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ABSTRACT
Background General practitioners (GPs) often
see patients presenting with mental health problems, but their training regarding mental health
treatment varies. GPs’ communication skills are
of particular importance in these consultations,
and communication skills training of GPs has
been found to improve patients’ mental health.
To tailor a communication skills training by
basing it on GPs’ learning needs and self-efficacy,
thereby maximising learning, we conducted a
questionnaire study.
Objective To measure GPs’ self-perceived needs
regarding communication with and treatment of
mental health patients.
Methods GPs in training for specialist general
practice were given a questionnaire on communication and mental health in general practice. The
questionnaire measured prevalence, referring
practices, self-efficacy and self-perceived learning
need regarding mental health treatment and communication skills, as well as interest in attending
training.

Results A majority of GPs in our sample was
interested in training on communication skills
and mental health treatment. However, they
reported moderate learning needs and high confidence on the different measures. GPs reported
highest learning needs regarding specific communication skills and treatment of the most common mental health problems. At the same time,
they reported highest self-efficacy in treating the
same disorders. They also reported high confidence in communication skills.
Conclusion Despite being confident, GPs in this
sample recognise the need for specific skills in
consultations with patients with mental health
problems, but may underestimate the importance
of general communication skills. These results are
informative when designing training for GPs in
communication and mental health.

Keywords: communication, general practice,
mental health
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Introduction
At one time or another, about half of us will experience some kind of mental health problem, and
many of us will turn to our general practitioner
(GP) for help and support. GPs thus often see
patients who do not primarily present somatic complaints. Studies find that, on average, about one
third of GPs’ patients experience mental health
problems.1,2
One of the challenges for the GP in treating
patients with mental health problems is to develop
adequate clinical communication skills.3 A GP’s
communication may influence a patient’s mental
health through a number of different pathways.4 In
a much-cited review, Stewart showed that communication skills are associated with several positive
patient outcomes such as higher patient satisfaction, better patient adherence and symptom resolution.5 Among the skills found to be positively
related to outcomes were asking the patient about
concerns, eliciting the patient’s understanding of
causes and expectations for treatment. There is evidence that communication skills training of GPs
may have an effect on a number of these skills,
but few communication skills training programmes
are specifically directed towards the treatment of
patients with mental health problems in general
practice.6–9
In spite of the documented importance of communication skills in treating patients with mental
health problems and the large number of such
patients in general practice, many GPs do not receive specific communication skills training with
relevance for mental health after medical school.10
A number of studies actually indicate significant
potential for improvement in GPs’ communication
skills.11,12 This includes both general skills, defined
here as skills relevant for all types of patients, such as
asking open-ended questions and eliciting the patient
perspective, and mental-health-related skills, such
as handling denial and suicidal risk, defined here
as skills applicable to dealing with mental health
patients. Moreover, studies conducted in Australia
and the United Kingdom (UK) found that many GPs
indicated a need to learn better management strategies, but the emphasis in these studies was not to
teach specific communication skills.10,13 Assessment of learners’ needs is important, since training
based on needs assessment has been found to be
more likely to produce changes in physicians’ behaviour and patient outcome than training without
a base in an assessment of learner needs.14,15
There are a number of different ways to obtain
direct and indirect indicators of GPs’ perceived
learning needs. One way is simply to ask about the

GP’s motivation to take part in a course or training
programme. A second approach is to map the selfassessed need for increased competence in a specific
area or regarding specific skills. A third, more indirect, indicator is to assess self-efficacy, defined as
one’s belief in one’s ability to successfully perform a
specific task.16 Self-efficacy has been applied as a
dependent variable in communication skills training, but as far as we know, no studies have explicitly
assessed GPs’ self-efficacy regarding communication
with mental health patients.17
In the process of planning and designing a communication skills training course for GPs focusing
on mental health, we conducted a questionnaire
study aiming to identify GPs’ self-perceived learning
needs regarding communication and mental health.
In order to obtain a broad range of needs, we assessed
the motivation to take part in a training course, selfperceived needs for increased competence and selfefficacy. We suggest that addressing these self-perceptions in designing a training programme could
enhance motivation, adherence, enrolment, and
ultimately learning and skill level.

Methods
Sample
All physicians (n = 273) attending a mandatory
course for accreditation as a specialist in general
practice in Norway were given the questionnaire.
The course is five days long, given by a local chapter
of the Norwegian Medical Association and focuses
on different basic topics in general practice, including communication skills (one full day). The course
is given twice each year. Data collection was conducted in 2011 (spring and autumn) and 2012
(spring). The questionnaire was administered and
information about our research was given in one of
the breaks. Completion was voluntary. Of the total
273 GPs, 220 (81%) responded.

Questionnaire
The questionnaire was designed by the authors. GPs,
psychiatrists and psychologists with expertise in
clinical communication were consulted during
questionnaire construction. We conducted a pilot
using a convenience sample of eight physicians to
test the questionnaire design and made changes
according to their comments.
The questionnaire first covered demographic information, prevalence of patients with mental
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health problems seen in the GP’s practice and referring
practice. Respondents were asked to indicate how
frequently they meet patients with the different
mental health difficulties during 1 week. The list of
mental health problems contained nine categories
(anxiety/phobias, depression, pain disorders, other
complex or psychosomatic disorders, psychosis or
other severe psychiatric disorders, grief/loss or
relational conflicts, addiction, trauma/abuse and
personality problems). Respondents were also asked
to indicate how often they refer each patient
category to specialist care or others (on a scale
from 1 to 5), as well as why. Eight different answer
categories were given: severity of disease, time, lack
of interest, lack of competence, treatment tried
without effect, better treatment elsewhere, patient’s
own wish and request of the patient’s family.
Needs and motivation for further training and
competence development were then assessed in
five ways:
.

.

.

.

.

Self-efficacy regarding treatment of the nine different mental health patient categories (see above)
was measured on a scale from 1 to 10, according
to Banduras guide for constructing self-efficacy
scales, where 1 was ‘not at all’ and 10 was ‘very
much’ ( = 0.86).18
Perceived learning need regarding how much
they would like to improve their treatment of
the same nine categories of mental health problems was assessed on a scale from 1 to 5 ranging
from ‘to a small degree’ (1) to ‘to a large degree’
(5) ( = 0.89).
Perceived need to improve different communication skills was measured by rating each of 20
items on a 5-point scale ranging from ‘to a small
degree’ (1) to ‘to a large degree’ (5) ( = 0.90). The
list is based on earlier research at our department
and contains both general and specific skills (see
Introduction for definition).19
Self-efficacy regarding six communication skills
on a 12-item scale (two items cover each skill) ( =
0.92) was measured on a scale from 1 to 10. These
six skills have been defined by our research group
in connection with communication skills training. They are developed on the basis of 4habits
and GRIP, which are two communication skills
programmes used at our department which have
been found effective on physicians’ communication skills.20,21 4habits has also been found
effective on physicians’ self-efficacy.22
Motivation to take part in a communication
skills training course was measured by answering
yes or no.

The questionnaire is available from the first author.
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Statistical analysis
Independent samples t-tests were applied to calculate group differences. Paired t-tests were used to test
the significance of differences between single item
scores. An acceptable level of statistical significance
was set to 0.05. Because of missing data, degrees of
freedom (df) vary from test to test. Descriptive statistics were applied to describe findings. SPSS 20.0
was applied for all analyses.

Results
Ninety-two (42%, N = 220) of the respondents were
males. The mean age was 35 years (SD = 5.9), while
mean number of years of experience was 5 (SD = 4.5).
In an average week, GPs’ mean number of patients
presenting a mental health problem was 33 (range =
5–171, SD = 23.5, median = 28). The mean number
of patients within each mental health category is
presented in Table 1.
The severity of the problem influenced the degree
of referring. Patients suffering from psychosis and
other severe disorders were most often referred
(mean = 3.39, SD = 0.91), while patients presenting
with sorrow, loss or relational conflicts were least
often referred (mean = 1.53, SD = 0.60; t210 = 26.15;
P < 0.001). The most listed reasons for referring the
different patient categories were ‘treatment tried
without effect’, ‘severity of disease’ and ‘better treatment elsewhere’. The least frequent answer was ‘lack
of interest’. The most frequent answer was given ten
times more often than the least frequent one.
Eighty-nine percent of GPs responded that they
might be interested in attending a communication
skills course for dealing with mental health patients.
GPs’ reported interest in course participation was
not correlated with previous attendance at such
courses (r = –0.06, ns).

Self-efficacy and learning needs on
mental health treatment
Reported self-efficacy in handling the different
mental health categories as well as self-perceived
need of improving treatment of the same problems
are displayed in Table 1. Sum scores of learning
needs (mean = 3.70, SD = 0.71) and self-efficacy
(mean = 5.48, SD = 1.23) were not correlated (r =
–0.13, ns). Females (mean = 3.83, SD = 0.73) expressed
higher learning needs than males (mean = 3.52, SD =
0.66; t203 = 3.12, P = 0.002). There were no gender
differences on total self-efficacy score. However,
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Table 1 Number of patients seen per week and how often they are referred, perceived learning
need and self-efficacy on each mental health category

Most frequent

Number of
patients
Mean (SD)

Referring
frequency
Mean (SD)

Learning
needs
Mean (SD)

Self-efficacy
Mean (SD)

Pain disorders

7.62 (6.32)

2.18 (0.68)

3.92 (0.89)

5.75 (1.70)

Depression
Other complex or

6.34 (6.24)
5.70 (6.40)

2.26 (0.63)
2.07 (0.72)

3.86 (0.91)
3.84 (0.88)

6.81 (1.52)
5.44 (1.66)

Anxiety/phobias

5.38 (6.32)

2.15 (0.70)

3.91 (0.86)

6.16 (1.74)

Grief, loss, relational conflicts
Addiction

3.00 (3.26)
2.37 (2.51)

1.53 (0.59)
2.66 (0.82)

3.48 (1.02)
3.52 (1.06)

7.21 (1.60)
4.65 (1.98)

Personality disorders

2.16 (3.02)

2.25 (0.90)

3.52 (1.11)

4.50 (1.99)

Psychosis or other severe

1.17 (1.40)

3.39 (0.91)

3.49 (1.09)

4.05 (2.11)

1.00 (1.23)

2.66 (0.96)

3.71 (0.99)

4.79 (1.94)

psychosomatic disorders

Least frequent

psych. disorders
Trauma/abuse

compared with males, females reported higher confidence in handling sorrow/loss/relational conflicts
(mean females = 7.47, SD = 1.45; mean males = 6.88,
SD = 1.70; t212 = 7.25, P = 0.006). Compared with
females, males were more confident in handling
serious diseases (mean males = 4.42, SD = 2.25;
mean females = 3.76, SD = 2.00; t213 = 2.27, P =
0.024) and addiction (mean males = 4.99, SD = 1.91;
mean females = 4.41, SD = 2.02; t213 = 2.11, P =
0.036). Age was not associated with the degree of
self-efficacy, but the number of years of experience
was positively correlated with self-efficacy (r = 0.18,
P = 0.008) and negatively correlated with learning
needs (r = –0.16, P = 0.027).
To reduce the number of comparisons on the data
and to look for general trends we grouped the
mental health problems into two categories based
on frequency (Table 1); most frequent mental health
problems (mean = 25.40, SD = 20.42) and least
frequent mental health problems (mean = 9.89, SD
= 8.02; t195 = 11.94, P < 0.001). GPs reported lower
referring rates of the most occurring mental health
problems (mean = 2.15, SD = 0.48) than the least
occurring mental health problems (mean = 2.48, SD
= 0.57; t186 = 6.97, P < 0.001). In addition, they
reported higher self-efficacy (mean = 6.03, SD =
1.33; mean = 5.04, SD = 1.40; t211 = 12.05,
P < 0.001), but also higher learning needs (mean =
3.88, SD = 0.74; mean = 3.55, SD = 0.84; t208 = 6.53,
P < 0.001) on the most occurring compared with the
least occurring mental health problems.

Self-efficacy and learning needs on
communication skills
Table 2 shows physicians’ self-perceived need of
improving communication skills. Across the 20 items
the mean score was 2.57 (SD = 0.52). The highest
learning need was reported for ‘facilitate coping’
(mean = 3.37, SD = 0.91) and lowest for ‘being
empathic’ (mean = 1.97, SD = 0.89; t215 = 19.38,
P < 0.001).
The sum score for learning needs was not
associated with age or years of experience as physicians. Females (mean = 2.64, SD = 0.51) expressed
higher learning needs than males (mean = 2.48, SD =
0.53; t194 = 2.18, P = 0.031) on total communication
skills score.
GPs reported higher learning needs regarding
specific skills than general skills. For example,
reported learning need on the specific skill ‘handle
denial’ (mean = 3.23, SD = 0.90) was found to be
significantly higher than the highly ranked general
skill ‘give bad news’ (mean = 2.91, SD = 1.09; t214 =
3.93, P < 0.001).
The mean self-efficacy score on the 12 items list
measuring confidence in six communication skills
was 7.06 (SD = 1.10). Table 3 shows mean score on
each skill (items a + b/2). Paired t-tests conducted on
means of all six skills showed significant differences
in confidence between all skills, except between
skills 5 and 6 (tests not shown). Sum score on selfefficacy of communication skills (12 items) was
negatively correlated with sum score on learning
needs of communication skills (20 items) (r = –0.44,
P < 0.001).
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Table 2 Perceived need for improving
communication skills; in descending order
Communication skills

Mean (SD)

Facilitate coping

3.37 (0.90)

Handle denial

3.23 (0.90)

Handle suicidal risk

3.10 (1.04)

Handle withdrawal

3.03 (0.91)

Tell/give bad news

2.91 (1.09)

Handle anger

2.90 (1.00)

Ask about psychosocial issues

2.89 (0.97)

End the consultation

2.88 (1.15)

Focus on patient’s strengths and

2.78 (0.98)

resources
Elicit the patient perspective

2.72 (0.83)

Elicit information

2.55 (0.82)

Be open with patient’s family

2.50 (0.84)

Be sensitive to cues about worries

2.44 (0.87)

Ask open-ended questions

2.26 (0.93)

Explore concerns

2.17 (0.85)

Be sensitive to emotions

2.16 (0.88)

Avoid being dominant

2.15 (0.92)

Communicate own feelings

2.12 (0.89)

Listen

2.01 (0.90)

Being empathic

1.97 (0.89)

There were no gender differences on sum selfefficacy score. However, at the item level, females
(mean = 7.93, SD = 1.55) expressed higher selfefficacy than males (mean = 7.53, SD = 1.31; t212 =
2.03, P = 0.044) on ‘Respond with empathy’. Both
age (r = 0.15, P = 0.025) and years of experience (r =
1.14, P = 0.047) were positively correlated with selfefficacy sum score.

Discussion
In this study, we investigated GPs’ self-efficacy and
self-perceived learning needs regarding communication and mental health treatment applying different methods. At first sight, our findings seem
paradoxical. On the one hand, the respondents of
the questionnaire generally expressed high interest
in attending a course focusing on communication
and mental health, however, the reported learning
needs varied and were, in general, moderate, whereas
self-efficacy was found to be high. GPs reported the
highest learning needs regarding specific communication skills and treatment of the most common
mental health problems. At the same time, they
reported highest self-efficacy in treating the same
disorders. They also reported high confidence in
communication skills. However, looking more closely
at these findings they may not be that paradoxical
after all.
Nearly all GPs who answered the questionnaire
were interested in attending training. GPs reported a
learning need regarding the most common mental
health problems, such as depression, anxiety and
pain disorders. At the same time, these problems are

Table 3 Mean self-efficacy score on each communication skill (items a + b/2)

1

Skill

Item a

Item b

Mean (SD)

Assess emotions

Initiate communication about

Be aware of hints to emotions

7.20 (1.34)

emotions or worries
2

Respond to emotions

Respond with empathy

Show the patient that you care

7.84 (1.28)

3

Assess cognitions

Assess the patient perspective

Show interest in the patient

7.35 (1.26)

perspective
4

5

6

Respond to cognitions

Explain clearly cause of

Enhance the patient’s

problem

understanding of cause–effect

Assess the patient’s strength

Enhance patient’s own awareness 6.56 (1.40)

and resources

of strengths and resources

Respond to resources/

Find strategies for health

Communicate about coping

coping

promotion together

Assess resources/coping
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6.85 (1.35)

6.57 (1.38)
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less frequently referred to secondary care, it therefore seems as though GPs acknowledge the importance
of their behaviour in these common consultations.
Interestingly, GPs reported high confidence in treating the same disorders. We assumed to find the
contrary; an inverse relation between learning needs
and self-efficacy. By contrast, our results did not
show any significant association between selfperceived learning needs and self-efficacy on mental
health treatment. Festinger’s theory of cognitive
dissonance might explain this finding.23 According
to the theory, cognitive dissonance is a result of two
conflicting cognitions, e.g. when what you do (your
actions) conflicts with what you think is the right
thing to do (your perceptions). This psychologically
uncomfortable state will influence us to change one
of the cognitions in order to be similar to the other,
because that will reduce the dissonance and create
consonance. Since the GPs in our study treat most of
the mental health patients themselves and report
low referring rates, it could create cognitive dissonance if, at the same time, they reported low levels of
self-efficacy in treating these patients. We therefore
interpret the divergent findings to be the result of an
action to avoid cognitive dissonance. However, it is
also possible that the GPs’ interest in learning about
the most common disorders is a result of their seeing
these disorders so often. We also believe that GPs
find it easier to accept some learning needs than to
report low self-efficacy. Because there is always room
for improvement, reporting moderate learning needs
will probably not create cognitive dissonance among
the GPs.
Referral frequencies might explain why GPs
reported moderate learning needs as well as low
self-efficacy on the most severe mental health problems. These are most seldom seen in general practice, and since GPs often refer these patients they
have no skills or experience for improved treatment,
or a need to develop themselves. At the same time,
the most reported reason for referral was in fact
‘severity of disease’. Low self-efficacy would therefore not create a cognitive dissonance in this case,
explained by the high referral rate.
Our assumptions were supported regarding communication skills, as we found that higher confidence on the six skills was related to lower scores on
learning needs. The discrepancy in self-efficacy between mental health and communication skills,
where self-efficacy regarding communication was
found to be significantly higher, is interesting. Because GPs reported higher confidence in communicating than treating mental health patients, it does
not seem as though they acknowledge how communication is an important part of mental health
treatment. As we found no earlier studies on this

topic from general practice, this should be further
investigated.
Most of the GPs conveyed a priority to learn more
about specific communication skills, such as how to
handle denial and suicide risk, skills relevant when
dealing with mental health patients. They expressed
a lower priority for learning general skills applicable
with all types of patients. This is in line with earlier
needs assessments. GPs in both Phongsavan et al and
Khin et al reported an interest in learning specific
skills related to mental health treatment.13,24 Using
a similar list of communication skills, previous research in our department also found a priority to
enhance specific skills. That study was, however,
done on cancer doctors and not GPs.19
There are at least two potential interpretations of
this replicated finding. It is possible that GPs see
specific skills as more advanced than general skills,
and therefore perceive the specific skills as more
interesting and important. If so, the GPs would be
at odds with the research literature as general skills
have been associated with positive outcomes.8,25
Second, the physicians may recognise that general
skills are important, but may perceive their own
general skills as adequate, and therefore report a
low learning need in this area. However, studies
find that medical students and physicians are not
very good at self-assessment of communication
skills.26
Interestingly, ‘facilitate patients’ coping’ was the
communication skill with the highest score on
learning needs, and lowest score on self-efficacy.
GPs appear to be uncomfortable focusing on patients’
positive resources. One reason might be that the
focus on negative emotions is often the predominant one in consultations. However, focusing on
what makes us healthy and empowering the patient
have become more common in recent years.27–29
Promoting positive emotions, coping and patient
resources have also been found relevant in general
practice.27,30,31
Empathy was the skill GPs reported the lowest
need of improving, even though studies find that
many patients prefer an empathic GP.32 The GPs
also reported the highest confidence on the empathic communication skills, indicating that they
do not need to enhance their empathic behaviour.
Observational studies, however, find that patients
could benefit from increased physician empathy.33–35

Study limitations
The main limitation of this study is that the GPs
answered the questionnaire in an educational setting. In spite of the fact that the accreditation course
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was compulsory, attending may have influenced
their answers regarding motivation for a communication skills training course. It is also possible that
the answers are influenced by the GPs’ ‘social desirability’, meaning that they answer what they think
we want to hear. It is a question of whether one can
generalise from GPs under specialisation to GPs in
general. The questionnaire is new and should be
tested further. It was not possible to explain the
huge variation in the prevalence of mental health
patients among the GPs in this study. The cause of
this large variation might, for example, be explained
by personality factors in the physician or the
patient, variation in detection rates, and more structural factors like availability of secondary health
care, but it might also be a result of the questionnaire’s design. Since comorbidity was permitted, some patients may have been counted in more
than one category. Some GPs might be more aware
of potential mental health problems as well. At last,
subjective learning needs must not be interpreted as
objective or actual learning needs.

Implications
Our results are interesting and potentially useful in
planning training for GPs, however, we acknowledge that measuring self-efficacy alone will not give
a reliable indicator of GPs’ self-perceived learning
needs or their motivation for attending training,
and should therefore only be included as a part of
several measures of needs.
Specific communication skills are reported as a
learning need and should therefore be an essential
part of training. Including specific skills will probably enhance learning motivation and satisfaction
with training. However, that does not mean that we
suggest exclusion of general communication skills
from training. On the contrary, studies show both
the importance of and physicians’ potential for
improvement regarding general skills.11,12 This should
challenge educators to specify the general skills to
a higher degree, illustrating how important these
skills are in handling mental health problems.
Documentation of how general skills, like empathy,
influence mental health is essential. It would be of
great importance to teach GPs how to use communication with a therapeutic intention in consultations
with mental health patients. Patient categories to
target in training seem to be the most common ones,
as GPs score those categories higher on learning
needs and lower on referring rates. Such a mixed
training, with more focus on specific skills, as well as
coping, but with a main focus on how to use communication as part of treatment of common mental
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health problems would probably ease enrollment
and enhance learning motivation among GPs.

Conclusion
GPs in this sample indicate confidence, especially
regarding communication skills and treating the
most common mental health problems. But at the
same time, they recognise the need for specific skills
in consultations with patients with mental health
problems. The importance of general communication skills seems to be underestimated. Cognitive
dissonance, referring frequency and lack of acknowledging how communication can be used in
mental health treatment might explain the results.
There are several implications of these results in the
planning and execution of a communication skills
training course focusing on mental health. It is, for
example, important to show GPs in training how
both general and specific communication skills can
be therapeutically used in consultations with mental health patients.
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Breivik for valuable comments on the manuscript.

ETHICAL APPROVAL

The protocol was submitted for evaluation by the
Regional Ethical Committee. However, as the questionnaires were anonymous, the committee decided
that no ethical approval was required.

FUNDING

The Norwegian Health and Rehabilitation Foundation, grant number 2008/2/0314.

CONFLICTS OF INTEREST

None.

REFERENCES
1 Kringlen E, Torgersen S and Cramer V. A Norwegian
psychiatric epidemiological study. American Journal
of Psychiatry 2001;158:1091–8.
2 Kessler RC, Berglund P, Demler O et al. Lifetime
prevalence and age-of-onset distributions of DSMIV disorders in the National Comorbidity Survey

C:/Postscript/08_Stensrud_MHFM9_3D1.3d – 13/2/13 – 11:53
[This page: 208]

208

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

TL Stensrud, TA Mjaaland and A Finset

Replication. Archives of General Psychiatry 2005;62:
593.
Scardovi A, Rucci P, Gask L et al. Improving psychiatric interview skills of established GPs: evaluation
of a group training course in Italy. Family Practice
2003;20:363–9.
Street Jr RL, Makoul G, Arora NK et al. How does
communication heal? Pathways linking clinician–
patient communication to health outcomes. Patient
Education and Counseling 2009;74:295–301.
Stewart MA. Effective physician–patient communication and health outcomes: a review. Canadian
Medical Association Journal 1995;152:1423–33.
Aspegren K. BME Guide No. 2: teaching and learning communication skills in medicine – a review
with quality grading of articles. Medical Teacher
1999;21:563–70.
Rao JK, Anderson LA, Inui TS et al. Communication
interventions make a difference in conversations
between physicians and patients: a systematic review of the evidence. Medical Care 2007;45:340–9.
Roter DL, Hall JA, Kern DE et al. Improving physicians’ interviewing skills and reducing patients0
emotional distress. A randomized clinical trial. Archives of Internal Medicine 1995;155:1877–84.
Gask L, Goldberg D, Lesser AL et al. Improving the
psychiatric skills of the general practice trainee: an
evaluation of a group training course. Medical Education 1988;22:132–8.
Ford K, Middleton J, Palmer B et al. Primary healthcare workers: training needs in mental health.
British Journal of Nursing 1997;6:1244–50.
Chan CSY, Wun YT, Cheung A et al. Communication skill of general practitioners: Any room for
improvement? How much can it be improved?
Medical Education 2003;37:514–26.
Salmon P, Dowrick CF, Ring A et al. Voiced but
unheard agendas: qualitative analysis of the psychosocial cues that patients with unexplained symptoms present to general practitioners. British Journal
of General Practice 2004;54:171–6.
Phongsavan P, Ward JE, Oldenburg BF et al. Mental
health care practices and educational needs of general practitioners. Medical Journal of Australia 1995;
162:139–42.
Davis DA, Thomson MA, Oxman AD et al. Changing
physician performance: a systematic review of the
effect of continuing medical education strategies.
Journal of the American Medical Association 1995;
274:700–5.
Hodges B, Inch C and Silver I. Improving the psychiatric knowledge, skills, and attitudes of primary
care physicians, 1950–2000: a review. American
Journal of Psychiatry 2001;158:1579–86.
Bandura A. Self-efficacy: toward a unifying theory
of behavioral change. Psychological Review 1977;
84:191–215.
Ammentorp J, Sabroe S, Kofoed PE et al. The effect of
training in communication skills on medical doctors’ and nurses’ self-efficacy. a randomized controlled trial. Patient Education & Counseling 2007;
66:270–7.

18 Bandura A. Guide for constructing self-efficacy
scales. Self-efficacy Beliefs of Adolescents 2006;5:
307–37.
19 Finset A, Ekeberg, Eide H et al. Long term benefits of
communication skills training for cancer doctors.
Psycho-Oncology 2003;12:686–93.
20 Frankel RM and Stein T. Getting the most out of the
clinical encounter: the four habits model. The
Permanente Journal 1999;3:79–88.
21 Mjaaland TA and Finset A. Communication skills
training for general practitioners to promote patient
coping: the GRIP approach. Patient Education and
Counseling 2009;76:84–90.
22 Gulbrandsen P, Jensen B and Finset [A. Self-efficacy
among doctors in hospitals after a course in clinical
communication]. Tidsskrift for den Norske lægeforening:
tidsskrift for praktisk medicin, ny række 2009;129:2343–
6.
23 Festinger L. A Theory of Cognitive Dissonance. Stanford
University Press: Stanford, CA, 1957.
24 Khin N, Arroll B and Browne MAO. Questionnaire
development for the management of mental disorders in general practice. New Zealand Family Physician 2003;30:405–15.
25 Stewart M, Brown JB, Donner A et al. The impact of
patient-centered care on outcomes. Journal of Family Practice 2000;49:796–804.
26 Gruppen LD, Garcia J, Grum CM et al. Medical
students0 self-assessment accuracy in communication skills. Academic Medicine 1997;72:S57 [published erratum appears in Academic Medicine 72:
1126].
27 Hershberger PJ. Prescribing happiness: positive psychology and family medicine. Family Medicine 2005;
37:630–4.
28 Layous K, Chancellor J, Lyubomirsky S et al.
Delivering happiness: Translating positive psychology intervention research for treating major
and minor depressive disorders. The Journal of Alternative and Complementary Medicine 2011;17:675–83.
29 Malterud K and Hollnagel H. Positive self-assessed
general health in patients with medical problems. A
qualitative study from general practice. Scandinavian
Journal of Primary Health Care 2004;22:11–15.
30 Greenberg G, Ganshorn K and Danilkewich A. Solution-focused therapy. Counseling model for busy
family physicians. Canadian Family Physician 2001;
47:2289–95.
31 Thomas KB. General practice consultations: Is there
any point in being positive? British Medical Journal
1987;294:1200–2.
32 van Dulmen S and van den Brink-Muinen A.
Patients’ preferences and experiences in handling
emotions. Patient Education and Counseling 2004;
55:149–52.
33 Kim SS, Kaplowitz S and Johnston MV. The effects of
physician empathy on patient satisfaction and
compliance. Evaluation & the Health Professions
2004;27:237–51.
34 Hojat M, Louis DZ and Markham FW et al. Physicians’ empathy and clinical outcomes for diabetic
patients. Academic Medicine 2011;86:359–64.

C:/Postscript/08_Stensrud_MHFM9_3D1.3d – 13/2/13 – 11:53
[This page: 209]

Communication and mental health learning needs

35 Zachariae R, Pedersen CG, Jensen AB et al. Association of perceived physician communication style
with patient satisfaction, distress, cancer-related
self-efficacy, and perceived control over the disease.
British Journal of Cancer 2003;88:658–65.

209

ADDRESS FOR CORRESPONDENCE

Tonje L Stensrud, Department of Behavioural Sciences,
POB 1111 Blindern, 0317 Oslo, Norway. Email:
t.l.stensrud@medisin.uio.no
Accepted October 2012

C:/Postscript/08_Stensrud_MHFM9_3D1.3d – 13/2/13 – 11:53
[This page: 210]

