: 9 October(pre-intervention data collection: 9 October

1997 to 9 April 1998; post-intervention1997 to 9 April 1998; post-intervention

data collection: 2 September 1998 to 13data collection: 2 September 1998 to 13

May 1999) in a mixed urban and rural areaMay 1999) in a mixed urban and rural area

(population 178 000 aged 16–64). Mental(population 178 000 aged 16–64). Mental

Illness Needs Index social deprivationIllness Needs Index social deprivation

scores (Gloverscores (Glover et alet al, 1998) for electoral, 1998) for electoral

wards ranged from 83 to 118. All 43 gener-wards ranged from 83 to 118. All 43 gener-

al practices located within the catchmental practices located within the catchment

area of South Bristol Mental Health Ser-area of South Bristol Mental Health Ser-

vices were eligible andvices were eligible and invited to participateinvited to participate

(by letter from G.H.(by letter from G.H. and D.J.S.). Partici-and D.J.S.). Partici-

pating practices were reimbursed to coverpating practices were reimbursed to cover

costs of time spent in guideline adaptationcosts of time spent in guideline adaptation

meetings and administrative support formeetings and administrative support for

the study. Approval was obtained fromthe study. Approval was obtained from

local ethics committees.local ethics committees.

Design and processDesign and process
of randomisationof randomisation

We used a pair-matched, cluster RCTWe used a pair-matched, cluster RCT

design (Thompsondesign (Thompson et alet al, 1997). Practices, 1997). Practices

were randomised in pairs after stratifyingwere randomised in pairs after stratifying

by social deprivation score. It was consid-by social deprivation score. It was consid-

eredered a prioria priori that the socio-economic char-that the socio-economic char-

acteristics of patients and practice settingsacteristics of patients and practice settings

might influence outcomes. Using the randmight influence outcomes. Using the rand

function in Excel, 15 random numbersfunction in Excel, 15 random numbers

between 0 and 1 were generated (bybetween 0 and 1 were generated (by

T.C.). In each pair, the first practice was as-T.C.). In each pair, the first practice was as-

signed to the intervention group if the num-signed to the intervention group if the num-

ber wasber was 440.5, and the second if0.5, and the second if 440.5; 300.5; 30

practices (70%) consented to random-practices (70%) consented to random-

isation. Figure 1 summarises the trialisation. Figure 1 summarises the trial

design and the recruitment and retentiondesign and the recruitment and retention

of practices.of practices.

Sample sizeSample size

Sample size calculations were based onSample size calculations were based on

patient-level outcomes at 3 months amongpatient-level outcomes at 3 months among

those with General Health Questionnairethose with General Health Questionnaire

12-item version (GHQ–12) scores12-item version (GHQ–12) scores 443 at3 at

the screen. We aimed to detect a mean dif-the screen. We aimed to detect a mean dif-

ference of 1 point (standard deviationference of 1 point (standard deviation¼3)3)

in the GHQ–12 score at 3-month follow-in the GHQ–12 score at 3-month follow-

up using a two-tailed test, alphaup using a two-tailed test, alpha¼0.05,0.05,

betabeta¼0.20. This required 143 patients (in0.20. This required 143 patients (in

each group), and therefore an initial screeneach group), and therefore an initial screen

of approximately 1000 surgery attendersof approximately 1000 surgery attenders

(assuming 30% score(assuming 30% score 443 at the screen).3 at the screen).
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Intracluster correlationIntracluster correlation

Baseline data (Baseline data (nn¼30 practices) were used to30 practices) were used to

estimate the variance inflation factors, e.g.estimate the variance inflation factors, e.g.

the intracluster correlation for the GHQ–the intracluster correlation for the GHQ–

12 scores from the screen was 0.012 (aver-12 scores from the screen was 0.012 (aver-

age cluster size, 37.04; design effect, 1.43).age cluster size, 37.04; design effect, 1.43).

The intraclass correlation for change inThe intraclass correlation for change in

GHQ–12 scores among those scoringGHQ–12 scores among those scoring 4433

at the screen (during baseline) was 0.038at the screen (during baseline) was 0.038

when clustered by general practice. Thewhen clustered by general practice. The

average cluster size was 8.4 patients peraverage cluster size was 8.4 patients per

practice followed up. The design effect forpractice followed up. The design effect for

patient outcomes at follow-up was there-patient outcomes at follow-up was there-

fore 1.3, requiring 186 patients in eachfore 1.3, requiring 186 patients in each

group or 372 in total.group or 372 in total.

Baseline screening and follow-upBaseline screening and follow-up

During baseline and post-intervention peri-During baseline and post-intervention peri-

ods we screened separate cross-sectionalods we screened separate cross-sectional

samples of consecutive attenders and fol-samples of consecutive attenders and fol-

lowed them up by postal questionnaire atlowed them up by postal questionnaire at

3 months. Research workers visited each3 months. Research workers visited each

practice for at least two randomly selectedpractice for at least two randomly selected

surgeries to distribute copies of the GHQ–surgeries to distribute copies of the GHQ–

12 (Goldberg12 (Goldberg et alet al, 1997) to all surgery at-, 1997) to all surgery at-

tenders aged between 16 and 64 years whotenders aged between 16 and 64 years who

gave verbal consent. During these surgeries,gave verbal consent. During these surgeries,

GPs completed a Physician Encounter FormGPs completed a Physician Encounter Form

(Ustun & Sartorius, 1995) for each patient.(Ustun & Sartorius, 1995) for each patient.

Practitioners were asked to record reasonsPractitioners were asked to record reasons

for consultation, presenting symptoms, se-for consultation, presenting symptoms, se-

verity of disorder and diagnoses selectedverity of disorder and diagnoses selected

from a list based on the ICD–10 PHC chap-from a list based on the ICD–10 PHC chap-

ter headings. Where no disorder was pre-ter headings. Where no disorder was pre-

sent, they were asked to indicate ‘Nosent, they were asked to indicate ‘No

diagnosis of psychological disorder’. Thisdiagnosis of psychological disorder’. This

process was repeated post-intervention.process was repeated post-intervention.

All consecutive attenders who scoredAll consecutive attenders who scored 4433

on the GHQ–12 at initial screening wereon the GHQ–12 at initial screening were

followed up at 3 months (regardless of GPfollowed up at 3 months (regardless of GP

detection). Outcomes were collected viadetection). Outcomes were collected via

postal administration of four self-reportpostal administration of four self-report

questionnaires, which were returned in thequestionnaires, which were returned in the

stamped, addressed envelopes provided.stamped, addressed envelopes provided.

Non-responders were sent second and thirdNon-responders were sent second and third

reminders.reminders.

The interventionThe intervention

The intervention comprised the localThe intervention comprised the local

development and dissemination of thedevelopment and dissemination of the

WHO ICD–10 PHC guidelines (1996 ver-WHO ICD–10 PHC guidelines (1996 ver-

sion, which was ‘current’ at that time).sion, which was ‘current’ at that time).

Acknowledging evidence that emphasisedAcknowledging evidence that emphasised

the need for ownership of guidelines andthe need for ownership of guidelines and

active participation in their developmentactive participation in their development

(Littlejohns(Littlejohns et alet al, 1999), we provided parti-, 1999), we provided parti-

cipating GPs with the opportunity to adaptcipating GPs with the opportunity to adapt

the WHO guidelines in a shared-ownershipthe WHO guidelines in a shared-ownership

model with colleagues from local psychi-model with colleagues from local psychi-

atric services. One GP from each interven-atric services. One GP from each interven-

tion practice volunteered to become thetion practice volunteered to become the

guideline advocate, and took part in a seriesguideline advocate, and took part in a series

of guideline revision workshops based on aof guideline revision workshops based on a

modified nominal group technique (Trickeymodified nominal group technique (Trickey

et alet al, 1998). During these workshops,, 1998). During these workshops,

attended by professionals from primaryattended by professionals from primary

and secondary care (some jointly) theand secondary care (some jointly) the

guidelines were:guidelines were:

(a)(a) revised to reflect the consensus of parti-revised to reflect the consensus of parti-

cipating practitioners from primary andcipating practitioners from primary and

secondary services;secondary services;

(b)(b) amended, e.g. to include recommenda-amended, e.g. to include recommenda-

tions concerning use of practice-basedtions concerning use of practice-based

counsellors;counsellors;

(c)(c) extended, to include thresholds forextended, to include thresholds for

specialist referral and to incorporate aspecialist referral and to incorporate a

list of local statutory National Healthlist of local statutory National Health

Service (NHS) and non-statutoryService (NHS) and non-statutory

services to which referrals could beservices to which referrals could be

made or who offered specific help.made or who offered specific help.

2121

Fig. 1Fig. 1 Trial design, recruitment and retention of practices.CMHT, communitymental health team; GP,Trial design, recruitment and retention of practices.CMHT, communitymental health team; GP,

general practitioner; GHQ,General Health Questionnaire.general practitioner; GHQ,General Health Questionnaire.

https://doi.org/10.1192/bjp.182.1.20 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.182.1.20


CROUDACE ET ALCROUDACE ET AL

An editorial team comprising primaryAn editorial team comprising primary

care and psychiatric representatives of thecare and psychiatric representatives of the

research team incorporated the changesresearch team incorporated the changes

into a final document (South Bristolinto a final document (South Bristol

General Practitioners and Specialist MentalGeneral Practitioners and Specialist Mental

Health Services Guideline AdaptationHealth Services Guideline Adaptation

Group, 1998) (‘the purple book’). In addi-Group, 1998) (‘the purple book’). In addi-

tion to the (indirect) dissemination throughtion to the (indirect) dissemination through

guideline-advocate participation in theguideline-advocate participation in the

above, participating GPs received a perso-above, participating GPs received a perso-

nal, desktop copy of the guidelines.nal, desktop copy of the guidelines.

Educational meetings (approved for Post-Educational meetings (approved for Post-

Graduate Education Allowance accredit-Graduate Education Allowance accredit-

ation) were then organised in eachation) were then organised in each

intervention practice, facilitated by theintervention practice, facilitated by the

guideline advocate and attended by a GPguideline advocate and attended by a GP

(C.C.) and psychiatrist (E.W.) from the(C.C.) and psychiatrist (E.W.) from the

research team. At these meetings the pro-research team. At these meetings the pro-

cess of adaptation was described, and thecess of adaptation was described, and the

guidelines were introduced and discussed.guidelines were introduced and discussed.

OutcomesOutcomes

Primary outcomes were: detection of minorPrimary outcomes were: detection of minor

psychiatric morbidity (sensitivity) at prac-psychiatric morbidity (sensitivity) at prac-

tice level, the unit of randomisation; andtice level, the unit of randomisation; and

3-month clinical outcomes for GHQ–123-month clinical outcomes for GHQ–12

cases. The latter were measured by GHQ–cases. The latter were measured by GHQ–

12 score at follow-up and the proportion12 score at follow-up and the proportion

who were still cases, i.e. scoringwho were still cases, i.e. scoring 443 (Ustun3 (Ustun

& Sartorius, 1995). Secondary outcomes& Sartorius, 1995). Secondary outcomes

were quality of life (QoL), disability, satis-were quality of life (QoL), disability, satis-

faction with care and the specificity offaction with care and the specificity of

detection performance (at practice level).detection performance (at practice level).

MeasuresMeasures

A GHQ–12 score ofA GHQ–12 score of 443 (Ustun &3 (Ustun &

Sartorius, 1995) was used to define a caseSartorius, 1995) was used to define a case

for the purpose of calculating the GP iden-for the purpose of calculating the GP iden-

tification indices (sensitivity and specificity)tification indices (sensitivity and specificity)

for detection of morbidity. Repeat GHQ–for detection of morbidity. Repeat GHQ–

12 was used to record 3-month clinical12 was used to record 3-month clinical

outcomes. Impact on role-functioning wasoutcomes. Impact on role-functioning was

recorded using the sum of questions 2 torecorded using the sum of questions 2 to

6 on the Brief Disability Questionnaire6 on the Brief Disability Questionnaire

(BDQ; Von Korff(BDQ; Von Korff et alet al, 1996). This, 1996). This

comprises five items: limitation in dailycomprises five items: limitation in daily

activities; limitation in functioning; moti-activities; limitation in functioning; moti-

vation for work; personal efficiency; andvation for work; personal efficiency; and

deterioration in social relations. These weredeterioration in social relations. These were

rated on a 3-point scale: 1rated on a 3-point scale: 1¼no, not at all;no, not at all;

22¼yes, sometimes or a little; 3yes, sometimes or a little; 3¼yes,yes,

moderately or definitely. Total scoremoderately or definitely. Total score

ranged from 5 to 15, high indicating worseranged from 5 to 15, high indicating worse

disability.disability.

Quality of life was recorded by the five-Quality of life was recorded by the five-

item European Quality of Life (EuroQol)item European Quality of Life (EuroQol)

instrument (Kind, 1996). Items wereinstrument (Kind, 1996). Items were

summed to give a total score (range 5 tosummed to give a total score (range 5 to

15; high indicating worse QoL). A single15; high indicating worse QoL). A single

question assessed satisfaction with carequestion assessed satisfaction with care

received: ‘How satisfied are you overallreceived: ‘How satisfied are you overall

with the care you have recently receivedwith the care you have recently received

from your doctor?’ Responses were ratedfrom your doctor?’ Responses were rated

on a 5-point scale: 1on a 5-point scale: 1¼terrible; 2terrible; 2¼mostlymostly

dissatisfied; 3dissatisfied; 3¼mixed views; 4mixed views; 4¼mostlymostly

satisfied; 5satisfied; 5¼excellent.excellent.

AnalysisAnalysis

Random effects meta-analysis (ThompsonRandom effects meta-analysis (Thompson

et alet al, 1997) was used to provide graphical, 1997) was used to provide graphical

and statistical summaries of all primaryand statistical summaries of all primary

(sensitivity, repeat GHQ–12) and second-(sensitivity, repeat GHQ–12) and second-

ary (specificity, disability, satisfaction andary (specificity, disability, satisfaction and

QoL) outcomes. This procedure generatesQoL) outcomes. This procedure generates

a weighted average intervention effect (witha weighted average intervention effect (with

95% confidence intervals) pooled over95% confidence intervals) pooled over

the practice pairs, which were stratifiedthe practice pairs, which were stratified

by social deprivation. It also produced aby social deprivation. It also produced a

zz-score and-score and PP-value for the test that-value for the test that

the intervention effect was significantlythe intervention effect was significantly

different from zero. Analyses were per-different from zero. Analyses were per-

formed using the metan meta-analysisformed using the metan meta-analysis

procedure in Stata version 6 for PC. Sinceprocedure in Stata version 6 for PC. Since

measures of baseline performance (practicemeasures of baseline performance (practice

sensitivity and specificity before the intro-sensitivity and specificity before the intro-

duction of the guidelines) were recorded,duction of the guidelines) were recorded,

these were entered as covariates in a re-these were entered as covariates in a re-

gression extension of the random effectsgression extension of the random effects

meta-analysis procedure. We used themeta-analysis procedure. We used the

meta-regression approach recommendedmeta-regression approach recommended

by Ukoumunne & Thompson (2001) toby Ukoumunne & Thompson (2001) to

correct for baseline imbalance in study out-correct for baseline imbalance in study out-

comes (at the cluster level). Meta-regressioncomes (at the cluster level). Meta-regression

analysis in a pair-matched cluster RCTanalysis in a pair-matched cluster RCT

provides an (analysis of covariance style)provides an (analysis of covariance style)

adjustment to the estimated risk differenceadjustment to the estimated risk difference

that corrects for any baseline differencesthat corrects for any baseline differences

in outcomes that might have resulted fromin outcomes that might have resulted from

randomising a small number of experi-randomising a small number of experi-

mental units (as is the case in cluster RCTs).mental units (as is the case in cluster RCTs).

2 22 2

Fig. 2Fig. 2 Flow of patients through screening and follow-up. PEF, Physician Encounter Form; GHQ,GeneralFlow of patients through screening and follow-up. PEF, Physician Encounter Form; GHQ,General

Health Questionnaire.Health Questionnaire.
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To implement the adjusted analyses weTo implement the adjusted analyses we

used the metareg procedure in Stata withused the metareg procedure in Stata with

the additive between study variance (tau)the additive between study variance (tau)

estimated using the method of momentsestimated using the method of moments

(option bs(mm)). To maximise sample size(option bs(mm)). To maximise sample size

for the analysis of the outcomes at 3-monthfor the analysis of the outcomes at 3-month

follow-up, patients were included even iffollow-up, patients were included even if

the GP had not completed the Physicianthe GP had not completed the Physician

Encounter Form. No adjustment was madeEncounter Form. No adjustment was made

for patient-level covariates. All analysesfor patient-level covariates. All analyses

were on an intention-to-treat basis.were on an intention-to-treat basis.

RESULTSRESULTS

Figure 2 summarises the flow of patientsFigure 2 summarises the flow of patients

and practices.and practices.

The administrative characteristics ofThe administrative characteristics of

the consenting practices (30/43) and thosethe consenting practices (30/43) and those

who declined to participate are summarisedwho declined to participate are summarised

in Table 1.in Table 1.

The characteristics of the participatingThe characteristics of the participating

GPs (Table 2) and of the sample of conse-GPs (Table 2) and of the sample of conse-

cutive attenders for whom a matchingcutive attenders for whom a matching

Physician Encounter Form was collectedPhysician Encounter Form was collected

(Table 3) appeared to indicate a balanced(Table 3) appeared to indicate a balanced

outcome of (cluster-level) randomisation,outcome of (cluster-level) randomisation,

after stratifying by (practice) socialafter stratifying by (practice) social

deprivation score.deprivation score.

Figure 3 shows the (very similar)Figure 3 shows the (very similar)

cumulative distribution of GHQ–12 scorescumulative distribution of GHQ–12 scores

in guideline and usual-care practices, forin guideline and usual-care practices, for

consecutive attenders during the post-consecutive attenders during the post-

intervention period.intervention period.

Primary cluster-level outcome:Primary cluster-level outcome:
GP detection (sensitivity)GP detection (sensitivity)

Identification of disorder required GPs toIdentification of disorder required GPs to

have indicated on the Physician Encounterhave indicated on the Physician Encounter

Form the presence of at least one namedForm the presence of at least one named

psychological disorder from the list ofpsychological disorder from the list of

ICD–10 PHC diagnoses. After intervention,ICD–10 PHC diagnoses. After intervention,

the crude detection rate (sensitivity) for GPsthe crude detection rate (sensitivity) for GPs

in the guideline practices was 47%, com-in the guideline practices was 47%, com-

pared with 55% in the usual-care practicespared with 55% in the usual-care practices

(Table 4).(Table 4).

The pooled risk difference betweenThe pooled risk difference between

guideline and usual care wasguideline and usual care was 7710.8%10.8%

(95% CI(95% CI 7724.0% to 2.4%), which was24.0% to 2.4%), which was

not significant (not significant (zz¼1.61,1.61, PP¼0.11). The un-0.11). The un-

adjusted analysis is summarised in Fig. 4,adjusted analysis is summarised in Fig. 4,

which shows the risk difference for eachwhich shows the risk difference for each

pair and contributions to the pooled effectpair and contributions to the pooled effect

size (random-effects meta-analysis). Thesize (random-effects meta-analysis). The

confidence limits for the intervention effectconfidence limits for the intervention effect

suggest that the guideline practices weresuggest that the guideline practices were

less successful in identifying GHQ morbid-less successful in identifying GHQ morbid-

ity. However, this trend was reduced andity. However, this trend was reduced and

estimated more precisely (evidenced byestimated more precisely (evidenced by

the reduction in width of the confidencethe reduction in width of the confidence

interval) when the adjustment for baselineinterval) when the adjustment for baseline

outcomes (Table 4) was made: after adjust-outcomes (Table 4) was made: after adjust-

ment for baseline sensitivity, the differencement for baseline sensitivity, the difference

waswas 776.6% (95% CI6.6% (95% CI 7719.0% to 5.9%;19.0% to 5.9%;

zz¼1.03%,1.03%, PP¼0.304). The cluster-level0.304). The cluster-level

correlation between baseline and post-correlation between baseline and post-

intervention sensitivity was 0.45 (Pearsonintervention sensitivity was 0.45 (Pearson

correlation,correlation, PP¼0.07). The significance0.07). The significance

of the baseline adjustment in the meta-of the baseline adjustment in the meta-

regression analysis wasregression analysis was PP¼0.03, which0.03, which

explains the slight increase in the precisionexplains the slight increase in the precision

of the estimated intervention effectof the estimated intervention effect

from the meta-regression analysis. Thefrom the meta-regression analysis. The

estimated effect of the intervention wasestimated effect of the intervention was

also reduced by almost half (fromalso reduced by almost half (from

7710.8% to10.8% to 776.6%).6.6%).

2 32 3

Table 1Table 1 Practice characteristics;Practice characteristics;11 values are number (percentage) unless otherwise specifiedvalues are number (percentage) unless otherwise specified

GuidelineGuideline

practicespractices

((nn¼15)15)

Usual-careUsual-care

practicespractices

((nn¼15)15)

PracticesPractices

declineddeclined

((nn¼13)13)

Mean practice list size (range)Mean practice list size (range) 4090 (1416^7254)4090 (1416^7254) 4395 (900^6309)4395 (900^6309) 4275 (900^7254)4275 (900^7254)

Practices with single principal onlyPractices with single principal only 3 (20)3 (20) 1 (7)1 (7) 1 (8)1 (8)

Practices with fundholding statusPractices with fundholding status 6 (40)6 (40) 6 (40)6 (40)

Mean number of principals per practice (total)Mean number of principals per practice (total) 3.73 (56)3.73 (56) 4.00 (60)4.00 (60) 3.61 (47)3.61 (47)

1. Pair-matching by Mental Illness Needs Index score ensured balance by social deprivation.1. Pair-matching by Mental Illness Needs Index score ensured balance by social deprivation.

Table 2Table 2 Practitioner characteristics; values are number (percentage) unless stated otherwisePractitioner characteristics; values are number (percentage) unless stated otherwise

PractitionersPractitioners

Guideline practicesGuideline practices

((nn¼96)96)

Usual-care practicesUsual-care practices

((nn¼88)88)

Practices declinedPractices declined

((nn¼66)66)

Women (Women (nn¼191)191) 28 (39)28 (39) 34 (48)34 (48) 16 (33)16 (33)

Locums/assistants (Locums/assistants (nn¼243)243) 22 (24)22 (24) 19 (22)19 (22) 16 (25)16 (25)

Part-time GPs (Part-time GPs (nn=130)=130) 8 (16)8 (16) 14 (27)14 (27) 5 (18)5 (18)

Registrars (Registrars (nn¼243)243) 5 (5)5 (5) 5 (6)5 (6) 6 (13)6 (13)

Interested in mental health (Interested in mental health (nn¼176)176) 10 (15)10 (15) 6 (9)6 (9) 6 (13)6 (13)

GP, general practitioner.GP, general practitioner.
1.Total number of GPs,1.Total number of GPs, nn¼250.250.

Table 3Table 3 Patient characteristics (for sample with complete GHQ and Physician Encounter Form); values arePatient characteristics (for sample with complete GHQ and Physician Encounter Form); values are

number (percentage) unless otherwise specifiednumber (percentage) unless otherwise specified

Baseline periodBaseline period Intervention periodIntervention period

GuidelineGuideline

practicespractices

Usual-careUsual-care

practicespractices

GuidelineGuideline

practicespractices

Usual-careUsual-care

practicespractices

Mean age, years (s.d.)Mean age, years (s.d.) 39 (13.5)39 (13.5) 40 (13.5)40 (13.5) 41 (13.2)41 (13.2) 41 (13.5)41 (13.5)

WomenWomen 396 (63)396 (63) 347 (64)347 (64) 385 (68)385 (68) 365 (62)365 (62)

Left school before 16 years of ageLeft school before 16 years of age 228 (38)228 (38) 247 (48)247 (48) 190 (34)190 (34) 261 (45)261 (45)

UnemployedUnemployed 258 (41)258 (41) 202 (38)202 (38) 229 (40)229 (40) 200 (34)200 (34)

Median GHQ/%Median GHQ/%4433 2/382/38 2/362/36 2/362/36 2/302/30

Mean GHQ (s.d.)Mean GHQ (s.d.) 3.5 (3.7)3.5 (3.7) 3.4 (3.7)3.4 (3.7) 3.5 (3.8)3.5 (3.8) 3.1 (3.6)3.1 (3.6)

GHQ,General Health Questionnaire.GHQ,General Health Questionnaire.

Fig. 3Fig. 3 General Health Questionnaire12-itemGeneral Health Questionnaire12-item

version (GHQ^12) scores in guideline andusual-careversion (GHQ^12) scores in guideline andusual-care

practices.practices.
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Secondary cluster-level outcome:Secondary cluster-level outcome:
GP detection (specificity)GP detection (specificity)

After intervention, the crude specificitiesAfter intervention, the crude specificities

achieved by guideline and usual-careachieved by guideline and usual-care

practices were 86% and 79%, respectivelypractices were 86% and 79%, respectively

(Table 5). The pooled risk difference(Table 5). The pooled risk difference

between guideline and usual care, for thebetween guideline and usual care, for the

secondary cluster-level outcome practicesecondary cluster-level outcome practice

specificity, was 5.3% (specificity, was 5.3% (775.0% to 15.7%),5.0% to 15.7%),

which was not significant (which was not significant (zz¼1.01,1.01,

PP¼0.31).0.31).

After adjustment for baseline specificityAfter adjustment for baseline specificity

(Table 4), this difference increased slightly,(Table 4), this difference increased slightly,

to 6.2% (95% CIto 6.2% (95% CI 774.4% to 16.8%;4.4% to 16.8%;

zz¼1.14,1.14, PP¼0.255). However, the baseline0.255). However, the baseline

adjustment in the meta-regression analysisadjustment in the meta-regression analysis

was not significant (was not significant (PP¼0.416), explaining0.416), explaining

the decrease in the precision of the esti-the decrease in the precision of the esti-

mated intervention effect. The cluster-levelmated intervention effect. The cluster-level

correlation between baseline and post-correlation between baseline and post-

intervention specificity was 0.21 (Pearsonintervention specificity was 0.21 (Pearson

correlation,correlation, PP¼0.52). The baseline co-0.52). The baseline co-

variate was therefore not prognostic forvariate was therefore not prognostic for

intervention outcomes.intervention outcomes.

Postal questionnaire follow-upPostal questionnaire follow-up
at 3 monthsat 3 months

During both baseline and post-interventionDuring both baseline and post-intervention

periods, we followed up all consecutive at-periods, we followed up all consecutive at-

tenders who scoredtenders who scored 443 on the GHQ–123 on the GHQ–12

screen. The response rate to the postalscreen. The response rate to the postal

questionnaire follow-up during the post-questionnaire follow-up during the post-

intervention period was 61% for guidelineintervention period was 61% for guideline

and 62% for usual-care practices. Inspec-and 62% for usual-care practices. Inspec-

tion of Tables 6 and 7 demonstrates thattion of Tables 6 and 7 demonstrates that

response rates were lower from practicesresponse rates were lower from practices

in socially deprived areas. The responsein socially deprived areas. The response

rate wasrate was unusually low for guideline prac-unusually low for guideline prac-

tices durtices during the pre-intervention baselineing the pre-intervention baseline

period (49%) (Table 6). The correlationperiod (49%) (Table 6). The correlation

between social deprivation score and re-between social deprivation score and re-

sponse rate was greater than 0.3 (Spearman’ssponse rate was greater than 0.3 (Spearman’s

rank correlation coefficient) during bothrank correlation coefficient) during both

baseline and post-intervention periods.baseline and post-intervention periods.

Primary outcome measure,Primary outcome measure,
patient-level: repeat GHQ^12patient-level: repeat GHQ^12

There was no evidence for any impact ofThere was no evidence for any impact of

the intervention on our primary clinicalthe intervention on our primary clinical

outcome for patients, i.e. the repeatoutcome for patients, i.e. the repeat

GHQ–12 score (difference in mean GHQ–GHQ–12 score (difference in mean GHQ–

12 at 3 months guideline minus usual care12 at 3 months guideline minus usual care

(G(G77UC)UC)¼0.45, 95% CI0.45, 95% CI 771.42 to 2.33;1.42 to 2.33;

PP¼0.63), nor in the proportion of patients0.63), nor in the proportion of patients

who were still scoring above the thresholdwho were still scoring above the threshold

for caseness (difference in proportionfor caseness (difference in proportion

scoringscoring 443 on GHQ–12 at 3 months,3 on GHQ–12 at 3 months,

GG77UCUC¼4.3%, 95% CI4.3%, 95% CI 7712.4% to12.4% to

20.9%). Results indicated worse outcomes20.9%). Results indicated worse outcomes

(higher GHQ–12 scores and more cases(higher GHQ–12 scores and more cases

at 3-month follow-up) in the guidelineat 3-month follow-up) in the guideline

practices than in usual care, although thepractices than in usual care, although the

confidence intervals were wide.confidence intervals were wide.

Secondary outcomes, patient-level:Secondary outcomes, patient-level:
disability, satisfaction and QoLdisability, satisfaction and QoL

There were no differences in satisfactionThere were no differences in satisfaction

(difference in mean satisfaction,(difference in mean satisfaction,

GG77UCUC¼0.20, 95% CI0.20, 95% CI 770.05 to 0.45;0.05 to 0.45;

PP¼0.12) or disability (difference in mean0.12) or disability (difference in mean

BDQ, GBDQ, G77UCUC¼0.68, 95% CI0.68, 95% CI 770.21 to0.21 to

1.56;1.56; PP¼0.13) between patients managed0.13) between patients managed

by GPs who had received the guidelinesby GPs who had received the guidelines

and those in the usual-care group (Tablesand those in the usual-care group (Tables

6 and 7). The trend was for greater6 and 7). The trend was for greater

2424

Table 4Table 4 Practice detection rates during baseline periodPractice detection rates during baseline period

Practice pairPractice pair11 ScreenScreen

positivespositives

nn

Named disorderNamed disorder

on PEFon PEF

nn

SensitivitySensitivity

%%

ScreenScreen

negativesnegatives

nn

No disorderNo disorder

on PEFon PEF

nn

SpecificitySpecificity

%%

Guideline practicesGuideline practices

11 2121 66 2929 3737 3131 8484

22 1010 55 5050 1212 1111 9292

33 1010 44 4040 2222 1717 7777

44 1717 77 4141 3333 3131 9494

55 1111 55 4646 2626 2121 8181

66 1414 55 3636 2424 2020 8383

77 1212 99 7575 2828 2020 7171

88 77 44 5757 1313 1010 7777

99 2525 1313 5252 3535 2222 6363

1010 1111 88 7373 2222 1717 7777

1111 1717 99 5353 1616 1010 6363

1212 2828 1111 3939 2323 1717 7474

1313 1111 55 4646 1515 1010 6767

1414 33 11 3333 88 44 5050

1515 33 11 3333 1212 1212 100100

TotalTotal 200200 9393 326326 253253

AverageAverage 46.5%46.5%22, 46.8%, 46.8%33 77.6%77.6%22, 76.8%, 76.8%33

Usual-care practicesUsual-care practices

11 99 44 4444 2929 2222 7676

22 1010 55 5050 2020 1010 5050

33 1515 88 5353 2222 1717 7777

44 88 55 6363 1010 66 6060

55 1313 1010 7777 2020 1515 7575

66 11 11 100100 55 55 100100

77 66 44 6767 1313 1313 100100

88 2222 1212 5555 3535 3030 8686

99 33 11 3333 44 33 7575

1010 2323 1414 6161 2626 1919 7373

1111 77 55 7171 2525 2020 8080

1212 1818 77 3939 2626 2525 9696

1313 1313 55 3939 2323 2020 8787

1414 2222 1010 4646 4646 3838 8383

1515 55 33 6060 44 44 100100

TotalTotal 175175 9494 308308 247247

AverageAverage 53.7%53.7%22, 57.1%, 57.1%33 80.2%80.2%22, 81.1%, 81.1%33

PEF, Physician Encounter Form.PEF, Physician Encounter Form.
1. Pair1had the lowest practice social deprivation scores and pair15 the highest.1. Pair1had the lowest practice social deprivation scores and pair15 the highest.
2. Ignoring clustering.2. Ignoring clustering.
3. Average of cluster level proportions.3. Average of cluster level proportions.
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satisfaction among patients managed bysatisfaction among patients managed by

guideline practices but worse disabilityguideline practices but worse disability

(neither significant). The only difference(neither significant). The only difference

to approach significance was for theto approach significance was for the

EuroQol score (difference in mean Euro-EuroQol score (difference in mean Euro-

Qol, GQol, G77UCUC¼0.75, 95% CI0.75, 95% CI 770.11 to0.11 to

1.61;1.61; PP¼0.09), indicating worse QoL0.09), indicating worse QoL

among patients managed by guidelineamong patients managed by guideline

practices (trend levelpractices (trend level PP550.10).0.10).

DISCUSSIONDISCUSSION

Many guidelines for the diagnosis andMany guidelines for the diagnosis and

management of psychiatric morbidity inmanagement of psychiatric morbidity in

primary care have been developedprimary care have been developed

(Cornwall & Scott, 2000), but they vary in(Cornwall & Scott, 2000), but they vary in

scope and quality (Littlejohnsscope and quality (Littlejohns et alet al, 1999)., 1999).

Few have been evaluated in pragmatic RCTs.Few have been evaluated in pragmatic RCTs.

The WHO ICD–10 PHC guidelines (WorldThe WHO ICD–10 PHC guidelines (World

Health Organization, 1996) have beenHealth Organization, 1996) have been

widely disseminated. Upton and colleagueswidely disseminated. Upton and colleagues

reported some benefits in a controlledreported some benefits in a controlled

before-and-after study (Uptonbefore-and-after study (Upton et alet al, 1999)., 1999).

Main findingsMain findings

We evaluated a process of local adaptationWe evaluated a process of local adaptation

and dissemination of the 1996 WHO guide-and dissemination of the 1996 WHO guide-

lines to see whether there was any impactlines to see whether there was any impact

on clinician behaviour or clinical outcomeson clinician behaviour or clinical outcomes

for patients. There were two main findingsfor patients. There were two main findings

of this study. First, we found no evidenceof this study. First, we found no evidence

that implementing these guidelines, throughthat implementing these guidelines, through

our local process of adaptation and exten-our local process of adaptation and exten-

sion, which was intended to engendersion, which was intended to engender

‘shared ownership’, had an impact on prac-‘shared ownership’, had an impact on prac-

titioners’ detection performance (sensitivitytitioners’ detection performance (sensitivity

or specificity). Second, there was no effector specificity). Second, there was no effect

on clinical outcomes for patients: repeaton clinical outcomes for patients: repeat

GHQ–12 scores (mean and proportion thatGHQ–12 scores (mean and proportion that

remained cases), disability and satisfactionremained cases), disability and satisfaction

did not differ significantly between guide-did not differ significantly between guide-

line and usual-care practices. Contrary toline and usual-care practices. Contrary to

expectation, the guideline practicesexpectation, the guideline practices

achieved higher average disability scoresachieved higher average disability scores

(indicating worse outcome), greater satis-(indicating worse outcome), greater satis-

faction with care received but worse qualityfaction with care received but worse quality

of life. None of these comparisons wasof life. None of these comparisons was

tatistically significant and confidence inter-tatistically significant and confidence inter-

vals around estimated intervention effectsvals around estimated intervention effects

were quite wide. The trend for worse QoLwere quite wide. The trend for worse QoL

(one of the four secondary outcomes) may(one of the four secondary outcomes) may

simply be a type 1 error.simply be a type 1 error.

StrengthsStrengths

Our results are based on a sample of prac-Our results are based on a sample of prac-

tices from three sectors of a large, urbantices from three sectors of a large, urban

mental health service, more than 2000mental health service, more than 2000

screened patients and more than 100 GPsscreened patients and more than 100 GPs

detecting disorder. Over two-thirds of thedetecting disorder. Over two-thirds of the

practices approached participated, includingpractices approached participated, including

single-handed and fundholding practices.single-handed and fundholding practices.

The characteristics of our sample correspondThe characteristics of our sample correspond

well with what is already known of the epi-well with what is already known of the epi-

demiology of psychological distress in PHCdemiology of psychological distress in PHC

and its detection by GPs. We therefore ex-and its detection by GPs. We therefore ex-

pect that our negative findings are widelypect that our negative findings are widely

generalisable. We used a pair-matched de-generalisable. We used a pair-matched de-

sign (Ukoumunnesign (Ukoumunne et alet al, 1999) to ensure that, 1999) to ensure that

the outcome of randomisation was balancedthe outcome of randomisation was balanced

for social deprivation, which we thoughtfor social deprivation, which we thought

would have an influence on our practice-would have an influence on our practice-

and patient-level outcomes. Our decision toand patient-level outcomes. Our decision to

matchmatch a prioria priori on social deprivation appearson social deprivation appears

to be justified, since loss to follow-up at theto be justified, since loss to follow-up at the

3-month postal questionnaire survey was3-month postal questionnaire survey was

correlated with deprivation.correlated with deprivation.

Our criterion for evaluating GP detec-Our criterion for evaluating GP detec-

tion performance was a score oftion performance was a score of 443 on3 on

the GHQ–12, not a clinical interview, andthe GHQ–12, not a clinical interview, and

our outcomes were all self-report. Theseour outcomes were all self-report. These

design considerations were pragmatic anddesign considerations were pragmatic and

made it possible to implement the study inmade it possible to implement the study in

a large number of practices.a large number of practices.

LimitationsLimitations

There were small differences in the base-There were small differences in the base-

line detection performance of theline detection performance of the

guideline and usual-care practices. Whereguideline and usual-care practices. Where

2 52 5

Fig. 4Fig. 4 Randomeffectsmeta-analysis plot showing differences in practice detection bypair: (a) sensitivity andRandomeffectsmeta-analysis plot showing differences in practice detection bypair: (a) sensitivity and

(b) specificity. Pooled estimates represent unadjusted and baseline-adjusted (meta-regression) weighted risk(b) specificity. Pooled estimates represent unadjusted and baseline-adjusted (meta-regression) weighted risk

differences.differences.
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possible – for practice detection out-possible – for practice detection out-

comes – we applied a meta-regressioncomes – we applied a meta-regression

approach that enabled us to adjust for base-approach that enabled us to adjust for base-

line imbalance using cluster-levelline imbalance using cluster-level

performance from the baseline detectionperformance from the baseline detection

phase as a covariate. This approach hasphase as a covariate. This approach has

been recommended (Ukoumunne &been recommended (Ukoumunne &

Thompson, 2001) for cluster randomisedThompson, 2001) for cluster randomised

trials with repeated cross-sectional designs,trials with repeated cross-sectional designs,

where different patients are surveyed duringwhere different patients are surveyed during

pre-intervention and post-interventionpre-intervention and post-intervention

periods. It is preferred over analyses ofperiods. It is preferred over analyses of

change from baseline (estimated using anchange from baseline (estimated using an

interaction of intervention group by time-interaction of intervention group by time-

period) because baselines are usuallyperiod) because baselines are usually

measured with low precision. An additionalmeasured with low precision. An additional

factor is that the baseline outcome may notfactor is that the baseline outcome may not

be prognostic, i.e. may not correlate withbe prognostic, i.e. may not correlate with

intervention outcomes. These designintervention outcomes. These design

features can lead to bias in results andfeatures can lead to bias in results and

increase the noise, leading to a reductionincrease the noise, leading to a reduction

in the precision of the estimated inter-in the precision of the estimated inter-

vention effect. Ideally, enough cluster (prac-vention effect. Ideally, enough cluster (prac-

tices) would be recruited to reduce thetices) would be recruited to reduce the

potential for a poor outcome of randomis-potential for a poor outcome of randomis-

ation. In our case the baseline adjustmentation. In our case the baseline adjustment

did not alter the conclusions, with baselinedid not alter the conclusions, with baseline

performance proving useful (prognostic)performance proving useful (prognostic)

for only one of the two cluster-level out-for only one of the two cluster-level out-

comes (practice sensitivity). When the base-comes (practice sensitivity). When the base-

lines are not prognostic, Ukoumunne &lines are not prognostic, Ukoumunne &

Thompson (2001) have argued that in-Thompson (2001) have argued that in-

terpretation should focus on the unadjustedterpretation should focus on the unadjusted

effect, since the adjusted analysis places tooeffect, since the adjusted analysis places too

much weight on the baselines. Our baselinemuch weight on the baselines. Our baseline

measures were based on small samples,measures were based on small samples,

which limited our potential to adjust forwhich limited our potential to adjust for

differences between the practices that arosedifferences between the practices that arose

as an outcome of randomisation. For oneas an outcome of randomisation. For one

outcome (sensitivity), our meta-regressionoutcome (sensitivity), our meta-regression

adjustment increased the precision of the es-adjustment increased the precision of the es-

timated intervention effect. In the second,timated intervention effect. In the second,

the approach simply added noise. A low re-the approach simply added noise. A low re-

sponse rate to follow-up questionnaires insponse rate to follow-up questionnaires in

the guideline practices during the baselinethe guideline practices during the baseline

period prohibited use of the meta-regressionperiod prohibited use of the meta-regression

procedure for clinical outcomes. It mightprocedure for clinical outcomes. It might

otherwise have been possible to aggregateotherwise have been possible to aggregate

these outcomes to cluster level and use themthese outcomes to cluster level and use them

as covariates.as covariates.

It is possible that our use of a categoricalIt is possible that our use of a categorical

diagnostic approach reduced the fidelity ofdiagnostic approach reduced the fidelity of

measurement of practitioner and patientmeasurement of practitioner and patient

variation. It is, nevertheless, an acceptedvariation. It is, nevertheless, an accepted

tradition in primary care psychiatric re-tradition in primary care psychiatric re-

search. We do not know to what extent thesearch. We do not know to what extent the

GPs made use of our guideline handbook,GPs made use of our guideline handbook,

nor do we know the extent to which thenor do we know the extent to which the

guideline advocate was able to disseminateguideline advocate was able to disseminate

their contents to other primary care collea-their contents to other primary care collea-

gues. We did not measure, but were notgues. We did not measure, but were not

made aware of, any contamination betweenmade aware of, any contamination between

the guideline and usual-care practices. Thethe guideline and usual-care practices. The

study couldstudy could not be blinded since the devel-not be blinded since the devel-

opment of the intervention comprised parti-opment of the intervention comprised parti-

cipation in a local adaptation processcipation in a local adaptation process

and receipt of a personal copy of theand receipt of a personal copy of the

guidelines.guidelines.

Hampshire Depression ProjectHampshire Depression Project

Our findings are consistent with those ofOur findings are consistent with those of

the Hampshire Depression Project (HDP),the Hampshire Depression Project (HDP),

a larger cluster RCT of educationala larger cluster RCT of educational

intervention for GPs on the recognition,intervention for GPs on the recognition,

management and treatment of depressionmanagement and treatment of depression

(Thompson(Thompson et alet al, 2000). The HDP,, 2000). The HDP, whichwhich

involved 60 practices and a self-selectedinvolved 60 practices and a self-selected

sample of over 150 physicians, evaluatedsample of over 150 physicians, evaluated

a more intensive educational approach toa more intensive educational approach to

2 62 6

Table 5Table 5 Practice detection rates during post-intervention periodPractice detection rates during post-intervention period

Practice pairPractice pair11 ScreenScreen

positivespositives

nn

Named disorderNamed disorder

on PEFon PEF

nn

SensitivitySensitivity

%%

ScreenScreen

negativesnegatives

nn

No disorderNo disorder

on PEFon PEF

nn

SpecificitySpecificity

%%

Guideline practicesGuideline practices

11 1515 77 4646 3333 2424 7272

22 66 44 6666 99 88 8888

33 55 11 2020 1919 1919 100100

44 1111 55 4545 2727 2727 100100

55 55 44 8080 1111 1010 9090

66 99 11 1111 2929 2626 8989

77 1919 1313 6868 1717 1313 7676

88 1313 66 4646 2424 1717 7070

99 1818 1010 5555 1717 1212 7070

1010 1111 88 7272 2323 1616 6969

1111 1818 66 3333 2828 2323 8282

1212 1515 66 4040 2323 2121 9191

1313 66 44 6666 66 66 100100

1414 66 00 00 33 33 100100

1515 22 11 5050 66 55 8383

TotalTotal 159159 7676 275275 230230

AverageAverage 47.7%47.7%22, 46.9%, 46.9%33 83.6%83.6%22, 85.8%, 85.8%33

Usual-care practicesUsual-care practices

11 55 22 4040 1616 1414 8787

22 88 44 5050 1919 1010 5252

33 1717 88 4747 5151 4242 8282

44 77 22 2828 2222 1818 8181

55 77 44 5757 1313 1010 7676

66 55 44 8080 1010 44 4040

77 1313 88 6161 2323 2020 8787

88 1717 1111 6464 2424 2424 100100

99 99 33 3333 1010 99 9090

1010 1111 1010 9090 2121 1818 8585

1111 99 44 4444 4141 3131 7575

1212 1717 1010 5858 3636 3131 8686

1313 33 22 6666 1414 1212 8585

1414 1515 66 4040 3636 2828 7777

1515 33 22 6666 55 44 9090

TotalTotal 146146 8080 341341 276276

AverageAverage 54.8%54.8%22, 55.3%, 55.3%33 80.9%80.9%22, 79.3%, 79.3%33

PEF, Physician Encounter Form.PEF, Physician Encounter Form.
1. Pair1had the lowest practice social deprivation scores and pair15 the highest.1. Pair1had the lowest practice social deprivation scores and pair15 the highest.
2. Ignoring clustering.2. Ignoring clustering.
3. Average of cluster level proportions.3. Average of cluster level proportions.

https://doi.org/10.1192/bjp.182.1.20 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.182.1.20


CLUSTER RCT OF ICD ^ 1 0 PHC GUIDELINESCLUSTER RCT OF ICD ^ 1 0 PHC GUIDELINES

dissemination of a clinical practice guidelinedissemination of a clinical practice guideline

for depression, using a continuing medicalfor depression, using a continuing medical

education model (with quality testing ofeducation model (with quality testing of

the educational component). The HDPthe educational component). The HDP

screened and followed up more patientsscreened and followed up more patients

and involved more practitioners, but theirand involved more practitioners, but their

sample of GPs was self-selected withinsample of GPs was self-selected within

participating practices. The participationparticipating practices. The participation

rate among invited practices was muchrate among invited practices was much

higher in our study than in the HDP (70%higher in our study than in the HDP (70%

vv. 26%) and all practitioners within. 26%) and all practitioners within

participating practices were monitored,participating practices were monitored,

which may improve generalisability.which may improve generalisability.

ResponseResponse rates to postal questionnairesrates to postal questionnaires

were similar in both studies. In thewere similar in both studies. In the

HDP, response rates at 6 weeks rangedHDP, response rates at 6 weeks ranged

from 48% to 70%, depending on stage offrom 48% to 70%, depending on stage of

study.study.

The futureThe future

Over the past few years, studies on guidelineOver the past few years, studies on guideline

dissemination have consistently failed todissemination have consistently failed to

demonstrate significant effectiveness indemonstrate significant effectiveness in

changing clinician behaviour. Evaluationschanging clinician behaviour. Evaluations

of more structured implementation strate-of more structured implementation strate-

gies have produced some favourable results,gies have produced some favourable results,

however, and we therefore designed andhowever, and we therefore designed and

2 72 7

Table 6Table 6 Patient-level outcomes during baseline period; higher scores indicateworse outcomes (except for satisfaction)Patient-level outcomes during baseline period; higher scores indicate worse outcomes (except for satisfaction)

Practice pairPractice pair11 ReturnedReturned General Health Questionnaire mean (s.d.)General Health Questionnaire mean (s.d.) GHQ changeGHQ change At 3-month follow-upAt 3-month follow-up
questionnairesquestionnaires

At screenAt screen At 3-monthAt 3-month
mean (s.d.)mean (s.d.)

GHQGHQ5544 SatisfactionSatisfaction DisabilityDisabilitynn (%)(%)
follow-upfollow-up nn (%)(%) mean (s.d.)mean (s.d.) mean (s.d.)mean (s.d.)

Guideline practicesGuideline practices

11 17 (71)17 (71) 6.3 (2.5)6.3 (2.5) 4.5 (4.0)4.5 (4.0) 771.7 (4.5)1.7 (4.5) 10 (59)10 (59) 4.23 (0.56)4.23 (0.56) 8.0 (1.6)8.0 (1.6)

22 5 (42)5 (42) 7.4 (3.1)7.4 (3.1) 0.6 (0.8)0.6 (0.8) 776.8 (3.5)6.8 (3.5) 00 4.40 (0.89)4.40 (0.89) 7.0 (3.9)7.0 (3.9)

33 5 (38)5 (38) 8.0 (3.3)8.0 (3.3) 5.4 (2.7)5.4 (2.7) 772.6 (5.5)2.6 (5.5) 4 (80)4 (80) 4.40 (0.89)4.40 (0.89) 10.0 (3.4)10.0 (3.4)

44 11 (55)11 (55) 7.7 (3.1)7.7 (3.1) 6.0 (3.8)6.0 (3.8) 771.7 (3.6)1.7 (3.6) 7 (64)7 (64) 4.54 (0.52)4.54 (0.52) 8.7 (3.1)8.7 (3.1)

55 9 (75)9 (75) 7.2 (3.2)7.2 (3.2) 4.7 (4.0)4.7 (4.0) 772.4 (4.6)2.4 (4.6) 5 (56)5 (56) 3.77 (1.20)3.77 (1.20) 9.8 (2.6)9.8 (2.6)

66 10 (59)10 (59) 6.4 (2.4)6.4 (2.4) 4.2 (4.2)4.2 (4.2) 772.2 (3.2)2.2 (3.2) 6 (60)6 (60) 4.00 (0.81)4.00 (0.81) 8.5 (3.7)8.5 (3.7)

77 5 (31)5 (31) 7.4 (2.3)7.4 (2.3) 3.2 (3.2)3.2 (3.2) 774.2 (4.2)4.2 (4.2) 2 (40)2 (40) 4.20 (1.30)4.20 (1.30) 9.2 (3.7)9.2 (3.7)

88 4 (44)4 (44) 6.2 (1.5)6.2 (1.5) 5.7 (3.4)5.7 (3.4) 770.5 (4.4)0.5 (4.4) 3 (75)3 (75) 4.00 (0.81)4.00 (0.81) 9.0 (1.7);9.0 (1.7);

99 11 (41)11 (41) 8.0 (2.4)8.0 (2.4) 5.1 (3.7)5.1 (3.7) 772.9 (3.0)2.9 (3.0) 7 (64)7 (64) 4.45 (0.68)4.45 (0.68) 8.4 (3.0)8.4 (3.0)

1010 8 (47)8 (47) 8.1 (2.6)8.1 (2.6) 8.6 (3.7)8.6 (3.7) 0.5 (5.4)0.5 (5.4) 7 (88)7 (88) 4.12 (0.64)4.12 (0.64) 11.2 (3.6)11.2 (3.6)

1111 14 (67)14 (67) 8.4 (2.9)8.4 (2.9) 7.5 (3.6)7.5 (3.6) 770.8 (3.4)0.8 (3.4) 12 (86)12 (86) 4.61 (0.50)4.61 (0.50) 10.0 (2.6)10.0 (2.6)

1212 15 (50)15 (50) 6.9 (2.9)6.9 (2.9) 7.4 (4.1)7.4 (4.1) 0.4 (4.2)0.4 (4.2) 10 (67)10 (67) 4.33 (0.81)4.33 (0.81) 10.7 (3.6)10.7 (3.6)

1313 4 (33)4 (33) 5.2 (1.8)5.2 (1.8) 3.2 (3.4)3.2 (3.4) 772.0 (4.3)2.0 (4.3) 1 (25)1 (25) 3.75 (0.50)3.75 (0.50) 7.0 (1.8)7.0 (1.8)

1414 2 (40)2 (40) 8.5 (0.7)8.5 (0.7) 3.5 (3.5)3.5 (3.5) 775.0 (2.8)5.0 (2.8) 1 (50)1 (50) 3.50 (0.70)3.50 (0.70) 9.09.0

1515 2 (40)2 (40) 7.5 (4.9)7.5 (4.9) 4.0 (2.8)4.0 (2.8) 773.5 (2.1)3.5 (2.1) 1 (50)1 (50) 4.50 (0.70)4.50 (0.70) 9.0 (0.0)9.0 (0.0)

TotalTotal 122122 7676

Response rateResponse rate 49%49%

Usual-care practicesUsual-care practices

11 7 (78)7 (78) 6.8 (2.9)6.8 (2.9) 3.8 (4.7)3.8 (4.7) 773.0 (6.0)3.0 (6.0) 3 (43)3 (43) 4.14 (0.90)4.14 (0.90) 8.2 (2.1)8.2 (2.1)

22 8 (80)8 (80) 6.8 (3.0)6.8 (3.0) 3.0 (4.3)3.0 (4.3) 773.8 (4.9)3.8 (4.9) 2 (25)2 (25) 4.50 (0.92)4.50 (0.92) 8.0 (3.5)8.0 (3.5)

33 13 (68)13 (68) 7.6 (2.0)7.6 (2.0) 6.0 (3.5)6.0 (3.5) 771.6 (3.6)1.6 (3.6) 8 (62)8 (62) 3.92 (1.38)3.92 (1.38) 9.3 (3.1)9.3 (3.1)

44 8 (100)8 (100) 8.5 (2.5)8.5 (2.5) 1.8 (2.1)1.8 (2.1) 776.6 (3.7)6.6 (3.7) 2 (25)2 (25) 4.50 (0.53)4.50 (0.53) 7.5 (2.5)7.5 (2.5)

55 12 (86)12 (86) 8.0 (2.4)8.0 (2.4) 5.5 (4.1)5.5 (4.1) 772.5 (5.0)2.5 (5.0) 8 (67)8 (67) 4.08 (0.90)4.08 (0.90) 8.8 (2.5)8.8 (2.5)

66 1 (100)1 (100) 6.06.0 4.04.0 772.02.0 1 (100)1 (100) 4.04.0 8.08.0

77 5 (63)5 (63) 9.8 (2.6)9.8 (2.6) 6.0 (4.7)6.0 (4.7) 773.8 (3.9)3.8 (3.9) 3 (60)3 (60) 4.40 (0.54)4.40 (0.54) 10.6 (2.4)10.6 (2.4)

88 13 (54)13 (54) 7.3 (2.5)7.3 (2.5) 4.6 (3.4)4.6 (3.4) 772.6 (4.5)2.6 (4.5) 8 (62)8 (62) 4.07 (0.64)4.07 (0.64) 9.0 (3.0)9.0 (3.0)

99 1 (25)1 (25) 4.04.0 0.00.0 774.04.0 00 5.005.00 5.05.0

1010 18 (78)18 (78) 8.5 (2.9)8.5 (2.9) 5.5 (4.2)5.5 (4.2) 772.9 (3.5)2.9 (3.5) 11 (61)11 (61) 4.16 (0.70)4.16 (0.70) 9.4 (3.0)9.4 (3.0)

1111 4 (40)4 (40) 9.5 (3.0)9.5 (3.0) 8.5 (5.7)8.5 (5.7) 771.0 (2.8)1.0 (2.8) 3 (75)3 (75) 3.50 (0.57)3.50 (0.57) 10.5 (5.1)10.5 (5.1)

1212 10 (48)10 (48) 7.7 (2.7)7.7 (2.7) 6.1 (4.4)6.1 (4.4) 771.6 (4.9)1.6 (4.9) 7 (70)7 (70) 4.00 (0.94)4.00 (0.94) 10.4 (3.3)10.4 (3.3)

1313 13 (87)13 (87) 6.3 (2.1)6.3 (2.1) 4.8 (2.6)4.8 (2.6) 771.5 (3.7)1.5 (3.7) 10 (77)10 (77) 4.25 (0.62)4.25 (0.62) 9.5 (2.3)9.5 (2.3)

1414 15 (65)15 (65) 7.3 (2.6)7.3 (2.6) 3.8 (4.1)3.8 (4.1) 773.5 (4.4)3.5 (4.4) 7 (47)7 (47) 4.13 (0.83)4.13 (0.83) 8.8 (3.0)8.8 (3.0)

1515 3 (60)3 (60) 11.0 (1.0)11.0 (1.0) 3.6 (3.2)3.6 (3.2) 777.3 (2.3)7.3 (2.3) 2 (67)2 (67) 3.66 (0.57)3.66 (0.57) 10.0 (4.0)10.0 (4.0)

TotalTotal 131131 7575

Response rateResponse rate 69%69%

GHQ,General Health QuestionnaireGHQ,General Health Questionnaire
1. Pair1had the lowest practice social deprivation scores and Pair15 the highest.1. Pair1had the lowest practice social deprivation scores and Pair15 the highest.
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evaluated an education-based implementa-evaluated an education-based implementa-

tion strategy. Because of practical limita-tion strategy. Because of practical limita-

tions, we were unable to measuretions, we were unable to measure

important process variables, and in attempt-important process variables, and in attempt-

ing to interpret our negative result we cannoting to interpret our negative result we cannot

discriminate between several possiblediscriminate between several possible

explanations. These include failure of theexplanations. These include failure of the

GPs to read the guidelines, failure to imple-GPs to read the guidelines, failure to imple-

ment them and failures in the content ofment them and failures in the content of

the guidelines themselves in terms of theirthe guidelines themselves in terms of their

evidence base or relevance. Although thereevidence base or relevance. Although there

can be no doubt that guidelines such as thosecan be no doubt that guidelines such as those

examined here are an important source ofexamined here are an important source of

reference and guidance for PHC physicians,reference and guidance for PHC physicians,

their effectiveness in changing cliniciantheir effectiveness in changing clinician

behaviour will require more complex andbehaviour will require more complex and

evidence-based strategies, probably invol-evidence-based strategies, probably invol-

ving multi-faceted targeting of interventions.ving multi-faceted targeting of interventions.

2 82 8

Table 7Table 7 Patient-level primary (GHQ) outcomes during post-intervention periodPatient-level primary (GHQ) outcomes during post-intervention period

PracticePractice

pairpair11
ReturnedReturned General Health Questionnaire meanGeneral Health Questionnaire mean

(s.d.)(s.d.)

GHQ changeGHQ change At 3-month follow-upAt 3-month follow-up

questionnairesquestionnaires
At screenAt screen At 3-monthAt 3-month

mean (s.d.)mean (s.d.)
GHQGHQ5544 SatisfactionSatisfaction DisabilityDisability EuroQolEuroQolnn (%)(%)

follow-upfollow-up nn (%)(%) mean (s.d.)mean (s.d.) mean (s.d.)mean (s.d.) mean (s.d.)mean (s.d.)

Guideline practicesGuideline practices

11 11 (73)11 (73) 6.2 (2.6)6.2 (2.6) 3.6 (3.0)3.6 (3.0) 772.6 (3.6)2.6 (3.6) 7 (64)7 (64) 4.30 (0.48)4.30 (0.48) 8.0 (1.7)8.0 (1.7) 7.2 (1.4)7.2 (1.4)

22 6 (60)6 (60) 7.3 (3.7)7.3 (3.7) 4.1 (5.1)4.1 (5.1) 773.1 (6.0)3.1 (6.0) 2 (33)2 (33) 4.16 (0.75)4.16 (0.75) 7.8 (2.3)7.8 (2.3) 7.5 (1.8)7.5 (1.8)

33 4 (66)4 (66) 9.5 (1.7)9.5 (1.7) 7.7 (5.3)7.7 (5.3) 771.7 (3.7)1.7 (3.7) 3 (75)3 (75) 4.25 (0.50)4.25 (0.50) 10.6 (4.1)10.6 (4.1) 9.7 (2.6)9.7 (2.6)

44 11 (68)11 (68) 6.8 (2.9)6.8 (2.9) 4.3 (3.5)4.3 (3.5) 772.4 (4.6)2.4 (4.6) 5 (45)5 (45) 4.10 (0.87)4.10 (0.87) 8.2 (3.6)8.2 (3.6) 7.4 (1.9)7.4 (1.9)

55 5 (71)5 (71) 9.2 (3.1)9.2 (3.1) 5.2 (4.3)5.2 (4.3) 774.0 (3.3)4.0 (3.3) 4 (80)4 (80) 4.60 (0.54)4.60 (0.54) 12.0 (3.3)12.0 (3.3) 9.2 (1.7)9.2 (1.7)

66 7 (70)7 (70) 8.1 (2.3)8.1 (2.3) 4.1 (4.0)4.1 (4.0) 774.0 (3.9)4.0 (3.9) 3 (43)3 (43) 3.28 (1.25)3.28 (1.25) 7.4 (2.5)7.4 (2.5) 7.2 (2.6)7.2 (2.6)

77 16 (64)16 (64) 8.7 (2.4)8.7 (2.4) 7.9 (5.0)7.9 (5.0) 770.8 (4.0)0.8 (4.0) 12 (75)12 (75) 4.00 (0.84)4.00 (0.84) 11.0 (3.9)11.0 (3.9) 9.5 (2.4)9.5 (2.4)

88 13 (92)13 (92) 7.3 (2.8)7.3 (2.8) 4.5 (4.5)4.5 (4.5) 772.8 (3.3)2.8 (3.3) 5 (38)5 (38) 4.30 (0.75)4.30 (0.75) 7.4 (2.6)7.4 (2.6) 7.8 (1.4)7.8 (1.4)

99 13 (44)13 (44) 6.9 (2.3)6.9 (2.3) 4.3 (4.7)4.3 (4.7) 772.6 (4.6)2.6 (4.6) 5 (38)5 (38) 4.07 (0.76)4.07 (0.76) 8.4 (3.3)8.4 (3.3) 7.7 (2.2)7.7 (2.2)

1010 6 (46)6 (46) 9.5 (2.4)9.5 (2.4) 9.0 (2.3)9.0 (2.3) 770.5 (2.9)0.5 (2.9) 6 (100)6 (100) 3.33 (1.03)3.33 (1.03) 10.8 (3.1)10.8 (3.1) 7.1 (0.7)7.1 (0.7)

1111 14 (53)14 (53) 8.0 (2.7)8.0 (2.7) 8.4 (3.2)8.4 (3.2) 0.3 (2.7)0.3 (2.7) 12 (86)12 (86) 3.92 (0.86)3.92 (0.86) 11.0 (2.9)11.0 (2.9) 8.8 (1.7)8.8 (1.7)

1212 8 (47)8 (47) 8.5 (3.1)8.5 (3.1) 5.0 (3.4)5.0 (3.4) 773.5 (4.3)3.5 (4.3) 5 (62)5 (62) 4.25 (1.03)4.25 (1.03) 8.5 (3.2)8.5 (3.2) 7.1 (1.8)7.1 (1.8)

1313 5 (62)5 (62) 7.8 (3.3)7.8 (3.3) 4.4 (1.6)4.4 (1.6) 773.4 (3.5)3.4 (3.5) 3 (60)3 (60) 4.80 (0.44)4.80 (0.44) 9.0 (1.8)9.0 (1.8) 8.4 (2.0)8.4 (2.0)

1414 3 (42)3 (42) 6.0 (1.7)6.0 (1.7) 6.3 (4.5)6.3 (4.5) 0.3 (4.7)0.3 (4.7) 2 (67)2 (67) 4.66 (0.57)4.66 (0.57) 7.6 (2.3)7.6 (2.3) 8.0 (3.0)8.0 (3.0)

1515 2 (50)2 (50) 10.0 (2.8)10.0 (2.8) 3.5 (4.9)3.5 (4.9) 776.5 (7.7)6.5 (7.7) 1 (50)1 (50) 5.00 (0.00)5.00 (0.00) 10.0 (4.2)10.0 (4.2) 8.0 (0.0)8.0 (0.0)

TotalTotal 124124

Response rateResponse rate 61%61%

Usual-care practicesUsual-care practices

11 5 (55)5 (55) 8.2 (2.7)8.2 (2.7) 3.8 (5.4)3.8 (5.4) 774.4 (5.1)4.4 (5.1) 2 (40)2 (40) 3.60 (0.89)3.60 (0.89) 7.2 (3.1)7.2 (3.1) 6.4 (1.5)6.4 (1.5)

22 7 (77)7 (77) 6.5 (2.5)6.5 (2.5) 2.2 (2.9)2.2 (2.9) 774.2 (4.8)4.2 (4.8) 2 (29)2 (29) 4.14 (0.90)4.14 (0.90) 8.2 (1.9)8.2 (1.9) 7.2 (1.3)7.2 (1.3)

33 14 (58)14 (58) 7.2 (2.7)7.2 (2.7) 4.7 (4.6)4.7 (4.6) 772.5 (2.7)2.5 (2.7) 7 (50)7 (50) 3.78 (1.05)3.78 (1.05) 8.3 (3.1)8.3 (3.1) 7.5 (1.6)7.5 (1.6)

44 3 (37)3 (37) 6.6 (2.5)6.6 (2.5) 5.6 (1.5)5.6 (1.5) 771.0 (1.7)1.0 (1.7) 3 (100)3 (100) 3.66 (0.57)3.66 (0.57) 7.0 (2.6)7.0 (2.6) 6.0 (0.0)6.0 (0.0)

55 7 (87)7 (87) 6.5 (2.6)6.5 (2.6) 4.4 (3.6)4.4 (3.6) 772.1 (2.9)2.1 (2.9) 4 (57)4 (57) 4.28 (0.75)4.28 (0.75) 9.2 (2.6)9.2 (2.6) 7.8 (1.9)7.8 (1.9)

66 3 (60)3 (60) 8.0 (2.6)8.0 (2.6) 5.0 (4.5)5.0 (4.5) 773.0 (4.3)3.0 (4.3) 2 (67)2 (67) 3.66 (0.57)3.66 (0.57) 8.6 (2.5)8.6 (2.5) 7.0 (1.7)7.0 (1.7)

77 12 (80)12 (80) 6.6 (2.6)6.6 (2.6) 3.6 (3.5)3.6 (3.5) 773.0 (2.5)3.0 (2.5) 7 (58)7 (58) 4.41 (0.79)4.41 (0.79) 7.6 (2.4)7.6 (2.4) 6.8 (1.1)6.8 (1.1)

88 10 (58)10 (58) 7.7 (3.1)7.7 (3.1) 3.4 (2.9)3.4 (2.9) 774.3 (4.0)4.3 (4.0) 6 (60)6 (60) 4.50 (0.70)4.50 (0.70) 9.5 (2.6)9.5 (2.6) 7.1 (1.5)7.1 (1.5)

99 7 (63)7 (63) 7.2 (2.8)7.2 (2.8) 6.2 (4.7)6.2 (4.7) 771.0 (4.3)1.0 (4.3) 4 (57)4 (57) 4.57 (0.53)4.57 (0.53) 8.8 (2.9)8.8 (2.9) 8.5 (1.8)8.5 (1.8)

1010 11 (91)11 (91) 8.8 (2.7)8.8 (2.7) 7.0 (4.5)7.0 (4.5) 771.8 (4.3)1.8 (4.3) 8 (73)8 (73) 3.72 (1.34)3.72 (1.34) 11.5 (3.0)11.5 (3.0) 8.5 (1.3)8.5 (1.3)

1111 7 (50)7 (50) 7.2 (3.2)7.2 (3.2) 2.7 (3.6)2.7 (3.6) 774.5 (4.3)4.5 (4.3) 2 (29)2 (29) 4.00 (1.15)4.00 (1.15) 8.1 (1.9)8.1 (1.9) 6.8 (1.2)6.8 (1.2)

1212 9 (47)9 (47) 8.8 (3.4)8.8 (3.4) 7.3 (3.7)7.3 (3.7) 771.5 (3.7)1.5 (3.7) 7 (78)7 (78) 4.00 (0.70)4.00 (0.70) 8.1 (1.6)8.1 (1.6) 8.1 (2.0)8.1 (2.0)

1313 3 (60)3 (60) 7.6 (4.0)7.6 (4.0) 4.0 (1.7)4.0 (1.7) 773.6 (5.5)3.6 (5.5) 1 (33)1 (33) 3.66 (0.57)3.66 (0.57) 8.0 (3.0)8.0 (3.0) 6.6 (0.5)6.6 (0.5)

1414 7 (43)7 (43) 7.4 (3.7)7.4 (3.7) 5.5 (5.5)5.5 (5.5) 771.8 (7.0)1.8 (7.0) 3 (43)3 (43) 4.28 (0.75)4.28 (0.75) 7.8 (2.4)7.8 (2.4) 6.2 (1.2)6.2 (1.2)

1515 3 (60)3 (60) 7.6 (2.5)7.6 (2.5) 7.3 (3.2)7.3 (3.2) 770.3 (1.5)0.3 (1.5) 3 (100)3 (100) 3.33 (2.08)3.33 (2.08) 9.6 (2.0)9.6 (2.0) 7.3 (1.1)7.3 (1.1)

TotalTotal 108108

Response rateResponse rate 62%62%

Weightedmean differenceWeightedmean difference11 0.450.45 4.3%4.3% 0.200.20 0.680.68 0.750.75

95% CI95% CI 771.42 to 2.331.42 to 2.33 7712.4 to 20.912.4 to 20.9 770.05 to 0.450.05 to 0.45 770.21 to 1.560.21 to 1.56 770.11 to 1.610.11 to 1.61

PP 0.630.63 0.640.64 0.120.12 0.130.13 0.090.09

GHQ,General Health Questionnaire; F/U, follow-up; mth, month; EuroQol, European Quality of Life score.GHQ,General Health Questionnaire; F/U, follow-up; mth, month; EuroQol, European Quality of Life score.
1.Guidelineminus usual care: unstandardisedestimates of weightedmeandifferences fromrandomeffectsmeta-analysis.Positive estimates indicate higher scores/worse outcomes for1.Guidelineminususual care: unstandardised estimates of weightedmeandifferences fromrandomeffectsmeta-analysis.Positive estimates indicate higher scores/worse outcomes for
patients managed by guideline practices, except for satisfaction, where positive estimate indicates better outcome/greater satisfaction for patients managed by guideline practices.patientsmanaged by guideline practices, except for satisfaction, where positive estimate indicates better outcome/greater satisfaction for patients managed by guideline practices.
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Since this study was carried out, theSince this study was carried out, the

1996 WHO guidelines have been further1996 WHO guidelines have been further

adapted. The latest version (currently un-adapted. The latest version (currently un-

evaluated) is available free from theevaluated) is available free from the

WHO collaborating centre website: http://WHO collaborating centre website: http://

www.rsm.ac.uk/pub/bkwhopdf.htmwww.rsm.ac.uk/pub/bkwhopdf.htm
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Participation in a process of adaptation and extension of the ICD^10 PrimaryParticipation in a process of adaptation and extension of the ICD^10 Primary
Health Care Guidelines failed to change practitioner behaviour (detection rates:Health Care Guidelines failed to change practitioner behaviour (detection rates:
sensitivity and specificity) or influence patient outcomes (General Healthsensitivity and specificity) or influence patient outcomes (General Health
Questionnaire, disability, satisfaction, quality of life).Only specificity and satisfactionQuestionnaire, disability, satisfaction, quality of life).Only specificity and satisfaction
favoured guideline practices.favoured guideline practices.

&& These negative findings highlight limitations in the ability of guideline interventionsThese negative findings highlight limitations in the ability of guideline interventions
to influence UKgeneral practitioners’ (GPs’) management of psychiatric morbidity.to influence UKgeneral practitioners’ (GPs’) management of psychiatric morbidity.

&& These results are consistentwith other studies in the UK that have adopted anThese results are consistentwith other studies in the UK that have adopted an
intensive approach to dissemination of guidelines, e.g. medical educationmodels.intensive approach to dissemination of guidelines, e.g. medical educationmodels.

LIMITATIONSLIMITATIONS

&& We did notmeasurewhether GPs used the guidelines, nor did wemeasure anyWe did notmeasurewhether GPs used the guidelines, nor didwemeasure any
contamination thatmay have influenced the performance of usual-care practices.contamination thatmay have influenced the performance of usual-care practices.

&& Despite randomisation (at cluster level), therewere small differences in baselineDespite randomisation (at cluster level), therewere small differences in baseline
detection performance between practices. Poor response to the 3-month, postaldetection performance between practices. Poor response to the 3-month, postal
questionnaire follow-up for guideline practices during the baseline period limitedquestionnaire follow-up for guideline practices during the baseline period limited
adjustment for baseline to detection outcomes only, and not for patient outcomes.adjustment for baseline to detection outcomes only, and not for patient outcomes.

&& Analysis did not take into accountmissing data frompatients who did not respondAnalysis did not take into accountmissing data frompatients who did not respond
to postal questionnaire follow-up, although stratification by social deprivationmayto postal questionnaire follow-up, although stratification by social deprivationmay
have helped to reduce bias due to loss to follow-up (by ensuring balance). Power tohave helped to reduce bias due to loss to follow-up (by ensuring balance). Power to
detect small intervention effects for patient-level outcomes was low, and nodetect small intervention effects for patient-level outcomes was low, and no
adjustmentwasmade for possible imbalance in patient-level covariates.adjustmentwasmade for possible imbalance in patient-level covariates.
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