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1. Main Abbreviations

1. MAIN ABBREVIATIONS

MTP Multimodal Training Programme

BSFT Brief Strategic Family Therapy

BST Brief Systemic Therapy

CBT Cognitive behavioural therapy

CCMs Collaborative Care models

DSM-IV-TR The text revision of the fourth edition of the Diagnostic and Statistical Manual
of Mental Disorders

ESTR Empirically Supported Therapeutic Relationships

ETSs Empirically supported treatments

FPS CPD Focussed Psychological Strategies Continuing Professional Development
FPS ST Focussed Psychological Strategies Skills Training

GPs General practitioners

IAPT Improving Access to Psychological Therapies

IBST Integrated Brief Systemic Therapy

PFBT Problem-Focused Brief Therapy

SCID-I Structured Clinical Interview for DSM-IV Axis | Disorders

SFBT Solution-Focused Brief Therapy



2. Thesis structure

2. THESIS STRUCTURE

This document provides a report on original primary published research, and is structured
according to the traditional reporting guidelines required by journals’ editorial policies.
The focus first revolves around making sense of IBST research across different
therapeutic domains, with a special emphasis on primary care, and secondly looks into its
feasibility and usefulness for clinical purposes.

Two main chapters are highlighted: Introduction and General Discussion: (a) the
Introduction contains a first section devoted to the epistemological bases of Integrated
Brief Systemic Therapy (IBST), the psychotherapeutic model that formed the essential
base of all the publications. Later, in the second section, there is a general bibliographic
review of IBST’s research evidence and practice, with a final focus on IBST in primary
care. (b) In General Discussion, the main second chapter, there is an explanation and
discussion of the observations, criticism and considerations regarded as key aspects for

the objectives of this thesis.

There is also a Method section and a Results section, where references are made to two
scientific articles that constitute the compilation of the scholarly articles that justify and
make up the core of this thesis Another article has been attached in the appendix to
provide a better overview of the survey’s development, as well as showing greater detail
and how the thesis’s objectives have been fulfilled. In order to avoid redundancy with
already published articles, their methodology has been summarized, alongside an
extensive disclosure of their justifications, results and limitations. The contents of this
manuscript aim to show a clear and coherent general perspective of all the research

conducted and its implications in practice.

Finally, the document includes a compilation of the scholarly articles that constitute the

basis of this thesis.
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3. COMPILATION OF SCHOLARLY ARTICLES REFERENCE LIST
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Barcons C, Cunillera O, Miquel V, Ardevol I, Beyebach M. Effectiveness of Brief
Systemic Therapy versus Cognitive Behavioral Therapy in routine clinical practice.
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IF (Psychology, Multidisciplinary; 2016): 1.344; Position: 61/129, Quartile: Q2.
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IF (Primary Health Care; 2018): 2.431; Position: 6/19, Quartile: Q2.

In order to easily identify which article is being referred to throughout the text, the article

identifier will be provided in parentheses (Art-1, Art-2 ).



4. Introduction

4. INTRODUCTION

Recent calls to action on global mental health were predicated on the high prevalence and
disability of mental disorders [1]. These findings highlighted for the first time the central
position that mental disorders take in population health. Hopefully, efforts like the
Comprehensive Mental Health Action Plan 2013-2021, proposed by the World Health
Assembly, will have great potential to change the direction of mental health in countries
around the world [2, 3].

As the global burden of mental disorders continues to grow, health systems throughout
the world are struggling to respond adequately [3]. In this context, primary care will
surely exercise a key role. Primary healthcare is the access point to the mental health
system for the vast majority of the population in Europe, and this is also the case in our
clinical context [4, 5]. The number of patients could increase in the near future, taking
into account the widespread benefits and acceptance of primary care-oriented health
systems in terms of greater effectiveness, efficiency and equity [6]. Even though they
remain under-detected, in 2016 1.4 million primary care patients sought assistance for a
mental health problem in Catalonia (Spain), which represents 24% of total primary care
visits [7]. In a cross-sectional study with a large representative sample of primary care
patients and good external validity, Fernandez and colleagues found a 29.5% annual
prevalence of mental disorders [8], in line to other related studies. In fact, compared with
the pre-Spanish financial crisis period of 2006, a 2010 survey revealed substantial and
significant increases in the proportion of patients with mood disorders (19.4% prevalence
rate in major depression), anxiety (8.4% in generalized anxiety disorder), somatoform
disorder (7.3%) and alcohol-related disorders (4.6% in alcohol dependence) among those
visiting primary care centres [9]. So, given that roughly one in four primary care patients
presented with multi-morbidity [10] and up to 30% met criteria for a psychiatric disorder
[11], patient complexity in the primary care setting is high. As a result, the demand for
changing mental healthcare systems towards a greater community focus and
deinstitutionalisation may have caused a rise in the workload of general practitioners

(GPs), increasing their mental health concerns and the need for solutions.



4. Introduction

With regard to primary care, the assumption is that primary care physicians may provide
a poorer quality of care for specific diseases than specialists, yet paradoxically, primary
care is associated with higher value healthcare for the patient as a whole, as well as better
health, greater equity, lower costs, and better quality of care when you look at the entire
population [12]. In terms of mental health treatment, there is a need to surpass traditional
approaches, based on assistance and recovering the functional capacities of the
biomedical model, with others based on a biopsychosocial model that integrates the
different levels in which disorders can present themselves (biological, personal and
social), with a profound effect on societal inclusion and the right to equal opportunities
[13]. The availability and integration of mental health services in communities can
encourage the accessibility, acceptability, affordability and scalability of services, as well
as promoting adherence to treatment and increasing the likelihood of positive clinical
outcomes [14, 15]. From this perspective, in a clinical context, health services are also
being rebalanced towards primary and community-based care; they seek people-centred
health and integrated care models where decision-making is shared [7, 16]. To achieve
these goals and make them feasible and adaptable throughout the territory, it is essential
to define, implement and carry out a homogeneous evaluation of all the key care processes

that are carried out in the vicinity, including mental health and drug addiction.

A good advance towards the aforementioned biopsychosocial approach paradigm occurs
when psychologists and other behavioural health clinicians are incorporated as essential
team members in these emerging models of primary care [17, 18]. The psychological
interventions for mental health and health conditions will play a central role in our
primary health model, as in other environments [19]. Nonetheless, as these psychological
therapies are being more firmly established as bona fide interventions within mainstream
mental health services, there is a greater case for evidence-based practice and scrutiny of
public resources. In fact, patients’ mental health can deteriorate if therapies are
inappropriate or carried out incompetently [20]. So far, the evidence on the efficacy and
cost effectiveness of many different psychotherapies is patchy [21]. With a range of
evidence for each mental disorder in consideration, several psychotherapy models have
gained support for their application; among others, a special mention goes to Cognitive
behaviour therapy, Family therapy, Interpersonal therapy, Assertive community

treatment, psychoeducation; Short-term psychodynamic therapy; Eye movement
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desensitization and reprocessing, Dialectical behaviour therapy and Mindfulness [22—
27]. It should be taken into account that these reviews do not usually contain a
comprehensive critique of the research undertaken. In any case, Cognitive Behavioural
Therapy (CBT) still has a prominent status among academic programs and practitioners,
although it has been challenged as many of the studies are of low quality and/or the
comparison conditions are weak (i.e., wait list rather than active interventions)[28]. In
addition, many other psychological treatments still remain unevaluated in relation to
many conditions [29].

Independently of the psychotherapeutic model in question, there are huge concerns about
psychotherapy as a scientific discipline: first the limited reproducibility of psychological
science [30]. Secondly, psychotherapy research must address critical methodological
issues [31], for instance: high exclusion rates [32], and the significant proportion of
patients who successfully respond to psychotherapy and who leave trials still with
residual symptoms [33], or the dearth of long-term data [34]. Thirdly, meta-analytic
studies support a more nuanced view of treatment efficacy than the one implied by a
dichotomous classification of supported versus unsupported, suggesting a shift from
validating treatment packages to testing intervention strategies and theories of change that

clinicians can integrate into empirically-informed therapies [34, 35].

All the questions and mixed results related to the efficacy and cost-effectiveness of
psychological interventions, as if they were not enough , are even more pronounced in
primary care [36]. Among other reasons, it must be considered that, although most
patients with mental disorders (for instance depressive disorders) are seen in primary care,
most randomised controlled trials are carried out in more specialised settings [37].
Secondly, the meta-analysis of psychological interventions in primary care points out the
absence of high-quality evidence from controlled trials [36]. For instance, there are no
carefully-conducted evaluated studies of pragmatic trials conducted in usual practice

conditions.

In spite of the aforementioned weaknesses and controversies surrounding psychotherapy,
guidelines based on evidence-supported reviews are emerging that back up psychological
therapies to treat a range of mental health conditions in primary care [38, 39]. In this
context, research outcomes suggest first that clinical psychologists must provide

evidence-based psychotherapies that are more suitable for the primary care environment
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[40]; secondly, they have to be delivered within a framework of Collaborative Care
Models (CCMs) in which the interaction between primary care and mental health
providers is structured and multi-disciplinary [36, 41, 42].
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4.1. Epistemological bases for Integrated Brief Systemic Therapy (IBST)

Several previous authors have managed to integrate different models from the Brief
Family Therapy framework in their clinical practice [43—46]. In this dissertation, we have
also tried to accommodate and evaluate two of these key approaches, based especially on
Geyerhofer & Komori’s empirical integration proposal, as well as Beyebach’s
proposition, among others [45, 47-50]:

(a) Problem-Focused Brief Therapy (PFBT) had its beginnings at the Mental
Research Institute in Palo Alto [51-54]. PFBT is a goal-directed collaborative
approach to psychotherapeutic change that is conducted through direct
observation of client responses to a series of carefully constructed questions.

(b) Solution-Focused Brief Therapy (SFBT) was developed by Steve de Shazer,
Insoo Kim Berg and their team at the Milwaukee Brief Family Therapy Center
(BFTC) in Milwaukee [55-60]. It concentrates on finding solutions in the
present and exploring one’s hopes for the future to find quicker resolutions of
one’s problems. SFBT was later enriched through O'Hanlon and Weiner-
Davis’s developments of this approach [61], among others [62].

(c) Narrative Therapy introduces some narrative techniques and procedures [63—
65], although this approach was not fully structurally incorporated in our IBST
given the limitations to our psychologist’s skills: for instance with regard to
the Reframing techniques, Externalisation of problems and "Deconstruction-

and reconstruction questions".

The aforementioned Brief Family Therapy models have been a modal form of treatment
for some time [66, 67]. Nonetheless, there is a principally academic debate around the

pros/cons of their integration, as well as on how to handle it.

On one hand we are aware that eclectic approaches in psychotherapy are and have been
questioned [68]. On the other hand, however, a common method among clinical
psychologists in our routine clinical praxis is to choose one theoretical model and apply
it in a flexible and integrated way [69]. In fact, despite the availability of evidence-based
clinical handbooks for psychological disorders, the choice of the most effective

psychotherapy for each patient is complicated. As Krumboltz (1966) phrased it: "What
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we need to know is which procedures and techniques, when used to accomplish what
kinds of behaviour change, are most effective with what kind of client when applied
by what kind of counsellor” . So, the balance between integration and purity should be
seen as part of a developmental process that encompasses understanding, coherence,
tolerance, flexibility and communication [70]. In this context, we have to distinguish
technical eclecticism, in which a therapist chooses interventions because they work, from
the psychotherapy integration approach, which looks at the relationship between theory
and technique [71]. Since the 1990s, the integration approach has been gaining wider
acceptance [67, 72]. In fact, a new research field is evolving towards the search for
common goals, aiming at selecting theories and techniques among psychotherapy models
and developing a new field in a collaborative and integrative manner [73].

From our understanding, the PFBT, SFBT and Narrative approaches are complementary
because, first froma clinical perspective, they open up new possibilities for treatment and
raise the option of meeting clients' needs and expectations. IBST decreases the risk of
these models being applied in an excessively rigid manner when carried out individually;
Geyerhofer & Komori (2004) consider that “a purely problem focused course often runs
danger to get stuck in the complaints and the stories around problems and symptoms. A
pure focus on exceptions, resources and solutions often does not meet the clients' needs
for complaining, their expectations to finally be able to tell the whole story of suffering
to an expert, who hopefully will be able to understand it all”. Secondly, merging the
approaches is theoretically feasible once the key domains of conceptualising and
conducting the integration in psychotherapy have been analysed: theoretical integration,

technical eclecticism, assimilative integration and common factors theory [72, 74-76]:

(1) The theoretical integration approach requires bringing together theoretical
approaches from different psychotherapeutic models to develop a major unified theory.
This new model has to reconcile different and sometimes contradictory assumptions. Our
goal was not to produce a new psychotherapeutic model, but to bring about more
supporting evidence that the PFBT, SFBT and Narrative alliance works theoretically and
clinically, enhancing the range and impact of the Brief Family Therapy framework. From
a clinically rooted need, we wanted to overcome the limitations and restraints of each

model. We are aware that when therapists try to work across various perspectives, therapy
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is too often provided in a disorganised “eclectic” way that is neither grounded nor
structured. Nonetheless, despite the obstacles, we consider integrative practice and
training to be crucial in the 21st century as the field embraces the growing diversity and
complexity of families in different situations, which means we need a comprehensive and

organised system of care that can effectively treat diverse and complex problems [77].

The IBST offers a flexible and broad framework in which the PFBT, SFBT and Narrative
approaches can be brought together. At the same time, the IBST respects the fundamental
premises of the models. We regard IBST as more suitable and fitting for brief family
therapies than other proposals developed later, such as the Integrative Systemic Therapy
formerly known as Integrative Problem Centred Metaframeworks [78, 79]. Instead, it is
a theoretical integration proposition, offering metaframeworks or overarching constructs
for multiple family therapy schools. Besides, contrary to IBST, this Integrative Systemic
Therapy originally came out of Minuchin’s traditional Structural—strategic approach.
Nonetheless, both meta-theoretical clinical approaches offer guiding principles for
working across theories that are both applicable to a wide variety of mental disorders and

specific in providing key signposts for therapeutic decision-making.

Regarding the therapeutic Change process inside IBST, the model is committed to
identifying and organising the influential and active ingredients of psychotherapy that
play a key role in treatment outcome. In the case of IBST, they are to some extent
originally grounded in co-constructivist approaches to communication and social
interactional theories, along with post-structural thinking and its heavy emphasis on
language such as Wittgenstein’s [80-82]. From this historical perspective, we can see
that, as in the 1970s, the understanding of systems theory was central to the structural
(Minuchin) and strategic (Haley, Selvini Palazzoli) schools of family therapy which
would later develop into systemic therapy; they endorsed a postmodern understanding of
reality as socially and linguistically constructed. Despite the different therapeutic models
developed within the systemic framework, it is possible to infer fundamental proposals
and subsequent principles from them (governing the action of systemic therapists) . In
fact, some authors called this set of theoretical principles Integrated Brief Systemic
Therapy (IBST) [83]. In our case on the other hand (as with other authors supported prior

to Hendrick), we apply this “IBST ” concept to a concrete intervention model [48], instead
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of an active attempt at synthesis and confrontation in the systemic field. Some of the key
premises or basic assumptions about both the nature and resolution of human problems
that guide our therapeutic work are as follows [83-87]:

- Competence: the client already has the resources, skills and self-healing capacities
required to produce change.

- The primacy of relations: the issues that people bring to therapists develop and
are maintained in the context of human interaction. It is within the schemas of
relationships that there lies both the keys to a problem and its solution.

- Time-limited interventions: the idea that therapy change takes place in a relatively
short time, and in any case, one that is never undefined. The therapist integrates
time into treatment planning.

- Pragmatism: these three models embrace (to a greater or lesser extent) integration
in a natural way. They hold a balanced position between each model’s
assumptions and the non-normativism principle, which makes it easier for the
therapist to bring together apparently contradictory procedures.

- The focus on (to a greater or lesser extent) circularity, context, and pattern
interruption; these features imply a greater concern with how problems are
maintained interpersonally, rather than how and why they originated.

The resolution of problems is accomplished by getting the client to do something
different.

- Change: it is assumed that it is achieved more easily when the treatment goal is
small and clearly stated; otherwise, that change in one part of the interactional

system will lead to a change in the system as a whole

So, we can see that there is a conceptual relationship and a developmental connection

between these systemic models [88].

(2) The assimilative integration approach means that a solid grounding in one
theoretical approach is accompanied by a willingness to incorporate techniques from
other therapeutic approaches; it is important that this seamless quality be present so that
the patient's experience is an easy flow of consistent treatment. Assimilative integration

is useful because it provides integrative methods for tailoring therapy to individual clients
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and their singular contexts [89]. The assumption is that there is not a one-size-fits-all
therapy.

Along these lines, the IBST decision-making process framework is a versatile,
continuously evaluated process. The therapist tries to maintain an open mind, not being
too wedded to his or her own hypothesis. Depending on the clinical circumstances (type
of mental disorder, level of family support and involvement, motivation to change,
number of past psychological treatments, so on), PFBT or SFBT is chosen as the principal
therapeutic approach to guide the procedure. They are “closest cousin” related approaches
[43] that can complement one another if they are integrated diligently [87]. It should be
kept in mind that the benefits that can be gained through IBST could go to waste if a
premature integration of the models takes place, as it might detract from the process [90].
From this point onwards, we employ interventions that allow us to maintain a coherent
position in therapy. It would not make sense, for instance, to start with SFBT (a non-
normative model, where the therapist tries to adopt a non-expert position), move on to
PFBT (a more directive model, with the therapist in the role of expert), and later use a
Narrative format (again constructivist and non-normative). So, there are certain
guidelines that inform our decision-making process; this way, in IBST the assimilative
integration takes place by generating what Beyebach called a sequential model, because
at different therapeutic stages we can introduce different procedures and techniques (each
carry with them certain values, concepts, and premises) without coming into conflict with
our initial basic therapeutic orientation (PFBT or SFBT) [47].

Remaining coherent with each PFBT, SFBT and Narrative approach decision-making
programme, while at the same merging them in a complementary way, is not always easy.
If we succeed, this integration could improve or broaden the spectrum of clinical
situations it can be applied to, depending on two dimensions [48]:
1. "problem™ versus "solution™: PFBT By getting a concrete description of
the problem behaviour -"Who does what?"- and the attempted solutions
of everybody involved, PFBT therapists are lead towards a possible 180
degree intervention which is utilised in sessions or given to clients as a

homework task. On the other hand, SFBT therapists are less interested, or

11
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not at all interested in a clear problem description, but from the very first
session are looking for exceptions and solutions.

2. "behaviour" versus "cognition": PFBT and SFBT do not work
exclusively, but mainly focus on the behaviour of the people involved in
the problem interaction, whereas White and Epston are more interested in
their cognition.

In conclusion, we see IBST represents a diligent platform to bring together these three

therapeutic models not only as far as their premises is concerned, but also in terms of their

procedures. Given the characteristics of IBST, a set of practical guidelines to help us to

structure the variable process of treatment is provided [47, 48] instead of a formal, closed

intervention protocol:

First, the therapist tackles the problems practically rather than analytically,
addressing current stagnant interaction patterns of behaviour between family
members and their stories around the problem [81, 91, 92], rather than
analysing the alleged causes of any given mental disorder (such as
subconscious impulses or childhood trauma) or its biological bases. It is
focused on the present and future, going back to the past only to the degree
necessary for communicating empathy and accurate understanding of the
client's concerns [93].

It is encouraged to proceed as simply as possible in therapy. So, initially only
techniques and procedures related to SFBT or PSFT framework are favoured;
the option to resort to other therapeutic models should only be considered if it
is believed that they cannot achieve the same positive effect.

It is intended to fit the clients' characteristics (situation, language, or world
views) as much as possible.

Clients’ competence and resources: it is intended to mobilise their resources
and hand control back to them (for instance, reversing being more interested
in getting advice than in listening to his/her own).

Change: a key concept for these approaches, considered to be constant. Within
a cooperative stance and by adaptating to the client’s idiosyncratic use of
language, the IBST therapist is aware of their changing goals during the

therapy process, helping clients to construct a concrete vision of a preferred
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future for themselves. The mental health professional continuously helps
people identify small positive changes that are currently in process, because
this is enough (as long as it is noticed) to foster sustained improvements.

Use of language: a future-oriented language is adopted, offering new
perspectives to client problems. The aim is to create a cooperative
relationship, putting the client in control of the change process.

Therapist stance: as explained earlier, we adopt the assimilative integration
framework; nonetheless, depending on whether the PFBT or SFBT pathway
is chosen as a mainstream therapist model, the therapist’s stance will vary. In
the case of SFBT, the clinical psychologist will attempt to stay "behind" the
clients, taking a "not-knowing stance” [81], following the client's lead and
avoiding the imposition of his or her own ideas on the client. The therapist
does not lecture clients or tell them what to do, but tries to help them figure
out which course of action to follow [84] on their own. In contrast, if PFBT is
embraced, we get to know a problem through the solution implied by change.
This involves working at a perceptive-emotive and behaviour level, with the
final result that there will be a change in cognition, but it is assumed that this
takes place only once the pathology has been unblocked.

In certain therapy situations there is a risk of continually shifting positions
from PFBT and SFBT, which can confuse, derail and compromise the therapy
outcome. For instance, if we begin from a direct and expert position (using
techniques such as symptom prescription, externalize the problem, and so on),
then later we cannot rush to adopt a "not-knowing stance” (performing for
example the “miracle question”, analysis of “pre-treatment changes” or
“exceptions”, and so on). Whether SFT or PSFT is used for the case, it is
important to proceed in line with the model, avoiding ready-made "recipes".
So, our integration requires a great deal of procedural discipline. Although we
can import other techniques, the therapist should return to the starting therapy
model as soon as possible.

Interpretations: PSBT, SFBT and Narrative therapists’ deliberately refrain
from making interpretations and rarely confront their clients; instead, they

focus on identifying the client's goals, generating a detailed description of
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what life will be like when the goal is accomplished and the problem is either
gone or has been coped with satisfactorily [82].

(3) The technical eclecticism approach introduces different techniques, without a
binding theoretical understanding. The therapist does not necessarily investigate why the
positive change occurred in order to develop a generalizable model of treatment. In
contrast, the Integration approach we encourage considers that the assembling process
requires not only taking some techniques from different models and applying them as
needed, but maintaining the link between theory, evidence, and technique [72]. While
adopting the Integration approach, the therapist keeps in mind that importing certain
therapeutic procedures might jeopardise the epistemological integrity of the base model,
inadvertently leading to the adoption of different premises or to a different therapeutic
position vis-a-vis the client [94]. The risk raises taking into account our pragmatic
emphasis on using whatever might “work." When therapists try to work across numerous
perspectives, therapy is too often performed in a disorganised ‘eclectic’ way that is neither

grounded nor structured.

Along the same vein, IBST can be regarded as a kind of flexible umbrella under which
different historically and conceptually linked practices within the Brief Family Therapy
framework could find shelter. It includes basically all post-structuralist therapy models
[45] and Systemic Therapies [86]. Sharing the aforementioned premises and procedures
paves the way to introduce techniques that follow a coherent route-map and methodology
[47, 87, 95]; Each technique is used according to the procedure and route-map of the
ruling model that is initially embraced:
(a) In the SFBT route-map the process usually begins with finding times or attempts
when the issue or problem cycle does not occur, called "exceptions”. These are then
they are amplified, showing how they might contribute towards the resolution to the
client's problem, so the client attributes their control to themselves. In contrast with
the PFBT model, SFBT spends considerably less, if any, time investigating the
problem. In order to develop effective solutions, SFBT also introduces techniques
such as Miracle questions, coping questions, scaling questions, indirect (relationship)

questions, metaphors and short stories in therapy [96].
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(b) The PFBT route-map attempts to identify the thoughts, attitudes, beliefs, and/or
behaviours assumed to maintain the problem or problem cycle and then work within
these thoughts, attitudes, beliefs, and/or behaviours to create small shifts that are then
amplified to resolve the client's problem. PFBT is used to reframe some problematic
behaviours [50, 97] through: close-ended questions; to paraphrase; circular
questioning; metaphors; aphorisms; Milton H. Erickson’s Ssymptom prescription; and
So on.

(c)The Narrative approach helps clients not only towards symptom reduction, but also
to transform true stories of problems into true stories of adaptation and
meaningfulness [98]. To achieve this goal, different techniques are used such as the
Reframing techniques, the Externalisation of problems or "Deconstruction- and
reconstruction questions” [63-65].

Links between the Narrative approach and SFBT have been made in particular,
although M. White and S. de Shazer differ in terms of therapeutic intent (redefining
persons vs redefining contexts), and stance towards the problem (against the problem
approach vs utilisation approach). In any case, they are theoretically compatible,
representing second cybernetic models that aim to empower clients [43].

(d) Other systemic techniques: some Structural family therapy [99, 100] tasks that
aim to realign family alliances can be considered, along the use of ordeals or

individual/family rituals.

(4) The common factors approach refers to aspects of psychotherapy that are present in
most, if not all, approaches to therapy. Although there is no fixed established list of
common factors (as e.g. therapeutic alliance, client expectations, therapist empathy), it
is likely that they account for more outcome variance than the specific effects attributed
to each psychotherapeutic approach (e.g., interpretations in dynamic therapies or

cognitive restructuring in cognitive behavioural therapies) [101].

From one side, PFBT and SFBT hold and promote all the common factors that have been
associated with positive outcomes and therapeutic changes that include: the ability of the
therapist to inspire hope and to provide an alternative and more plausible view of the self
and the world; the ability to give patients a corrective emotional experience that helps
them remedy the traumatic influence of previous life experiences; the therapeutic

alliance; positive change expectations; and beneficial therapist qualities, such as attention,
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empathy and positive regard [35, 73, 102]. From another side, contrary to the Common
factors approach, PFBT and SFBT do not downplay the importance of the specific
techniques applied in psychotherapy, and they do not resort to working only with the
common factors known to be related to positive outcomes [71].

In conclusion, given the aforementioned proposed key domains of integration, we
consider that this IBST is not only feasible and useful, but also desirable. This
convergence is aligned not only with systemic therapies’ evolution from “pure” or
singular approaches to more integrative ones [86], but also with all the supporting
evidence for psychotherapy integration [71]. After 20 years of practice, from a researcher-
academic perspective the integration of therapeutic models is still a problematic issue,
while from the clinical perspective it is not only current clinical practice but also desirable
situation [84].

Regarding the level at which integration works, in our case, integration (if needed) takes
place mainly within an assimilative integration framework, generating a sequential
model. We are not simply proposing putting together a set of unsupported, unconventional
techniques. Of course, therapists are guided by consistent clinical theory throughout the
sessions (whether the SFBT or PFBT pathway is chosen) and our treatment plan

undergoes continuous revision.
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4.2. Research evidence for Integrated Brief Systemic Therapy (IBST)

Before summarising IBST’s research evidence, we would like to clarify:

1. First, we do not aim to undertake a systematic analysis of available research or
develop clinical guidelines. Rather, our aim in this document is to report on the
outcomes of research findings, giving information about the strengths, limitations,
and quality of the research available in this field.

2. Secondly, we have ruled out research studies focused on analysing SFBT, SFBT
and the Narrative approach separately. In this context, we just would like to point
out that SFBT is probably the approach that has assembled the largest body of
literature as an evidence-based intervention, given the results from systematic
reviews and meta-analysis of randomised controlled trials [103, 104]. This has
paved the way for SFBT being recommended by recent reviews of research
literature that guide best practice in clinical application [27]. Moreover, beyond
federal registries, two states in the United States have also included SFBT on their
websites as evidence-based interventions [104]. In any case, a full discussion of
the quality and distinguishing research features of the three systemic therapies
evaluated separately is beyond the scope of this document. In contrast, we have
focused only on the empirical studies in which all or part of these approaches were

jointly applied.

3. Inour review we have ruled out studies focused only on “Brief” psychotherapy.
This broad concept brings together other different psychotherapy models [105]

besides the systemic or (to be more precise) Brief Family Therapies.

4. We also discarded studies that target “Systemic” therapies, globally [86]. They
offer a far too global perspective. For instance, in several research studies, Brief
Strategic Family Therapy (BSFT) has proven to be effective for adolescent
substance use and behavioural problems. The structural components of BSFT
treatment draw on the work of Salvador Minuchin, and the strategic aspects are

based on work by Haley and Madanes [106].
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5. We are aware that the structure and procedure for IBST therapy sessions do not
provide a detailed manual, or the standardised, clear-cut models traditionally
required from fist-line journal articles. Although it could cause a problem for the
biomedical research paradigm, we regard this circumstance as somewhat of an
asset. In fact, some authors argue that principally adopting drug trial methodology
in psychotherapy research has contributed, to some extent, to clinical
psychology’s lack of routine clinical practice innovations and poor mental health
outcomes [107].

6. Finally, we consider that there is currently reasonable clinical experience and
research knowledge about PFBT, SFBT and the Narrative approach (which is not
to say that there is enough), in order to continue to foster and support them being
merged. Some argue that integration might contribute to muddying the waters for
outcome and effectiveness research even further. However, what we really want
to assess are the challenges of delivering IBST in everyday circumstances, and its

effects in ideal circumstances.

Although for some time now, research shows that practicing therapists pick and choose
from a variety of approaches when conducting treatment, few attempts have been made
to systematically integrate existing brief therapy models and methods [20]. In our case,
perhaps the ongoing discussion around a theoretical integration of these three models of
Brief Family Therapy does not help to build bridges. So, in this context it is unsurprising
that the bulk of IBST research evidence emerges from analysing PFBT [108-110], SFBT
[111-113] and Narrative approaches [114-116] separately.

When the PFBT, SFBT and the Narrative approach are considered together, we can
mostly find essentially academic and theoretical studies about Brief Family Therapy
integration (as a whole or in part) [43, 47, 48, 87, 95, 112, 117]. Focusing only on
empirical studies, as far as we know, Jordan and Quinn’s transversal observational study
is one of the pioneers that evaluated whether there is a difference between PSBT and
SFBT approaches [118] in terms of treatment impact in a single session process. The

process of problem identification (starting with the formula of the first session task)
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through the process of goal specification was evaluated using three self-reporting
measures and one observational measure. Multivariate analysis of the variance in results
indicated a significant difference between the two approaches when dealing with the
client's perceived problem improvement, outcome expectancy, session depth, session
smoothness, and session positivity. In general, both models achieved roughly similar
outcomes, but authors suggested that when the unique features of each model were
matched to particular client characteristics, the outcome might be enhanced.

From 1996 onwards, after preliminary evaluations (reported in conference presentations,
book chapters, so on), Rodriguez-Arias and colleagues carried out a pre-post study
without a control group, evaluating the results generated during the application of a Brief
Family Therapy model (considering PFBT and SFBT) in a psychologist’s office at the
mental health unit of a rural hospital [119]. After a 20 month monitoring period assessing
785 patients, there were 19% relapses; while the problem had been solved for 66% of
dropout cases and for 46% of failure cases. Later, in another pre-experimental study, this
Brief Family Therapy model (considering PFBT and SFBT) was evaluated in a sample of
65 cases from a private clinic, applying Rodriguez-Arias and colleagues’ methodology
[120].

In early 2000 Geyerhofer & Komori conducted a non-experimental study (post-
intervention assessments with no control group) to evaluate the effectiveness of IBST,
combining PFBT, SFBT and the Narrative approach [48]. Using a similar methodology
as the one used by contemporary related Brief Family Therapy studies [52, 91, 121, 122],
they evaluated the treatment outcomes through clients' satisfaction with treatment
outcomes, along with their own personal and subjective evaluation of the process. In this
case, assessments took place 6 months after the last session, and they generally reported
significant improvements. Despite the limitations in methodology, this was a naturalistic

study carried out in a real clinical practice.
To sum up, we can observe that (so far) not all SFBT, PFBT and Narrative techniques are

equally supported by research evidence when analysed separately. Moreover, when they

are integrated into the IBST model, a serious lack of empirical data is observed, in terms
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of both quantity and quality. Future clinical and empirical studies are needed to assess
and guide this ongoing integration.
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4.3. Primary care applications of Integrative Brief Systemic Therapy (IBST)

Worldwide, there is significant policy interest in improving the quality of care for patients
with mental health disorders and who are under distress. Improving quality of care means
addressing not only the effectiveness of interventions, but also the issue of limited access
to care [123]. In fact, despite the availability of effective evidence-based treatments for
depression and anxiety, many 'harder-to-reach’ social and patient groups experience
difficulties accessing treatment [124]. Primary care based psychosocial interventions
have the potential to effectively alleviate mental disorders while simultaneously reducing
barriers such as the stigma of using mental health services and the financial burden of

commuting to mental health outpatient clinics.

In the vast majority of this primary care intervention research CBT is used, in up to 70%
of studies. It is one of the most extensively utilised, examined and supported types of
psychosocial interventions [125, 126] and it shows moderate treatment impacts [127].
Nonetheless, the findings related to the efficacy of primary care psychotherapy
interventions should be understood under the light of biases [128]. This means the

potential of other psychotherapies being used in primary care should be further evaluated.

Brief systemic interventions in primary care, such as IBST, could be a useful therapeutic
alternative to CBT and other related behavioural models for several reasons: they are
time-limited focused interventions, in the context of the ongoing relationship between
patient and family; they can be implemented through a variety of primary care team
members; they encourage the patient to be responsible for healthful living; and finally,
evidence supports brief interventions in primary care [129], although their potential needs

to be further evaluated.

In the case of IBST specifically, when first analysing the SFBT, PFBT and the Narrative
approaches separately, there is again limited research evidence, as less attention has been
paid to primary care compared to other mental health settings. Among these, SFBT is
probably the approach that has a similarly growing body of literature demonstrating its

effectiveness as an evidence-based therapy in primary care [128].

As far as we know, if we focus only on studies in which SFBT and the Narrative approach
are partly or totally integrated, one of the first empirical studies is the one carried out by

Real and colleagues in 1996. They applied Brief Family Therapy (considering PFBT and

21


https://www-sciencedirect-com.are.uab.cat/topics/medicine-and-dentistry/mental-health-service
https://www-sciencedirect-com.are.uab.cat/topics/medicine-and-dentistry/brief-therapy

4.3. Primary care applications of Integrative Brief Systemic Therapy (IBST)

SFBT) to treat 18 patients who had suffered somatoform disorder for at least a year [130].
In this pre-post study with no control group, a GP trained in Brief Family Therapy applied
this treatment, with good results, under the supervision of a specially trained psychologist
in scheduled primary care consultations. Moreover, in 2000, Real and colleagues again
pointed out a cost reduction when applying Brief Family Therapy to somatoform
pathology [131].

Later, Schade and colleagues (2009) showed symptomatology and patient autonomy
improvements in a case study in which Brief Family Therapy (again, considering PFBT
and SFBT) was delivered by a psychologist and a family doctor to a patient with
somatisation disorder [132]. Afterwards, these authors evaluated the cost-efficiency of
this brief family intervention for patients with somatoform disorder in a quasi-
experimental study with 256 somatoform patients from Chile. The brief family
intervention was compared with TAU (treatment as usual), offering a significant cost

reduction both 6 months and 12 months after the intervention [133].

Beyond empirical support for IBST, considering the polyhedral and complex nature of
mental health disorders, we would like to stress that it is unlikely that a single approach
from any given discipline (such as clinical psychology, independently of its theoretical
approach) will be enough to treat them. In this context, Collaborative Care Models
(CCMs) could provide a framework in which related disciplines can be combined. CCMs
are team-based, multicomponent interventions that have proven to be cost-efficient for
improving mental and physical outcomes for a range of mental health conditions across

diverse populations and a range of primary care settings [41].
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5. RESEARCH JUSTIFICATION

IBST is a challenging, comprehensive, integrative, systemic, and research-informed
approach that aggregates three post-structuralist brief therapy approaches [48] that are
well-known separately from a clinical perspective. It is a versatile, pragmatic and
empowering intervention with its emphasis on people's strength, competence and
potential, helping people resolve problems quickly and efficiently. Nonetheless, it still
lacks empirical evidence, both together and separately. Comparing IBST to other
psychotherapy models, we consider that the use of such an integrated approach may be
advantageous for clinicians by, first, helping them to embrace and better tailor the
treatment to the specific patient’s needs; and secondly, through its focus on the desired
changes for the immediate future, which separates it from other approaches that seek for
instance to identify and explain problems and their origins. It is a process that helps people
change by constructing solutions rather than dwelling on problems, and finally, this type

of therapy tends to promote more short-term changes than traditional psychotherapy.

Given the advantages of IBST assets and all the considerations previously covered in the
Introduction, we considered it was worthy to examine the effectiveness of IBST in depth,
evaluating its feasibility and usefulness for different clinical purposes. We expected to
observe at least similar clinical outcomes when compared to gold standard therapies such
as CBT. First of all, because there is no universally acceptable treatment for all kind of
patients and situations. Secondly, because we know that there are certain groups of
patients for whom CBT might not be the first choice treatment. It may not be suitable for
people who have more complex mental health needs (a severe mental disorder such as
schizophrenia) or learning difficulties (for instance, mental retardation) [134], although it
can also be applied to IBST. Thirdly, given the structured nature of CBT, it might be less
effective for those patients who are more prone to over-intellectualising problems as a
psychological mechanism by which reasoning is used to avoid feelings associated with
emotional stress. As already explain in epistemological bases, IBST does not focus on re-
training maladaptive thoughts in order to make changes in how you feel. Finally, CBT
might be less suitable for those patients where it is crucial to address current stagnant
interaction patterns of behaviour between family members and their stories around the

problem.
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In this dissertation we focused on primary care settings because it is where the scarce
research on IBST is particularly tangible. It is also, from our point of view, the platform
in which this model has the greatest potential, given its credentials. This evaluation had
to take place with high ecological validity standards, and the interventions had to be

carried out within a Collaborative Care Model (CCM) framework.
Two main surveys were scheduled to evaluate the potential of IBST:

- The first one (Art-1) was devoted to analysing IBST’s effectiveness in primary
care with patients, comparing IBST and CBT in routine clinical practice.

- The other investigations concerned IBST’s utility in primary care for GPs. We
chose GPs (as well as patients) because both in coordination meetings and
internal qualitative surveys of primary care centres, GPs reported worsening
levels of burnout, job satisfaction and psychological well-being. In this
context, they explained that dealing with musculoskeletal infections along
with increasing mental disorders were the factors that most contributed to this
situation. Given these circumstances, an initial transversal observational study
with 38 GPs was carried out (Appendix I).

We would like to mention that this research does not properly constitute the
compilation of scholarly articles that justify and conform the core of this
thesis. It has been attached as an appendix to provide a better long-term
development perspective and goals, and a justification for the IBST’s
effectiveness in a survey in with GPs in primary care. This study was aimed
at determining the following in a sample of GPs from our adult ambulatory
mental-health sector: (a) their current level of burnout, professional
satisfaction, psychological well-being and attitudes towards mental health; (b)
the influence of burnout, professional satisfaction and certain socio-
demographic variables on their level of psychological well-being. Given the
aforementioned warning indicators of GPs’ work-related health and
psychological, we felt compelled to conduct this initial transversal
observational study. Results showed that burnout (median= 38, IQR = 29, 54)
and job satisfaction levels (median = 75.5, IQR = 73, 79) were moderate. Only
5.26% of GPs reported high burnout levels. Anxiety, depression and somatic

concerns were the predominant psychiatric symptoms. 55.26% presented
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(moderate - extremely severe) symptoms for at least one psychiatric symptom.
Regression models reflected that burnout played a key role on psychiatric
symptoms. So, GPs presented heterogeneous (generally moderate) levels
across the different work-related health parameters analysed, as well as high

levels of psychiatric symptoms.
Given the importance of work-related health and the mixed results detected in

our sample, later, in a second survey, we tested the effectiveness of a
multimodal training program (MTP) with an IBST approach for GPs (Art-2).
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6. OBJECTIVES AND HYPOTHESES

The overall aim of this dissertation is to examine the effectiveness of Integrated Brief
Systemic Therapy (IBST) for both patients and GPs in primary care settings. Through this
dissertation, we have attempted to undertake a rigorous theoretical reflection, and have
evaluated a promising therapy programme. Our research was carried out in primary care
centres, through clinical rooted interventions and within a Collaborative Care Model
(CCM) framework.

Two studies were organised to achieve the above mentioned general objective. The first
(Art-1) was aimed at testing the potential of IBST as an effective and efficient treatment
in a public mental health setting, by comparing it to Cognitive-Behavioural Therapy
(CBT) in routine clinical outpatient practice. In a pre-post study we followed up a sample
between one and three years later.

Taking into account the noninferiority trial designs[135], we hypothesised that patients
would not show worse outcomes when treated with IBST than when treated with CBT,
in terms of:
(a) percentages of therapeutic discharges, dropouts, relapses, and use of other
mental health services during the follow-up period.

(b) length of psychotherapy treatment.

The objective of our second study (Art-2) was to investigate the effectiveness of a

multimodal training programme (MTP) with an IBST approach for GPs, given the
burnout problems, low job satisfaction and low psychological well-being detected in
primary care settings in a previous study. The aim of this second study was twofold: a) to
determine the effectiveness of an intensive multimodal training program for GPs designed
to improve their management of mental-health patients; and b) to ascertain whether the
programme could be also useful to improve how the GPs managed their own burnout, job

satisfaction and psychological well-being.

We hypothesised better outcomes in the experimental group that underwent the clinical
routine programme for primary care plus the ad-hoc MTP, when compared to the control

group (which was only applied to the first one), in terms of:
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(a) Management of indicators for mental health patients:
- Administrative and healthcare indicators: (1) Total annual visits for all
pathologies; (2) Rate (percentage) of annual visits linked to Mental
Health; (3) Rate of Accessibility.
- Opinions about Mental IlIness
(b) Burnout, job satisfaction and psychological well-being indicators:
- Job satisfaction
- Burnout
- Psychological well-being

- Psychopharmacology use
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7. METHOD SUMMARY

In our first study (Art-1) we conducted a quasi-experimental, pre-post study with two

non-randomised groups. Participants were 419 patients referred by GPs from six primary
care units. 212 participants were allocated to a routine cognitive-behavioural therapy
programme and 207 to a new IBST programme. Patients were followed between one and
three years. The main outcome measures used were therapeutic discharges, dropouts,
relapses and the use of other mental health services during the follow-up period. A

detailed description of the programme is provided in the article.

Similarly, the second study (Art-2) carried out was also a quasi-experimental research

with two non-randomised groups. In this case, 18 GPs made up a control group that
underwent the routine clinical mental health support programme for primary care. A
treatment group (N=20) additionally received a Multimodal Training Programme (MTP)
with an IBST approach. Through questionnaires and a clinical interview, level of burnout,
professional satisfaction, psychopathological state and various indicators of the quality of
administrative and healthcare management were analysed at baseline and then ten months
after the programme, between January 2016 and February 2017. Again, an exhaustive

explanation of the programme is provided in the article.
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Abstract

Background: Combining strategies and techniques from different
therapeutic approaches is a common procedure in routine mental health
practice. It has been claimed that the integration of systemic brief therapies
offers useful psychotherapeutic alternatives, especially in our overloaded
public mental health services. However, this claim has rarely been put to
the test, and comparison with well-established empirically-based treatments
has been scarce. Method: Of 419 patients referred to an Adult Ambulatory
Mental Health Service, 212 were allocated to Cognitive-Behavioral
Therapy (CBT), and 207 to an integrative Brief Systemic Therapy (BST).
Follow-up assessments of patients’ status took place between one and three
years later. Results: Both therapy models were found to be equivalent in
their percentage of therapeutic discharges, drop-outs, relapses and in the
use of other mental health services during the follow-up period. Although
both treatments were cost-efficient, BST was not briefer than CBT. The
between-group equivalence was also confirmed, analyzing the data by
psychiatric diagnosis. Conclusions: This study provides some preliminary
data that suggest that BST might be an effective and efficient treatment in
public mental health practice, comparable to well-established treatments
like CBT.

Keywords: Brief systemic therapy,cognitive behavior therapy, effectiveness,
efficiency.

Resumen

Efectividad de la Terapia Sistémica Breve versus la Terapia Cognitivo-
Conductual en la prdctica clinica rutinaria. Antecedentes: la combinacion
de estrategias y técnicas de diferentes modelos psicoterapéuticos es
un procedimiento comiin en la practica habitual en salud mental. Se ha
propuesto que la integracion de terapias sistémicas breves ofrece alternativas
psicoterapéuticas litiles, especialmente en nuestros sobrecargados servicios
ptblicos de salud mental. Sin embargo, esta afirmacién apenas ha sido
investigada y la comparacién con tratamientos empiricamente validados
ha sido escasa. Método: de 419 pacientes adultos remitidos a un Servicio
Ambulatorio de Salud Mental, 212 fueron asignados a Terapia Cognitivo-
Conductual (TCC) y 207 a una Terapia Sistémica Breve integrativa (TSB).
Las evaluaciones del estado de los pacientes tuvieron lugar entre uno y
tres anos mds tarde. Resultados: ambos modelos terapéuticos resultaron
equivalentes en términos de sus porcentajes de altas terapéuticas, abandonos,
recaidas y uso de otros servicios de salud mental durante el tiempo de
seguimiento. Aunque ambos tratamientos fueron coste-eficientes, la TSB
no fue mds breve que la TCC. La equivalencia entre grupos fue también
confirmada analizando los datos segin los diagndsticos psiquidtricos.
Conclusiones: este estudio aporta datos preliminares que sugieren que la
TSB podria ser un tratamiento efectivo y eficiente en servicios ptiblicos de
salud mental, comparables con otros tratamientos bien establecidos como

la TCC.

Palabras clave: terapia sistémica breve,
efectividad, eficiencia.

terapia cognitivo-conductual,

Brief Systemic Therapy (BST) (Beyebach, 2009; Garcia, 2013;
Quick, 2008; Selekman & Beyebach, 2013) is the integration of
Problem Focused Brief Therapy (PFBT) (Weakland & Fisch,
1992) and Solution Focused Brief Therapy (SFBT) (de Shazer,
Dolan, Korman, Trepper, McCollum, & Berg, 2007). These
two brief therapy approaches are relational and interpersonal in
nature, sharing their basic assumptions about therapeutic change.
However, they adopt complementary therapeutic strategies: while
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PFBT focuses on interrupting the problematic “ironic processes”
(Rohrbaugh & Shoham, 2001) that maintain problems, SFBT
emphasizes exceptions to the problem patterns, the resources
that clients possess and how they can be applied to reach their
goals (de Shazer et al., 2007). Separately, both therapies have
provided empirical evidence of their effectiveness (Franklin,
Trepper, Gingerich, & McCollum, 2011; Gingerich & Peterson,
2013; Kim, 2008; Rohrbaugh & Shoham, 2001), demonstrating
they can be used successfully in the treatment of a variety of
behavioral and psychological problems. They have also been
compared with other well-established therapies in a small number
of randomized controlled trials (Boyer, Geurts, Prins, & Van der
Qord, 2014; Castelnuovo, Manzoni, Villa, Cesa, & Molinari, 2011;
Cohen, O’Leary, & Foran, 2010; Knekt et al., 2008). However,
the integration of SFBT and PFBT (Geyerhofer & Komori, 2004;
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Quick, 2008; Saggese & Foley, 2000), with its promise to increase
the clinical range of PFBT and SFBT applied separately, has so
far only produced limited research evidence (Beyebach et al.,
2000; Carrera et al., in press; Lopez & Muiiiz, 2014; Rodriguez-
Arias, Otero, Venero, Ciordia, & Vizquez, 2004) and has yet to be
compared with well-established alternative treatments.

Cognitive Behavioral Therapy (CBT) is one of the therapeutic
approaches of choice for the treatment of most of the mental
disorders usually referred to Clinical Psychology from Primary
Care services, such as anxiety disorders (Otte, 2011), depression
(Driessen & Hollon, 2010) or personality disorders (Matusiewicz,
Hopwood, Banducci, & Lejuez, 2010). Therefore, it can be
considered a golden standard with which to compare BST.

The aim of this study was to test the potential of BST as an
effective and efficient treatment in a public mental health setting
by comparing it to CBT in routine clinical ambulatory practice. To
this end, a controlled, non-randomized design was used on a well-
defined participant sample. The primary goal of the study was to
compare the outcomes of these two treatments in terms of their
percentages of therapeutic discharges, dropouts, relapses, and use
of other mental health services during the follow-up period. A
secondary aim of the study was to determine whether BST was
briefer than CBT in this sample.

Method
Participants

The sample of this naturalistic study consisted of 422
adult patients who were referred to the Mental Health Support
Program to Primary Care by the General Practitioners (GP) of six
Primary Care units in Catalonia, Spain, that cover a population
of approximately 125.000 inhabitants. The only exclusion criteria
were a diagnosis of moderate or severe mental retardation or
of a substance dependence disorder. Sample homogeneity was
demonstrated in a previous study (Barcons et al., 2014).

The average age of the sample was 38 years, with a majority of
women (73%). Concerning marital status,47% of the patients were
married, 12% divorced and 30% single. Regarding education, 42%
of the patients had completed at least secondary school. 28 % were
unemployed, 10% on sick leave and 7% retired. From a clinical
point of view, 65% of the patients had a history of psychiatric
disorders and 7% also a history of suicide attempts, and 87% of
the sample had been prescribed psychiatric medication by their
GP or by other mental health professionals.

From the mental health point of view, 37% of the sample
received a DSM-IV-TR adaptive disorder diagnosis, and 29% of
the sample an anxiety disorder diagnosis; 14% were diagnosed with
depressive disorder, and 8% personality disorders. Less frequent
(less than 10 cases per diagnostic category) were somatoform
disorders, psychotic disorders, impulse-control disorders, sexual
disorders, eating disorders, and attention-deficit disorders.

Instruments

Recruitment of patients took place from 06/2011 to 06/2013.
Data collection complied with data protection required by the
Spanish Ministry of Health especially in terms of confidentiality
and consent. In the first session, the therapists established a mental
health diagnosis according to DSM-IV-TR criteria.

The follow-up assessment of patients’ status took place between
August and September 2014; therefore, patients’ follow-up period
was variable, with a minimum of one year. Clinical administrative
data were registered as outcome measures: case situation at follow-
up (discharge, in treatment, dropout), number of relapses (number
of new therapeutic processes initiated by discharged patients),
number of admissions to Acute Psychiatric Units, number of
referrals to Drug Abuse Treatment Units, and number of referrals
to a Day Psychiatric Hospital unit.

Procedure

After being admitted to the Mental Health Support Program
to Primary Care, 212 patients were allocated to CBT and 207 to
BST. Three patients were dismissed from the sample because they
received both CBT and BST. The allocation to treatments was not
random, being determined according to the geographical location
of the patient’s Primary Care unit of reference.

CBT as applied in this study focused on modifying patients”
dysfunctional emotions, maladaptive behaviors and dysfunctional
cognitive processes and contents through a number of goal-
oriented, explicit systematic procedures. Homework assignments
were used in most cases. Although the treatment was not applied
according to a closed manual, it followed the guidelines proposed
for CBT for different disorders (Labrador, Cruzado, & Muioz,
2001; NICE, 2007, 2011; Williams, 2009). The CBT therapists
were two female clinical psychologists with ten and twelve years
of experience in using CBT.

BST was applied in a goal-directed and collaborative way,
following the general guidelines for the integration of PFBT and
SFBT (Beyebach, 2009; Geyerhofer & Komori, 2004; Selekman &
Beyebach, 2013). General problem-focused interventions included:
defining the complaint in specific behavioral terms; investigating
unsuccessful attempted solutions to the problem; and using client
position to interdict problem-maintaining solutions (Weakland &
Fisch,1992). The solution-focused componentincluded: negotiating
specific and positive goals; identifying exceptions to the problem
sequences; discussing possible pretreatment improvements; using
scaling questions to encourage small next steps; and giving clients
credit for their improvements (de Shazer et al., 2007). All clients
received compliments at the end of each session and homework
assignments based on what had been discussed during the session.
No closed treatment manual was used, but the decision process
was based on the available treatment manuals (Beyebach, 2009;
Quick, 2008). The therapist was a male clinical psychologist with
three years of experience using BST.

In both treatment conditions, the first session focused on
diagnosis and case planning; with a maximum of one hour for
the first and 30 minutes for the follow-up sessions. Time between
sessions varied from 2 weeks to 2 months. Therapeutic discharges
were decided by the therapists when symptom remission and a
functional improvement of the patients were reported. Patients
who unilaterally abandoned therapy and did not return for more
than 6 months were considered dropouts.

Data analysis
Sample characteristics were described calculating medians and

inter-quartile ranges (IQR) for numerical variables and absolute
and relative frequencies (%) for binary and categorical variables.
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Differences between intervention groups were tested with the
Wilcoxon rank sum tests for numerical variables and Fisher’s
exact test for categorical variables.

In order to estimate the differential effect of BST versus CBT
treatment on the main outcome variables adjusting for other
confounding variables, multivariate regression models were
used. To assess the effect of treatment type on the number of
psychotherapy sessions, a negative binomial regression model was
adjusted; a logistic model was regressed to estimate the effect of
therapy on relapse rates. These effects were adjusted taking into
account the following variables: personal history of psychiatric
disorders, family history of psychiatric disorders, personal
history of suicidal attempts, anxiety disorder, depressive disorder,
adjustment disorder, personality disorder, receiving psychiatric
treatment, and not taking psychiatric medication. Final models
were obtained by consecutively introducing significant two-way
interactions and removing non-significant terms according to the
Akaike Information Criterion.

All statistical tests were conducted using the R Development
Core Team software (2011). Standard significance level of 5% was
interpreted as statistically significant.

Given that first sessions were primarily focused on case
assessment and planning, re-analyses of only of those patients who
had received more than one psychotherapeutic visit was conducted.
Patients with only one visit tended to be wrong referrals, as their
clinical and functional deficits were insufficient to require therapy
proper.

Results
Pretest data

Both treatment groups were homogeneous in terms of patients
age (p = .087) and sex (p = .441). There were also no statistically
significant differences between therapy groups in participants
civil status (p = .540) and labor status (p = .096). A statistically
significant difference was observed in the level of schooling
(p<.001), although the high number of missing data in this last
variable in the CBT group (32%) makes this difference difficult
to interpret.

In relation to DSM-IV-TR diagnoses, significant differences
between CBT and the BST groups were found. The percentage of
anxiety disorders was higher in the BST group (CBT = 24%; BST
=35%: p = .014), adaptive disorders were more frequent among the
CBT patients (CBT = 48; BST = 24%: p = .001), and personality
disorders were more frequent among the BST patients (CBT = 4%:
BST = 13%: p = 002).

At pretest, the percentage of patients with a personal history
of psychiatric disorders was significantly higher in the BST than
in the CBT group (CBT = 51%; BST = 79%; p<.001), and also
the percentage of patients with a family history of psychiatric
disorders was higher for the BST condition (CBT = 35; BST =
T7%: p<.001). No statistically significant differences among groups
were found with respect to the number of other medical diseases
that the patients presented (current comorbidity with other medical
diseases p = .401), the history of suicidal attempts (p = .051), or
the type of mental health setting attended by those patients with a
history of personal psychiatric disorders (p = .262).

As displayed in Table 2, some statistically significant inter-
group differences in medication prescription were also found.
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More patients in the BST group were taking benzodiazepines than
patients in the CBT group (CBT = 34%; BST = 48%; p = .004).
Regarding non-psychiatric medication, BST patients were also
taking more medications (p<.001).

Results at follow-up

As shown in Table 3, at follow-up, 8% of the patients in our
sample were still in treatment, 52% had been therapeutically
discharged, 38% had dropped out, and 2% had been referred
to other services. Comparing patients treated with BST with
those treated with CBT, no statistically significant inter-group
differences were found in the case situation at follow-up (p = .90),
with a similar percentage of therapeutic discharges (CBT = 52%:
BST = 52%) and dropouts (CBT = 37%; BST = 39%). There were

Table 1
Clinical variables at baseline (N =419)

Clinical variables Global CBT BST P
9 4507 o

1. PH" of suicidal attempts 28 (6.68%) 7 (.25%) 13.0.18%) sl

2. PH. of Psychiatric Disorders i
No 147 (35.08%) 103 (48.58%) 44 (21.26%)

Yes 271 (64.68%) 108 (50.94%) 163 (78.74%)
Unknown 1 (0.24%) 1(0.47%) 0(0.00%)

3. Type of Mental Health Professional bk
Psychologist T1(1695%)  34(16.04%)  37(17.87%)
Psychiatrist 86 (2053%) 42(1981%)  44(21.26%)

Not specified 1(0.24%) 1(0.47%) 0(0.00%)
Primary care physician 92 (21.96%)  66(31.13%) 26 (12.56%)
Psychologist and psychiatrist 67 (15.99%) 11 (5.19%) 56 (27.05%)
Unknown 2(0.48%) 2(0.94%) 0(0.00%)

4. Family History of Psychiatric Disorders b
No 136 (32.46%) 98 (46.23%) 38 (18.36%)

Yes 235 (56.09%) 75(35.38%) 160 (77.29%)
Unknown 19 (4.53%) 11(5.19%) 8(3.86%)

Note: Median and 1st and 3rt IQR are reported for numerical continuous variables and absolute
and relative frequencies are presented for categorical variables

“ p-values corresponding to Wilcoxon Test for numerical variables and Fisher’s exact tests for
categorical variables

"Personal History

* p<05: % p<01; ##% p< 001

Table 2
Use of medication at baseline (N =419)

Use of medication Global CBT BST P

Receiving Psychiatric treatment 141 (33.65%) 81(3821%) 60(2899%) 050

Prescribed Antidepressants (SSRIs) 192 (45.82%) 87 (41.04%) 105 (50.72%) 050
Prescribed Benzodiazepines (BZDs) 173 (41.29%) 73 (3443%) 100 (4831%) 004
Other medication (not Psychiatric) ok
No 270 (64.44%) 158 (74.53%) 112 (54.11%)  *=*
Between | and 3 103 (24.58%) 36 (16.98%) 67 (32.37%) b
Between 4 and 6 28 (6.68%) 11 (5.19%) 17 (8.21%)

More than 6 18 (4.30%) 7(3.30%) 11(5.31%)

*p-values corresponding to Fisher s exact test

* p<05; #% p<01; *#% p< 001
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also no statistically significant differences in the percentage of
relapses (CBT = 9%; BST = 11; p = .639), or in the percentage
of patients with Emergency Psychiatric Units admissions (CBT
= 0.94; BST = 0.97; p = .983), Psychiatric Day Hospital Unit
admissions (CBT = 1.42; BST = 0.48; p = .328) or Drug Abuse
Treatment Unit admissions (CBT = 0.94; BST = 1.45; p = .632).

As shown in Table 4, initially a small but significant difference
favoring CBT was found between treatments, both in the number
of therapy sessions for the whole sample (CBT = 3.71; BS = 3.80;
p = .005) and in the number of therapy sessions for those patients
receiving therapeutic discharges (CBT = 3.47; BST = 4.16; p =
.001). However, reanalyzing data to include only those patients
who had more than one session, these differences disappeared

both overall (CBT = 5.25; BST = 4.58; p = .788) and for the cases
Ireatiment outcome memne e followun (N < 41) with therapeutic discharge (CBT = 5.22; BST = 4.45; p = .540).
t Cf as| S = = .
P Differences between the CBT and BST groups were also
Follow-up Measure Global CBT BST P analyzed within the most frequent psychiatric disorders in our
o samples (adaptive disorder, anxiety disorder, depression). No
Case situation at follow-up 2900 e . . .
) significant differences were found in the percentage of therapeutic
Engaged only with Psychotherapy 10 (2.39%) 4 (1.89%) 6(2.90%) B
) ) discharges, the percentage of dropouts, the percentage of relapses,
Engaged only with Psychiatry 8(1.91%) 5(2.36%) 3 (1.45%) s s s 5
Eneased with both Psvehoth or the number of therapy sessions within any of these diagnostic
ngaged with both Pychothertby 16 330%)  10@72%)  6(290%) categories.
and Psychiatry
Therapeutic discharge 218(5203%) 111 (52.36%) 107 (51.69%) .
Dropout 158(37.71%) 78(3679%) 80 (38.65%) Regression analyses
Engaged with Drug Abuse . . . .
Preamment st 3(0.72%) 1(047%)  2(097%) The negative binomial regression model (Table 5) revealed
Engaged with Elderly Psychiatric o2 0000%) L 0as) that for those patients with neither family nor personal history of
Units T ’ R psychiatric disorders, successful BST involved more sessions than
gaged with Psychiatric Day . However, this effect inver! h ati wi
Engaged with Psychiatric Day 1 024%) 1 ©47%) 0000%) CBT. _Ho ever, this ef ect. nverted amongt 10s€ p tients with b(?th
Hospital a family and a personal history of psychiatric disorders, for which
Discharge for transfer 4(095%)  2(094%)  2(097%) BST was shorter than CBT. The rest of the variables present in
Relapses 41(9.79%)  19(896%)  22(10.63%) 639 the model, although influencing the number of sessions, had no
::dl‘v;fl'%lf S’llhEngcmy 4(095%) 2(094%) 20097%) 983 dlffel’entlfll effect .f01j CBT verS}Js BST. o
Syciiattic Uniis acmissions The final logistic regression model found no significant
Individuals with Psychiatric Day 4(095%)  3(142%)  1(048%) 328 differential effects of treatment on the percentage of relapses.
Hospital Unit admissions " . . . .
Presenting an anxiety disorder was associated with a lower
Individuals with Drug Abuse . ) . . .
S R 5(1.19%) 2(0.94%) 3(145%) 632 propensity to relapse in comparison to other diagnoses, but this
Treatment Unit admissions 2
was the case for both for CBT and for BST patients: COEF =
*p-values corresponding to Fisher’s exact test 3.73 (-6.81, -1.71); OR = 0.02 (0.00, 0.18); p = .002). Although
<05, p <13+ p <001 not statistically significant, patients with a family history of
Table 4
Number of sessions according to type of treatment
Variable Min 1Q Median Mean Sd 3stQ Max Total we
N° Therapy Sessions (overall)
Global 1 1 3 375 37 5 25 1573 005
CBT 1 1 2 371 415 4 25 786
BST 1 3 3.80 320 5 2 787
Overall, excluding those patients with only 1 session
Global 2 2 3 4.89 387 6 25 1451 788
CBT 2 2 3 525 453 7 25 709
BST 2 3 3 4.58 321 5 2 742
Overall for discharged patients
Global 1 1.25 3 3.81 358 5 25 830 xex
CBT 1 1 2 347 4.12 4 25 385
BST 1 2 3 4.16 2.88 5 14 445
Overall for discharged patients, excluding those with only
Isession
Global 2 2 3 % 3,68 6 25 775 740
CBT 2 2 3 5.22 4.67 7 25 339
BST 2 3 3 283 5 14 436
“ p-values corresponding to Wilcoxon Test
* p<05; ** p< 01 ¥+ p< 001
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psychiatric disorder also tended to relapse more, both in the CBT
and in the BST conditions.

Discussion

Our findings show that, in our sample, patients treated with
BST reached the same outcomes as patients treated with CBT.
Therapeutic outcomes for CBT and BST were equivalent in terms
of percentage of therapeutic discharges, percentage of dropouts,
and percentage of relapses. The equivalence between the CBT
and the BST treatments was also confirmed analyzing the data by
clinical diagnosis, where no differential effectiveness was found.

Beforediscussing these findings further, we need to acknowledge
a number of important limitations of our study. Given that it is
a naturalistic comparison study, patients were not randomly
assigned to treatments and in fact the two groups showed some
demographic and clinical differences at pretest. As a result, BST
patients were initially more disturbed than CBT patients: they
were taking more medication and presented a higher percentage
of cases with a personal history of psychiatric disorders and with
a family history of psychiatric disorders. Multivariate regression
models were adjusted in order to control for the differential effect
of these possible confounding factors.

Another important limitation is that only three therapists
participated in the study, in the double role of both diagnosing patients
at onset and conducting the CBT and BST therapies. Finally, the
outcome measures, of a clinical-administrative nature (therapeutic
discharges, dropout, relapses and number of sessions), are very
relevant from a public mental health perspective, but only provide
limited clinical information and do not allow to compare the degree
of improvement of the patients in the two therapy conditions.

As strengths of our study, we would like to emphasize its external
validity. The study was conducted with broad patient inclusion
criteria in a real public outpatient mental health unit, with all its
accompanying constraints: high service demand, work overload,
restrictions to the frequency of follow-up meetings, and so on.
The fact that the BST and CBT treatments were not conducted in
a manualized way and without measuring treatment integrity is an
obviouslimitation,butcanalsobe seenasanasset,given thata flexible
delivery of treatments is in fact typical of how psychotherapeutic
treatments are actually practiced. This is especially the case in
public mental health contexts, where case management with other
professionals takes place, pharmacological treatments are often
used concurrently, and comorbidity is frequent.

Within the context of these limitations and strengths, our data
suggest that in our sample, BST was as effective and as cost-
efficient as the comparison CBT treatment. In both conditions, the
percentage of dropouts was slightly above one third of the sample,
but over 50% of the cases were successful therapeutic discharges.
For both therapies, this outcome was achieved after a rather low
number of sessions, with an average of around 5 sessions. The
percentage of relapses was below 10% in both treatment conditions,
and the number of cases that had to be referred to more intense
care (Day Hospital, Emergency Psychiatric Units or Drug Abuse
units) was negligible, below 3% for both conditions.

In our view, these findings are especially relevant from the point
of view of BST, given that in our study it successfully withstood the
comparison with a “golden standard™ therapy like CBT in routine
clinical practice. Both therapies tended to be brief, with a median
of 3 and an average below 5 sessions for successfully treated cases,
and the percentage of relapses and of referrals to more specialized
units was very low. In our view, these data suggest that CBT and

Table 5
Negative binomial regression on the number of Psychotherapy Sessions

Variable Coef.* Exp. Coef." P
Intercept 1.91(1.19,2.69) 6.74 (3.28, 14.67) *EE
BST Therapy 1.25(0.06,2.52) 3.50(1.06,12.44) ¥
Personal History of Psychiatric Disorders -0.16 (-0.95,0.64) 0.85(0.39, 1.90) 684
Family History of Psychiatric Disorders -0.79 (-1.66,0.10) 0.46(0.19, 1.10) 061
Personal History of Suicidal Attempts -1.08 (-2.12,-0.02) 0.34(0.12,0.98) *
Anxiety Disorder -0.66 (-1.32,-0.03) 0.52(0.27,0.97) *
Depressive Disorder -0.54 (-1.26,0.16) 0.58 (0.28, 1.18) 122
Adjustment Disorder -0.49 (-1.15,0.14) 0.61(0.32, 1.15) 128
Not taking psychiatric medication -1.42(-2.35,-0.53) 0.24(0.10,0.59) o
(Inter)” Family history of Psychiatric Disorders with Not taking psychiatric medication 1.50 (0.47,2.58) 4.50(1.59,13.20) *
(Inter) BST with Family history of Psychiatric Disorders -1.26 (-2.37,-0.21) 0.28 (0.09,0.81) L
(Inter) Personal History of Psychiatric Disorders with Familiar history of Psychiatric Disorders 1.26(0.23,2.33) 3.53(1.25,10.24) %
(Inter) BST with Personal history of Psychiatric Disorders -0.85 (-1.88,0.16) 043 (0.15,1.17) 078

* p<05; #* p<01; #+F p< 001

*Coefficients and 95% confidence intervals of a Negative Binomial regression model predicting the number of Psychotherapy Sessions
" Regression adjusted on the logarithm of the number of sessions minus two, so that Exp. Coef. is interpreted as the multiplicative effect on the number of sessions of the reference group
©Indicates that the coefficient is an interaction between two variables (variables that, when presented simultaneously, they do have a different effect than the sum of their separate effects)
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BST, as applied in our study, were both effective and cost-efficient,
fulfilling their role in the context of the needs and constraints of
a public mental health service. It should be noted, however, that
in our study, a solution-focused treatment like BST had, in fact,
no fewer sessions than CBT, in spite of the claims made about
solution-focused therapy as probably being briefer than other
treatments (Franklin et al., 2011; Gingerich & Peterson, 2012).
Our findings can also be taken to provide some provisional
support to the feasibility of integrating different brief solution-
focused and systemic therapies, as proposed by the clinical
literature (Chang & Phillips, 1993; Quick, 2008; Selekman &

Beyebach, 2013). The findings of this study provide some evidence
that integrative brief systemic therapy approaches can be effective
and efficient in routine clinical practice, as recent research on
integrative solution-focused group therapy also suggests (Carreras
et al., in press). We expect that future and better controlled studies
will allow more robust claims to be made as to the effectiveness of
BST for different disorders and settings. In this way, the repertoire
of available evidence-based therapeutic tools for therapists would
be enlarged, contributing to help patients who might not profit
from the most commonly used therapeutic approaches (Hays &
Iwamasa, 2006; Roth & Fonagy, 2005).
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Abstract

Background: The changes in the models of care for mental disorders towards a community focus and
deinstitutionalisation might have risen General practitioners' (GPs) workload, increasing their mental health concerns
and the need for solutions. Pragmatic research into improving GPs' work-related health and psychological well-being is
limited by focusing mainly on stressors and through not providing systematic attention to the development of positive
mental health via interventions that develop psychological resources and capacities. The aim of this study was twofold:
a) to determine the effectiveness of an intensive multimodal training programme for GPs designed to improve their
management of mental-health patients; and b) to ascertain if the program could be also useful to improve the GPs
management of their own burnout, job satisfaction and psychological well-being.

Method: Eighteen GPs constituted a control group that underwent the routine clinical Mental health support
programme for primary care. An experimental group (N = 20) additionally received a Multimodal training programme
(MTP) with an Integrated Brief Systemic Therapy (IBST) approach. Through questionnaires and a clinical interview, level
of burnout, professional satisfaction, psychopathological state and various indicators of the quality of administrative
and healthcare management were analysed at baseline and 10 months after the programme.

Results: |n relation to government of mental-health patients indicators, on the one hand MTP group showed
statistically significant improvements in certain administrative health parameters, but on the other it did not improve
opinions and attitudes towards mental illness. Regarding GPs management of their own burnout, job satisfaction and
psychological well-being assessments, the MTP presented better scores on global psychopathological state and better
evolution of satisfaction at work; psychopharmacology use dropped in both groups; in contrast, the MTP did not
improve burnout levels.

Conclusions: Findings of this preliminary study are promising for the MTP (with an IBST approach) practice in primary
care. More research evidence is required from larger samples and randomized controlled trials to support both the
hypothetical adoption of MTP (with an IBST approach) as a part of a continuing professional-training programme for
GPs’ management of mental-health patients and its positive effects on work-related health factors.
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Background

Burnout, job satisfaction and a psychological well-being
construct are key work-related health factors that need to
be assessed and controlled in any work environment, and
hence also in primary-care services. Their correct manage-
ment could improve the quality of healthcare offered, pro-
moting greater patient satisfaction and better treatment
compliance, improving morbidity and mortality, as well as
reducing the likelihood of hospitalization [1, 2].

Despite variabilities in defining these constructs, links be-
tween burnout, job satisfaction and psychological well-
being have been established [3-5]. Recent research shows
that GPs have a higher prevalence of mental health prob-
lems, such as symptoms of burnout, and are less satisfied
with their work-life balance than is the case with the gen-
eral population [6]. Taking into account the discrepancies
in results between the longitudinal and cross-sectional sur-
veys, we observe, first, that given the high levels of burnout
and frequency and patient safety incidents within primary
care, research on this issue is essential. Nonetheless, burn-
out prevalence fluctuates over time and countries, observ-
ing some studies reporting high rates in their samples [7],
whereas others describing lower rates [8]; one survey con-
ducted in 13 European countries found a 12% of GPs scor-
ing high for all burnout dimensions [9]. Regrettably,
according to longitudinal studies, GPs’ burnout prevalence
tends to remain relatively stable [10]. Second, despite the
contextual differences between longitudinal surveys of GPs’
job satisfaction, available evidence does not confirm a de-
clining degree over recent years despite the aforementioned
high rates of burnout and poor mental wellbeing [11-13].
Third, so far less attention has been given to GPs’ psycho-
logical well-being, although certain risk factors in GPs’
mental health are indicated by the bibliography, such as
lack of reward by patients [14].

Even given the associations found between these three
factors, to date there is no sound theory that connects
them. Perhaps the strongest proposal would be the Job
demands control model, since, according to the greater
part of occupational stress and health research, most
studies of psychosocial factors as antecedents of im-
paired well-being and work-life imbalance have been
based on this model [15].

Attending to the rise in the number of visits, the increasing
complexity of clinical work and the scarcity of resources [16],
previous levels of burnout, job satisfaction and psychological
well-being might change, with a concomitant need for GPs
to be better skilled at coping with this increased burden at
less personal cost. In this context, a number of limited con-
trolled psychological interventions have already shown cer-
tain benefits associated with the improvement of GP
burnout, job satisfaction and—especially—psychological well-
being. Mindfulness-based programmes may perhaps obtain a
prominent status in such contexts, showing short-term

Page 2 of 12

benefits in burnout, stress and anxiety levels [17, 18]. Like-
wise, cognitive-behavioral-based interventions have also dis-
played short-term improvements in stress outcomes [19, 20].
Recently, a modified mindfulness-based cognitive therapy
course also demonstrated the potential to reduce stress and
burnout [21]. Furthermore, in a controlled trial evaluating a
simple letter, giving feedback and interpreting psychological
scores together with a self-help sheet, contributed to a reduc-
tion in psychological distress after 3 months [22]. Related sys-
tematic reviews and meta-analyses have recommended
implementation of the aforementioned approaches, among
others [23, 24], but such reviews also questioned the alleged
good outcomes due to a detection of various shortcomings.
For example, Murray and colleagues conducted a systematic
review of 5392 studies related to interventions aimed at im-
proving GPs’ psychological well-being, and detected distinct
shortcomings and risks of bias such as insufficient informa-
tion on the temporal stability of the improvements sought;
use of self-administered questionnaires as primary outcome
measures; and long-term follow-up of mental illness not be-
ing reported, among others [25]. Given these circumstances,
it is difficult to ascertain which elements of these therapies
are really of use for improving doctors’ work-related health
and psychological well-being. Beyond the debate asking
which of the array of therapeutic targets are eligible and what
their real impacts are, it would seem to be more effective
and appropriate to shift from the deficient approach under-
pinning stress-response improvement towards a more pro-
active approach for fostering mental health that empowers
and enhances work and personal resources [26].
Considering its multiple and complex nature, it is
unlikely that a single approach from a given discipline
(such as psychology) could be sufficient to effectively
address these work-related factors and the psycho-
logical well-being of GPs. In this context, Collabora-
tive Care Models (CCMs) offers a framework in which
related disciplines can be combined, consequently
allowing for an evaluation of their respective interven-
tions. CCMs are team-based, multicomponent inter-
ventions that have been shown to be cost-efficient in
improving mental and physical outcomes for a range
of mental-health conditions across diverse populations
and primary-care settings [27, 28]. To our knowledge,
CCM methodology has never been tested on the burn-
out, job satisfaction and psychological well-being of
GPs rather than that of patients. One possibility to put
this bio-psychosocial programme into practice would
be to promote GPs’ patient-management strategies
and competences for distinct pathologies, most espe-
cially for mental disorders. In fact, GP-patient encoun-
ters focussing on mental-health concerns represent a
large proportion of GPs’ patient lists and workload. In
our context, even though this remain under-detected,
1.4 million primary-care patients sought assistance for
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some type of mental-health problem in Catalonia in
2016, which represented 24% of total primary-care
visits [29]. As a comparison, this exceeds the esti-
mated 12.7% of such visits for Australia in 2014-15
[30], for example. To understand this figure, we need
to take into account the fact that primary health care
is the access to the mental health system for the vast
majority of the population in Europe [31]. These num-
bers may well increase in the near future given the
widespread benefits and acceptance of the importance
of primary-care-oriented health systems in terms of
greater effectiveness, efficiency and equity [32]. It is
therefore not surprising that, in light of the high
prevalence and disability of mental disorders, recent
calls to action for global mental health have been
made [33]. GPs will have a key role in this mental-
health assistance.

Taking into account the research considerations indicated
above, by means of empowering activities and instructions,
GPs could enhance their individual and group-management
strategies and the competences applicable to mental-health
patients in primary care. We should also note that GPs
mainly tend to work alone, and also that passive dissemin-
ation of guidelines to improve the recognition and manage-
ment of mental disorders have generally and to date been
found to have minimal positive outcomes [34]. In our rou-
tine clinical Mental-health support programme for primary
care, these abilities were taught in an intermittent and un-
structured manner, in accordance with both down-top (pri-
mary-care-centre coordinators) and top-down demands
(GPs’ comments in internal qualitative surveys). Our team
was therefore requested to devise strategies for delivering
better integrated mental health with less personal cost. As a
result, the aim of this study was binary: a) to determine, for
the first time, the effectiveness of an intensive multimodal
training programme (MTP) with an Integrated Brief Sys-
temic Therapy (IBST) approach for GPs designed to im-
prove their management of mental-health patients; and b)
to ascertain if the program could be also useful to improve
the GPs management of their own burnout, job satisfaction
and psychological well-being. In order to assess the first ob-
jective, quality-of-healthcare-management indicators were
analysed along with GPs’ opinions about mental illness; to
evaluate the second one, in addition to questionnaires, the
use of a clinical interview and psychopharmaceutical indica-
tors were also deemed necessary.

Method

We conducted a quasi-experimental study with two
non-randomised groups. Pre and post-intervention
measurements were registered among GPs working in
the public-health system between January 2016 and
February 2017.
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Inclusion criteria

Subjects had to be GPs working in public primary-care
units. These units also had to belong to the assistance
sector of our ambulatory mental-health service. GPs
needed to be willing to attend at least 80% of the train-
ing programme and to fulfil the psychometric measures.

Participants and recruitment strategy

Our public ambulatory mental-health service provided as-
sistance to all four primary-care units in Sant Boi (Barce-
lona) throughout the routine clinical Mental-health
support programme for primary care. All GPs involved
were invited to participate. In this programme, in order to
strengthen cooperation, a mental-health team regularly
visited each primary-care unit to conduct assistance, co-
ordination and training tasks. These primary-care units
covered a population of 95,313 inhabitants in 2016; such a
territorial representation provides patients from urban
and semi-urban areas.

After a presentation on the management of psychiatric
patients, GPs from all primary care centres were invited
to participate in the study. Those who agreed to partici-
pate were given the baseline assessment questionnaires.
In addition, an interview with an independent rater
(Psychiatry Medical Residency Training programme) was
scheduled for each participant. During this interview, be-
sides delivering questionnaires, the Brief Psychiatric Rat-
ing Scale (BPRS) was applied to assess participants’
psychiatric symptoms. BPRS was not used to allocate
participants to intervention groups. The rater was
trained by a senior specialist in administering BPRS. All
interviews were carried out within a maximum period of
15 days from sign-on. The rater was blind to the study’s
objectives.

Subsequently, GPs were allocated to the experimental
group (EG) or control group (CG). Allocation was not
random; instead, it corresponded to the primary-care
unit for which the participant was working for. Each
group was composed of GPs from 2 primary care ser-
vices, respectively.

Intervention design

The CG underwent our clinical routine programme for
primary care, titled Mental-health support programme
for primary care. It was aimed at treating mild mental
disorders in primary-care units from a normalizing and
preventive perspective. To accomplish these goals, a
team of mental-health specialists visited each primary-
care setting to provide frequent and direct assistance.
These included a psychiatrist regularly performing
weekly clinical and advisory functions; a clinical psych-
ologist also performing clinical and advisory tasks (fort-
nightly); and a nurse providing monthly advisory and
training tasks.
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In the EG, within the aforementioned programme
framework, we added and carried out a multimodal
training programme (MTP). The intervention was struc-
tured as a continuing-education course with group psy-
choeducational activities. It was coordinated by the
clinical psychologist guided by the psychotherapy model
and the CCMs. Course duration was 9 hours in total
and consisted of nine weekly sessions. MTP comprised
different clinical group sessions (1 h/session), each con-
ducted by the same professional, in this order:

1. Clinical Psychology: a senior clinical psychologist
carried out six sessions of integrated brief
systemic therapy (IBST), which essentially
integrates solution-focused and problem-focused
models. Training was conducted according to
guidelines [35—37]. In the initial session, partici-
pants’ attitudes in the management of dysfunc-
tional cases were discussed (for example,
paternalistic behavior; difficulties establishing lim-
itations for patients’ requests, etc.). Here, as at
the end of each session, the aim was to reach
group consensus regarding the given topic, which
could then be useful for participants’ work envir-
onment. In the remaining sessions, distinct tech-
niques were taught such as defining complaints
in specific behavioural terms; investigating unsuc-
cessful attempted solutions to a problem; using
the patients’ position to negate problem-
maintaining solutions; negotiating specific and
positive goals; discussing patients’ ambivalence
and resistance management; identifying excep-
tions to problem sequences; discussing possible
pre-treatment improvement; using scaling ques-
tions to encourage series of small steps; giving
patients credit for their improvements; verbal and
non-verbal language techniques.

Real-patient videos were presented, and practical exer-
cises were carried out during the sessions. GPs were also
encouraged to bring their own cases of patients who
might be experiencing difficulties.

2. Psychiatry: a senior psychiatrist carried out two
sessions designed to provide instruction on how to
correctly conduct a psychopathological
examination, while also detailing the areas that need
to be examined and the correct terminology to use.
The intention was not for GPs to establish a
thorough diagnosis but rather for their
examinations to be more productive and more
accurate. This makes coordination meetings with
mental-health services more constructive and is of
use for therapeutic planning.
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3. Social work: a senior social worker carried out one
session reporting on social and community services
that might be suitable for distinct patients, but most
especially for those suffering mental disorders.
These services included non-governmental
organization, family-patient associations, social
clubs, etc.

Finally, regarding non-psychiatric medical conditions,
GPs were encouraged to reach a consensus on what not
to do as a team (as opposed what to do, which is already
well-established in clinical guidelines), given its low effi-
cacy or efficiency.

All participants in the study were offered the course
free of charge.

At the end of the study, the EG went back to monitor
only the Mental health support programme for primary
care. Nonetheless, within the ordinary coordinating
meetings with GPs, mental-health specialists continued
referring to the programme’s concepts and procedures,
and team agreements were made (for example, if the
case was already being treated by our mental-health ser-
vice, assistance was not duplicated in primary care when
the reason for consultation was the same). At all events,
no formal mandatory supplementary work was issued
during or after the training.

The MTP was therefore an ad-hoc clinically rooted
training programme for GPs’ management of mental-
health patients, although to some extent its psychological
dimension could be applicable to all types of cases. It seeks
to improve all weaknesses and defects detected by the
Mental-health support programme for primary care that
we were already carrying out. For example, detection of
mental disorders, which are often unobserved and/or un-
recognised by GPs; shortage of communication and man-
agement skills; scarcity of teams’ collaborative strategies,
etc. These shortcomings were factors affecting GP burn-
out, job satisfaction and well-being, which were the ultim-
ate targets that we intended to address.

Outcome measures
Outcome measures are shown in Table 1.

We administered validated versions of these instru-
ments for both EG and CG to each participant, selecting
those that were most used in the related Spanish bibliog-
raphy in order to facilitate any comparison:

1. Self-reported psychometric measures:

(a). Socio-demographic questionnaire designed ad
hoc for this study. This included 8 items related
to personal, social and work information

(b). Psychopharmacology use: Within the clinical
interview, GPs were asked about the current use
of psychiatric medication.
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Table 1 List of Outcome measures
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Outcomes Instruments

Management of mental-health patients indicators

Administrative and healthcare indicators (a) Total annual visits for all pathologies; (b) Rate (percentage) of annual visits linked to Mental Health;

(c) Rate of Accessibility
Opinions about Mental lliness
Burnout, job satisfaction and psychological well-being indicators
Job Satisfaction
Burnout
Psychological well-being

Psychopharmacology use

Struening and Cohen'’s Opinion about Mental lliness questionnaire (OMI) (38)

Font-Roja Job Satisfaction Questionnaire (FR) (39)
Maslach Burnout Inventory (MBI) (40)
Brief Psychiatric Rating Scale (BPRS) (41)

Current use of psychiatric medication; asked within the clinical interview

(c). Struening and Cohen’s Opinion about Mental
Iilness questionnaire (OMI) [38]. The Spanish
adaptation has shown satisfactory global
reliability (Cronbach’s alpha = .81). It has 63
items, yielding five standardized opinion-
attitude factor scores: Negativism (a = .81); So-
cial/interpersonal (o = .70); etiology (a =.71);
Authoritarianism (a = .79); Restrictiveness
(o =.68); Prejudice (a =.69).

(d). Font-Roja Job Satisfaction Questionnaire (FR)
[39]. The extended version presents adequate
psychometric properties (Cronbach’s
alpha = 79). It has 26 [1-5] Likert-type items. It
contains 9 job satisfaction dimensions: Satisfac-
tion at work; Work tension; Professional compe-
tence; Work pressure; Professional promotion;
Interpersonal relationship with superiors; Inter-
personal relationships with peers; Extrinsic char-
acteristics of status; Labor monotony.

(e). Maslach Burnout Inventory (MBI) [40]. The
Spanish version corresponds to the later
renamed MBI-Human Service Survey (MBI-
HSS). It has shown adequate psychometric
properties within its three dimensions of
burnout: Emotional exhaustion (EE) (Cronbach’s
alpha = .89), Depersonalization (DP) (a =.57);
and Personal accomplishment (PA) (o =.72).
Total MBI score is obtained as: EE + DP + LPA.
LPA (lack of personal accomplishment) is
calculated as: [LPA =48 - PA]. The cut-off points
for MBI that we used were those proposed by
Doulougeri and colleges in 2016: EE scores >27
are considered as high, 19-26 as average, < 18 as
low; DP scores =10 as high, 6-9 as average, < 5 as
low; PA scores 240 as high, 34—39 as average, <
33 as low; Total MBI scores percentile > 76 as
high, 2575 as average, < 25 as low.

2. Hetero-applied psychometric measures:

(a). Brief Psychiatric Rating Scale (BPRS) [41]. This

semi-structured interview is one of the oldest

and most widely used scales by clinicians and
researchers to measure psychiatric symptoms. It
presents adequate psychometric properties
(Cronbach’s alpha for Positive scale a =.73;
Negative scale a = .83; Global psychopathology
a =.87). We used the 18-item version. Single
items are rated on a Likert-type scale (1, not
present; 2, very mild; 3, mild; 4, moderate; 5,
moderately severe; 6, severe; 7, extremely severe).
The range of possible BPRS total scores is [18—
126], where a higher score indicates more psy-
chiatric symptoms.

As regards administrative and healthcare indicators,
these were provided by the regional health authority. For
the baseline data, these indicators were registered in 2015
and 2016 (and extracted in 2016 and 2017, respectively,
for the current study). For the post-intervention data, we
used the following as indicators of the objective work bur-
den for each GP: (a) total annual visits for all pathologies;
(b) rate (percentage) of annual visits linked to mental
health; (c) rate of accessibility: annual percentage of pa-
tients’ attempted requests for visits for the following 48 h
and that were successfully scheduled for each professional.
In all three cases, data on patients enrolled for home-care
programmes, chronically complex patients and patients
with chronic advanced diseases were rejected.

Follow-up assessments of GP status took place 10 months
after finishing the programme. This post-programme assess-
ment timing was average or higher than that observed in
other related research [17, 18].

Sample size

No sample-size calculation was formally determined.
Given our GP population (N =45), we attempted to re-
cruit as many participants as possible. From initial estima-
tions with 45 GPs, we were aware that we would be able
to detect a 0.856 effect size in a t-test; we therefore only
had the power to detect large effect sizes and through a
single bivariate contrast. Our team nevertheless deemed
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this worthwhile in order not to achieve robust data which
reinforce strong claims, but rather to serve as a pilot study
for evaluating MTP potential.

Considering the observed data as the real latent distri-
bution and rectifying threshold levels of significance
from 0.05 to 0.0026 through Bonferroni’s adjustment for
multiple comparisons, in Results we indicate the power
to detect as significant for the intervention effect in the
observed pre-post change for the primary outcome mea-
sures in linear mixed-effects models (LMMs).

Data analysis

Sample characteristics were described by calculating me-
dians and inter-quartile ranges (IQR) for numerical vari-
ables, and absolute and relative frequencies (%) for binary
and categorical variables. Baseline group differences were
evaluated using the Wilcoxon Test for numerical variables
and Fisher’s exact test for binary and categorical variables.

Paired Wilcoxon Signed Rank Tests were performed to
compare repeated intra-group measurements. To check
for differences between groups in progression, we fitted
unadjusted linear mixed-effects models (LMMs)—as a
longitudinal proxy to bivariate analysis—to account for
the longitudinal data assessments and the complexity of
inter-group interactions, regressing the different outcomes
for treatment group, follow-up, and their interaction. The
results are shown in terms of p-values of the marginal ef-
fects, representing the significance of baseline differences
between treatment groups, overall change over time in the
overall sample, and differences in evolution over time be-
tween treatment groups, respectively. In the tables, in
addition to the p-value and where this is significant (P-
value of <0.05 was used as the cut-off point), association
direction is also shown. For Inter-group differences, a + sign
indicates a higher score or a higher evolution in the EG; in
the global change analysis, this sign indicates a higher
score in the follow-up assessments.

The main outcome measures included in the analysis
were all the administrative and healthcare indicators, as
well as the overall job satisfaction, burnout and well-being.
They are key work-related health factors that need to be
assessed and controlled, according to related surveys.

All statistical analyses were conducted using the R soft-
ware package (v. 3.2.2; R Development Core Team, 2015).

Results

Participants

Thirty-eight out of forty five GPs agreed to participate in
the study (four GPs were dismissed because they were
the authors of this study and the rest declined to collab-
orate). Finally, 18 GPS were allocated to CG, and 20 to
EG. All 38 GPs completed follow-up measures after two
GPs were rejected (one from each group) due to retiring
from their jobs during this period.
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Baseline patient-demographic values

Groups were homogeneous in terms of age (p =0.177),
years of professional experience (17[12.25, 28]; p = 0.349)
and sex (p =0.045), where men were slightly more nu-
merous in EG. Likewise, no statistically significant differ-
ences were detected between proportions of indefinite
contracts (p >0.999), mixed shifts (p =0.291) and hours
of mental-health training during the last year (p = 0.129),
variables that were respectively predominant in both
groups. No statistically significant differences between
groups were observed for length of time on current con-
tract (p = 0.037), this being higher in CG.

Changes in outcome measures within and between
groups

The average attendance at the nine sessions was 75%
(70%, clinical psychology; 90%, psychiatry; 65% for the
social work). Attendance rates at coordinating meetings
or other activities that constitute the Mental-health sup-
port program for primary care were not registered for ei-
ther group.

In relation to government of mental-health patients
indicators, as regards administrative data (Fig. 1), first,
no statistically significant differences between groups
were detected for the percentage of annual visits by
each GP linked to mental health, either in overall pre-
post change (p = 0.360) or in inter-group evolution dif-
ferences (p = 0.544). Second, we did observe a lower
rate of total annual visits by each GP for all patholo-
gies in the CG when examining the overall pre-post
change (p<0.003), although this result was not
regarded as significant after Bonferroni’s adjustment;
besides, it was identified a greater inter-group evolu-
tion differences in the EG (p <0.001). Finally, rate of
accessibility decreased in the CG when observing over-
all pre-post change (p <0.001), which was exactly the
opposite to the evolution of the EG, thus contributing
to the significance of the inter-group evolution differ-
ences in accessibility (p <0.001). No significant base-
line inter-group differences were detected in any of
the previously commented variables, except for total
annual visits by each GP linked to Mental Health, this
being higher in the EG (p = 0.040).

As regards opinions and attitudes towards mental ill-
ness reported in the Struening and Cohen’s Opinion
about Mental Illness questionnaire (OMI), a worsening
of all five dimensions was observed in overall pre-post
change for both groups (Table 2), the EG presenting
only a different evolution in prejudice, namely a higher
increase (p = 0.004+).

Regarding GPs management of their own burnout, job
satisfaction and psychological well-being indicators, with
respect to the responses from the Font-Roja Job-
Satisfaction Questionnaire (FR), no significant differences
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Rate (%) of MH visits for each GP

Total Annual n° visits for each GP

Accessibility

100

Pre Post Pre Post Pre Post
CG EG CG

Fig. 1 Distribution (box-plots) of administrative parameters’ reported by 38 general practitioners, by intervention group (CG, contral group; EG,
experimental group), and before and after intervention (Pre, pretreatment; Post, Post-treatment)

Pre Post Pre Post Pre Post
EG CcG EG

were detected between groups in terms of overall job sat-
isfaction (Table 3). However, we did observe a decrease in
satisfaction at work in the CG, reflected both in overall
pre-post change (p = 0.009), although again this result was
not regarded as significant after Bonferroni's adjustment;
besides, it was identified a greater inter-group evolution
differences in the EG (p = 0.002). Likewise, a decrease in
interpersonal relationship with peers’ scores was observed
in CG (p=0.011), but it did not reach statistical
significance.

No significant statistical differences were observed in
either the Total burnout or in any of the three Maslach
Burnout Inventory (MBI) parameters (Table 4).

As for well-being, we observed statistically significant
reductions in Total Brief Psychiatric Rating Scale (BPRS)
in the EG (baseline: 23.50 [22, 24.25]; post-treatment:
20.50 [19, 22]; p = 0.001), while this was not observed in
CG (baseline: 24.50 [23.25, 27.75]; post-treatment: 23.50
[21, 26]; p=0.122) (Fig. 2). Nonetheless, in LMMs, no
overall pre-post change (p = 0.100) or inter-group evolu-
tion differences (p = 0.147) were detected.

Focusing only on both single BPRS item scores or on
differences in intervention within the subgroup of worry-
ing cases (defined as GPs suffering >1 from moderate to
extremely severe symptoms), no statistical differences
were observed between groups.

Table 2 Non-adjusted evolution analysis of Struening and Cohen's Opinion about Mental lliness questionnaire’s punctuations of 38

GPs depending on intervention group (2016-2017)

Control Group Evolution N= 18

Experimental Group Evolution N =20

LMMs p-values®

Pre Post W Pre Post w Baseline® Change® Evol®
F1 59 [57.25, 60.75] 73 [71.25, 78] 0° 58 [53.75, 61.25] 72 [68, 77.50] 0° 0633 <0001 +° 0.889
F2 44 [40, 49] 53.50 [50.25, 57] 0° 42.50 [33.75, 48] 58 [50, 62] 0° 0311 <0001+ © 0.163
F3 9108, 11] 18.50 [17.25, 21.50] 0° 10 [7.75, 12.25] 18 17, 21] [0 0.983 <0001+ ¢ 0.867
F4 850 [6.25, 10] 1150 [11,14] 0° 716, 9] 11010, 13] 0° 0.555 <0001+ ¢ 0.303
F5 750 [6, 9] 1050 [9, 12] 0" 6.50 [5, 8] 12 [9.50, 13] 0° 0337 <0001+ © 0.004

Abbreviations: Pre Pretreatment, Post Post-treatment, W Wilcoxon Signed Rank Tests
Struening and Cohen’s Opinion about Mental lliness questionnaire’s factors: F1: Negativism; F2: Social/interpersonal etiology; F3: Authoritarianism; F4:

Restrictiveness; F5: Prejudice

®linear mixed-effects models; b|nl:er{_jrc:up baseline differences; “Pre-post Overall Change; dIntm—c_:;qu:: Evolution differences

°p < 0.0026 (intervention group versus control group)
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Table 3 Non-adjusted evolution analysis of Font-Roja Questionnaire’s punctuations of 38 GPs depending on intervention group

(2016-2017)

Control Group Evolution N=18

Experimental Group Evolution N =20

LMMs p-values®

Pre Post w Pre Post w Baseline® Change” Evol®
F1 14 [10.50,16] 12 [9, 6] 00317 1513, 16.25] 16 [15, 17] 0.065 0.304 0.009 0002+ ¢
F2 1350 [12.25, 16.75] 15[1, 16] 0.773 12111, 14] 13011, 16] 0418 0.188 0.876 0587
F3 4.50 [3, €] 54, 6] 0404 504, 6] 5 [4.50, 6] 0.689 0.386 0.130 0512
F4 12[12,13] 111,12 0499 12 [10,12.25) 12 [10,12.50] 0.904 0.543 0618 0728
F5 11 [10, 13.75] 12 [11,15] 0303 12 9, 13] 12 [10, 13] 0631 0.736 0.099 0336
F6 6 [4, 6.75] 6 [4, 8] 0510 4 [4, 650] 4 [4, 6.50] 0.753 0.156 0.567 0934
F7 5[5, 6] 615 7] 0.095 6575, 7] 5[5, 6] 0.057 0.032 0.122 0.011
F8 5[5, 6] 6 [4, 6] 0.525 550 4, 6] 5[5, 6.50] 0.104 0.864 0.502 0577
F9 5[4, 5.75] 413, 5] 0.050 4.50 [4, 6] 5[4,5] 0.968 0.665 0069 0.186
Total 76 [73, 80.50] 77 [75, 78] 0.726 75 [72,77.50] 76 [73, 83] 0485 0.818 0.796 0515

Abbreviations: Pre Pre-treatment, Post Post-treatment, W Wilcoxon Signed Rank Tests
Font-Roja Questionnaire’s dimensions: F1: satisfaction at work; F2: work tension; F3: Professional competence; F4: work
pressure; F5: professional promotion; F6: interpersonal relationship with superiors; F7: interpersonal relationships with peers; F8: extrinsic characteristics of status;

F9: labor monotony

®linear mixed-effects models; blnter-group baseline differences; “Pre-post Overall Change; rjInter-gmup Evolution differences

°p < 0.0026 (intervention group versus control group)

Psychopharmacology use dropped in both groups
when observing overall pre-post change (p=0.014),
falling from 6 to 2 GPs using psychopharmaceuticals
in the CG, and from 3 to 2 in the EG. Regarding type
of psychopharmaceuticals, this decrease was especially
noticeable in the case of benzodiazepine consumption
(p =0.037).

Finally, the statistical power analysis to detect the
intervention effect as significant in the observed pre-post
change for the primary outcome measures in LMMs was
as follows: power=0.006 for overall job satisfaction;
power =0.006 for Total burnout; power = 0.013 for Total
Brief Psychiatric Rating Scale.

Discussion

Our findings, although insufficient, highlight the poten-
tial of MTP (from an IBST approach) to be hypothetic-
ally integrated as part of a continuing training

programme for GPs’ individual and group-management
competences for mental-health patients, which may ul-
timately enhance GPs’ work-related health and psycho-
logical well-being to a certain extent. On the one hand,
we observed improvements in the EG for the global psy-
chopathology state, certain administrative parameters
and psychopharmacology use, along with better evolu-
tion of satisfaction at work; on the other hand, MTP did
not alleviate burnout level or enhance opinions and atti-
tudes towards mental illness (prejudice), which deterio-
rated in both groups.

Comparison with existing literature

As with other programmes aimed at engaging GPs in
the management of psychiatric patients based on a long-
term and sustainable partnership, MTP advances have
not so far led to the programme being adopted by the
regional Institute of Mental Health [42].

Table 4 Non-adjusted evolution analysis of Maslach Burnout Inventory’s punctuations of 38 GPs depending on intervention group

(2016-2017)

Control Group Evolution N =18

Experimental Group Evolution N = 20

LMMs p-values®

Pre Post w Pre Post w Baseline® Change® Evol ¢
EE 2450 [14, 41.25] 25.50 [18, 34.25] 0.756 1950 [13.75, 23.25] 21.50 [15.50, 28.25] 0089 0.038 0.881 0.263
DpP 7[5.25,13.75] 9 [7.25,11] 0.835 6 [4, 850] 7 [3.75,12.25] 0317 0425 0.535 0.807
PA 38 [33.25, 45.25] 38 [32.25,4375] 0297  381[34,42.50] 37.50 [29.75, 43] 0420 0559 0410 0550
Burn  46.50 [24.50, 62.25] 46 [30, 57.25] 0727 37 [29,49.25] 40 [33,52] 0331 0243 0.600 0637

Abbreviations: Pre Pretreatment, Post Post-treatment, W Wilcoxon Signed Rank Tests
Maslach Burnout Inventory’s subscales: EE: Emotional exhaustion; DP: Depersonalization; PA: Reduced personal accomplishment

Global Scales: Burn: Burnout

*linear mixed-effects models; "Inter-group baseline differences; “Pre-post Overall Change; “Inter-group Evolution differences

p < 0.0026 (intervention group versus control group)
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Fig. 2 Distribution (box-plots) of Brief Psychiatric Rating Scale's
punctuations reported by 38 general practitioners, by intervention
group (CG, control group; EG, experimental group), and before and
after intervention (Pre, pretreatment; Post, Post-treatment)

In relation to government of mental-health patients in-
dicators, first, analysing the indicated improvements on
our administrative health data offered by the MTP, it is
difficult to draw clear conclusions when comparing our
results with related surveys, given the disparity of sam-
ples, health-system structures, etc. [27]. The achieve-
ments shown by the EG in accessibility and in total
annual visits by each GP for all pathologies (inter-group
evolution differences) might be interpreted as case-
management improvements, although our study design
did not allow us to draw strong conclusions or to eluci-
date alternative explanations. Additionally, the results re-
lated to the rate of annual visits by each GP linked to
Mental Health were inconclusive, which was probably
because GPs did not always codify mental-health visits
as such.

Two components that could compromise both the
work-related health factors and the GPs’ role in diagnos-
ing mental disorders and arranging treatment are (first)
the stigmatising attitudes held by GPs towards mental ill-
ness, and (second) their reluctance to become involved in
shared-care practice [43]. Contrary to other similar stud-
ies, MTP did not improve opinions and attitudes towards
mental illness [44], although our baseline OMI scores
didn’t reflect a high prejudice towards mental disorders
but they did show a lack of sufficient dealings in psycho-
pathology which is congruent with previous studies [45].
Although it was not a direct target of our programme, we
did expect positive changes as a desirable side effect.
Given both the negative evolution of all OMI scores
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registered in both groups and the positive outcomes of EG
on other work-related health parameters, this leads us to
question whether opinions and attitudes towards mental
illness are a somewhat independent factor. In other words,
feeling more capable to cope with mental- health patients
may be distinct from our personal thoughts about and in-
terests in this subject. Given our results, more in-depth,
longer-lasting and distinct goal-oriented interventions
might be needed to reverse these negative attitudes. Fol-
lowing this line of argument, key elements here are the ad-
dressing of both level of work pressure and of the low
level of training and awareness in relation to mental disor-
ders [46].

Regarding GPs management of their own burnout,
job satisfaction and psychological well-being indica-
tors, first, in contrast to other surveys, the MTP did
not show better results in overall job satisfaction,
nor did it achieve a reduction in GPs’ intention to
change their location [20]. We were unable to carry
out further analyses with closely related research
aimed at enhancing GPs’ mental-health case manage-
ment within a CCMs because such research failed to
assess this issue [42]. Although not globally, EG did
present improvements in some of the Font-Roja di-
mensions, reaching statistical significance in satisfac-
tion at work (inter-group evolution differences).
Clearly, effective inter-professional management of
individual patients depends on confidence in one’s
colleagues’ skills and good communication, which
are issues that are also treated by the MTP. Broader
and far more complex interventions are needed in
order to address job satisfaction, which in turn is
regarded as a key element for resolving the GP re-
cruitment crisis [47].

Contrary to other interventions [17], MTP did not im-
prove burnout levels in our study. Nonetheless, at base-
line the median level of burnout (total MBI scores) was
38 (IQR =29, 54), being this moderate level observed ac-
cording with previous research [48, 49]; only 2 (5.26%)
GPs reported a total MBI scores percentile >75 (as
high), figure less prevalent than in other studies [9]. In
any case, we consider tackling GPs’ burnout an import-
ant issue that should be addressed in future interven-
tions because GPs have high rates of burnout and poor
mental wellbeing compared with the general population
and other healthcare professionals [49, 50]. Besides,
amongst other negative effects, GPs perceive that burn-
out and poor wellbeing negatively impacts their ability
to deliver safe care [51]. We posit that additional re-
sources should be assigned to this subject in order to
mitigate our result.

In line with related studies, our results reflected a high
proportion of GPs presenting psychiatric symptoms [52];
taking into account only the cases where mental health
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support could be somewhat recommended, at baseline 21
(55.26%) GPs suffered from moderate to extremely severe
symptoms. Regarding the type of psychiatric symptoms ob-
served, as signaled by the literature, anxiety, depression and
somatic concerns were predominant [53]. The MTP im-
proved GPs’ global psychological well-being, but contrary
to other studies [17], no inter-group change or evolution dif-
ferences were detected. Possible interference may have been
given rise to by psychological state being evaluated by a
psychiatric interview rather than being self-administered.
Furthermore, although score differences for single BPRS
items were not statistically significant, a tendency towards
greater reductions was detected in the EG.

Finally, so far, we have not found related psychological
interventions with which to compare our results in psy-
chopharmacology use. This dropped in both groups, but
our study’s limitations again impeded us from making
any strong claims with regard to this positive outcome.

Study strengths and limitations

As limitations of our study, first there is the modest
sample size that influences statistical significance and
power, since statistically significant differences are more
difficult to identify in smaller samples. Nonetheless, the
study does comprise an important proportion of the
total amount of GPs in our health sector. Second, al-
though the administration of our clinical interview
(BPRS) could be somewhat controversial in non-clinical
samples, it is not limited to indicating only the partici-
pants’ own perceptions, as is the case with question-
naires. Response bias (for instance the social-desirability
bias) is a widely discussed phenomenon in behavioural
and healthcare research where self-reported data are
used [54]. Regarding administrative data, although rela-
tively good results were reported for the EG, it is diffi-
cult to compare our data externally with other health
centres, due to disparity in terms of organization and
characteristics. Additionally, indicators themselves are
not exempt from criticism. Finally, treatment integrity
and fidelity were not assessed or supervised.

As strengths of our study, we would like to emphasise,
first, that it was conducted in real clinical practice with
all its accompanying constraints: high service demand,
work overload, restrictions on the frequency of follow-
up meetings, etc. Thus, the duration of our MTP was far
from the 50h or more invested in some other pro-
grammes [55]. Second, we evaluated the sustainability of
improvements (over nearly 10 months) rather than im-
mediate post-intervention effects, which differs from
other studies [17, 22]. Third, GPs were encouraged to
introduce suggested MTP procedures into ordinary clin-
ical practice, but in order to avoid selection bias toward
only highly motivated professionals no complementary
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work commitments were set within the inclusion cri-
teria, unlike other studies [17].

Implication for practice

Finally, it is clear that GP burnout, job satisfaction and
psychological well-being require broader and more in-
depth approaches than that offered by single disciplines
(such as psychology) if we are to improve their institu-
tional and work conditions.

Although further research with methodological im-
provements and prolonged instruction periods is re-
quired, our preliminary findings suggest that this new
clinical-rooted MTP (from a BST approach) could have
the potential to be adopted as part of a continuing
professional-training programme for GPs’ management
of mental-health patients. To some extent, it could ul-
timately enhance GPs’ work-related health factors such
as burnout, job satisfaction and psychological well-being.
Nonetheless, so far, any strong claim can be stated.

Conclusions

This study provides inside into GPs’ work-related health
and psychological well-being in a period where these as-
pects might have been worsening. It highlights the need
to adopt multimodal training interventions aimed at de-
veloping GP’s psychological resources and capacities.
This research may help the instructors to recognize the
utility of a new intensive training programme for GPs.
This personalised approach may assist GPs especially
when treating mental-health patients in areas such as on
how to correctly conduct a psychopathological examin-
ation; on learning verbal and non-verbal language tech-
niques aimed at producing behavioural changes; or on
searching for social and community services that might
be suitable for distinct patients.
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9. SUMMARY OF RESULTS

In our first study (Art-1), the results showed that both therapy models were found to be,

in general, equivalent in treatment outcome measures (in terms of the percentage of
therapeutic discharges, drop-outs, relapses and the use of other mental health services
during the follow-up period). The similarity between the groups was also confirmed,
when analysing the data through psychiatric diagnosis. Nonetheless, in our sample, IBST
did not prove to be any shorter than CBT.

In the second study (Art-2), we first evaluated the indicators relating to how patients

managed their mental health problems. The results obtained indicated that MTP, when
compared with the routine clinical mental health support programme for primary care,
produced statistically significant improvements in certain administrative health

parameters, but not in opinions and attitudes toward mental illness.

Secondly, regarding the GPs management of their own burnout, job satisfaction and
psychological well-being, the MTP participants showed better scores on global
psychopathological state and better evolution of work satisfaction. Psychopharmacology

use dropped in both groups; in contrast, the MTP did not improve burnout levels
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8. GENERAL DISCUSSION

Since 2001, the World Health Organisation (WHO) has made recommendations to reduce
the huge gap between the number of patients suffering from anxiety and depression and
the number seeking and receiving minimal adequate treatment. The organisation
indicated that treatments should be made more readily available in primary care, and
training of mental health professionals should be increased [136]. In connection to this,
in our dissertation two compiled scholarly articles were devoted to examining the
effectiveness of IBST in primary care for (a) patients and (b) GPs, respectively. We
wanted to investigate IBST’s feasibility and usefulness for clinical purposes through
clinically-based studies. Our general results show the potential of IBST in primary care
for both collectives. Nonetheless, IBST still lacks solid research overall, which means it
is therefore so far unattainable to make any strong statement in the sense that IBST is

somehow necessary or preferable.

Before discussing our studies’ results and implications in more detail, we would like the
reader to consider beforehand the controversies surrounding effectiveness and efficacy in
psychotherapy. Although a deep analysis of this issue is beyond the scope of this research,
it should be considered that results from randomised controlled trials (RCTSs) are regarded
to give the most reliable information on treatment outcome (efficacy); yet, the
generalisability of efficacy results in terms of daily practice (effectiveness) might be
diminished by the design of RCTs [137]. Along this line, we have favoured
methodologies with a high ecological validity when evaluating their effectiveness in

routine clinical practice.

The effectiveness of IBST; comparison with existing literature

First study (Art-1): with regard to IBST’s effectiveness in primary care with patients, we

concluded that our results provided some preliminary data suggesting that IBST might be
an effective and efficient treatment in public mental health practice, comparable to well-
established treatments like CBT. Nevertheless, despite these good results, the advances

made by IBST are weak when compared with CBT’s empirical background [125, 127].

Given current empirical evidence it is understandable that CBT is still the main treatment
approach across the Improving Access to Psychological Therapies (IAPT) proposals for

primary care, as is the case in Britain and Norway [138, 139]. This large-scale initiative
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involved mass training of new therapists to provide stepped- care psychological treatment
following the National Institute for Health and Care Excellence guidelines. In United
Kingdom, after the full national rollout, the programme has continuously been monitored,
with the latest annual report showing an average recovery rate of 50.8% [138]. Here we
would like to notice that in our research sample, IBST also reached over 50% of
successful therapeutic discharges (Art-1). In this context, we hope that in the future, as a
result of theses on IAPT-like treatments, several other therapy models will gain more
recognition such as the IBST, according to the new research data provided. In fact, the
clinical reality is that no single psychotherapy is effective for all patients and situations,
no matter how good it is for some; one-size-fits-all therapy is proving impossible [140].
Besides, it is indicated that the IAPT’s good results (such as in our research) should be

interpreted with caution, as they may be prone to selection bias [139, 141].

Second study (Art-2): it seems that in the future the high prevalence and burden of

disease associated with mental disorders will require more work towards prevention. This
means that GPs will play a central role in providing evidence-based and patient-centred
care, and will be recommended to expand their current (mainly) biomedical practices
[142]. In this context, our research regarding IBST’s effectiveness in primary care with
GPs shows promising findings for MTP (with an IBST approach) instruction for GPs.
Nonetheless, as is the case for patients (Art-1), more evidence is also required (with larger
samples and randomised controlled trials) to support the programme being officially
adopted both as part of a continuing professional-training programme for the management
of mental-health patients, as well as for GPs to manage their own work-related health
problems. So far, although more robust empirical data is also required, it is currently
included in “evidence-based” training packages for GPs in Australia: the Focussed
Psychological Strategies Skills Training (FPS ST) and Focussed Psychological Strategies
Continuing Professional Development (FPS CPD) [27, 143]. Each training course
includes 10 (FPS CPD) to 20 hours (FPS ST) minimum of education (amongst other
interactive activities, they use a combination of technology, peer learning groups and
locally available resources). The aim is to develop skills related to providing evidence-
based psychological interventions as part of a GP mental health treatment plan for
common mental health disorders. Similarly, although maybe more humble in purpose, in
Great Britain, Health Education England will be offering the Health Awareness for GPs

programme on a national basis, an e-learning resource that was initially launched with 3
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sessions [144]. Besides interpersonal therapy, all the aforementioned interventions are
mainly CBT based interventions, which means they face similar disadvantages as when
they are applied to patients. For instance, CBT focuses on the individual’s capacity to
change themselves (their thoughts, feelings and behaviours), and does not usually address
wider problems in systems or families that often have a significant impact on an
individual’s health and wellbeing. In any case, beyond the pros and cons of CBT, we hope
that MTP (with an IBST approach) could end up being an appealing alternative for those
GPs that did not have success with CBT based training.

The feasibility and usefulness of ISBT for clinical purposes

Our experience in the application of ISTB in primary care within a multidisciplinary
collaborative care structure (which includes a multidisciplinary team with different
preferences and sensibilities, where different interventions take place at the same time)
has provided us with some challenges to our traditional therapeutic procedures and

scientific development:

(a) The structure of IBST therapy sessions: we introduced some changes into the

therapy session structure that is usually proposed [45, 47-49]. Even though these
adaptations could cause some controversy among brief systemic professionals, we again
found them to be useful and worthwhile for the entire team involved. The most important
differences relate to the first session, where new clinical information is recorded (from

then onwards), providing a better case contextualisation for our understanding.

As in all systemic therapies, our basic therapeutic scheme is to start any case with a
deliberate effort at relationship-building, trying to work out a collaborative therapeutic
project with the client. Nonetheless, from the very first session, we fill in an anamnesis
that from our point of view it represents a positive step to more comprehensively define
the case. This means we do not proceed directly to focus only on our client’s demands.
This anamnesis contains the following data, aside from the IBST’s key therapeutic

information:

1. Client demands.
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2. Personal history of medical diseases, personal history of psychiatric disorders and
drug abuse, family history of psychiatric disorders.

3. Psychological exploration.

4. Diagnostic and Statistical Manual of Mental Disorders Text Revision (DSM-1V-
TR) usage. There is a debate around this manual’s limitations, its review process,
and its goals and content. In any case, it has oriented and facilitated
inter-professional case discussions, and it is another communication tool among
others (frequent inter-professional meetings, joint inter-professional sessions with
the patient, and so on), which we do not pose a barrier (the mental health label
does not lead the session’s structural process). So, even though use of the DSM-
IV-TR might be controversial, we continue to favour a positive vision of mental
disorders, prevailing a non-pathologising mental health discourse [112].

5. Psychiatric and non-psychiatric medication that is currently being taken.

Some authors could argue that it might not be necessary for a successful intervention to
put together such an anamnesis. On the contrary, we think it is a worthwhile endeavour
given our clinical experience:

- Avoids or limits the psychotherapy process: instead of focussing on the
client’s demands right from the beginning in our first clinical interview,
gathering the anamnesis information has proved to be very useful in helping
us identify a hypothyroidism case that was initially diagnosed as a major
depression disorder; it was used to emphasise the need to assess a suspected
obstructive sleep apnoea in a patient with obesity who was complaining about
sleep problems, anxiety and depressive symptoms; and to reveal our client’s
sole interest in pursuing social security benefits or other legal demands.

- Reconstituting the treatment plan with our multidisciplinary team of mental
health professionals: for instance, asking our clients delicately but
thoughtfully about drug usage that was otherwise unrevealed resulted in
discovering the presence of an addiction in many occasions, which
undoubtedly reframed our intervention (we can recall a case of cocaine abuse
when a patient, after years of psychiatric and psychological treatment for
major depression disorder, finally admitted and announced his drug usage;
there was also the case of a woman complaining about fatigue and depression

where she actually fundamentally misused her opiate pain medication ).
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- Low probability of jeopardising treatment adherence and outcome: if it is
properly explained and the anamnesis information gathering proceeds
smoothly, we don’t usually find strong opposition from clients. Along this
line, Richmond and colleagues compared the effectiveness of an SFBT intake
interview (a non-directive examination in which questions are not
prearranged) and a problem-focused diagnostic intake interview based on the
Structured Clinical Interview for DSM-IV Axis | Disorders (SCID-I) (a
structured interview that offers a set amount of standardised questions). The
sample was made up of 30 participants attending the intake interviews for
counselling. Surprisingly, this study failed to show that the SFBT intake
interview was superior on a measure of outcome optimism and goal clarity
[145].

Besides the anamnesis information, from the very first visit another clinical document is
filled in: the IBST intervention protocol (see Appendix Il). This is where the client’s
goals, complaints and demands, aetiology attributions, and attempted solutions, amongst
other therapy information, is recorded. The IBST intervention protocol will guide us
through all therapy sessions. It should be noted that this protocol doesn’t necessary need
to be filled in completely for each patient because we will only gather that information

we consider fundamental to solve the problem.

Another matter that deserves to be mentioned is whether or not the presence of a clinical
psychology team who have received Brief Family Therapy formation is required.
Whenever it’s possible we clearly favour a therapeutic team alliance. If that is not
possible, an external case supervision is recommended. In our case, only one other

member of the clinical psychology staff had BST training at that time.

Finally, regarding IBST’s contraindications, there are a number of problems or mental
disorders that, from our point of view, merit the addition of different concepts and
techniques to our usual approach; for instance, psychosis spectrum disorders, bipolar
disorder, some personality disorders and mental retardation. So, while IBST appears to

be an effective strategy in delivering a short-term intervention for many patients, further
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work is necessary to target those mental disorders for whom a longer-term option should
be sought as first treatment choices from the start.

(b) IBST practice and replicability: in this dissertation we expected to have contributed

towards a better operational definition in terms of strategic treatment management,
although this is still insufficient. In this context, it would be also necessary to develop
specialised IBST therapy manuals and research protocols, albeit not presented in a rigid
manner, in order to facilitate the reproducibility of our clinical and research work.
Replicability is a priority issue because accumulating reproducible evidence is the
scientific community’s method of self-correction and is the best available option for

achieving good quality knowledge.

Moreover, with our humble original research contribution, we hope to have strengthened
IBST as an evidence-based practice, as such therapies are associated with higher quality
and greater accountability [146]. Despite all the controversies surrounding the
identification and dissemination of Empirically Supported Treatments (EST) [147], we
consider that IBST can reach an acceptable compromise and balance between research
constraints and the need to provide evidence-based practices for our clients (using the
word ‘evidence’ in its broadest sense). Secondly, IBST is committed to providing more
clinically-rooted, versatile and humanistic interventions, bending the therapy to the
client’s situation and needs and not the other way around. Along these lines, we can find
a broad framework in the biopsychosocial model of Empirically Supported Therapeutic
Relationships (ESTR) [75, 148, 149]. The ESTR represents an appealing alternative to
the biomedical approach, which for some authors has divided the field along scientist and

practitioner lines [107].

Strengths and limitations

In terms of the limitations of our studies, first there are the modest sample sizes that
influenced statistical significance and power, since statistically significant differences are
more difficult to identify in smaller samples. Secondly, treatment integrity and fidelity
were not assessed or supervised in Art-1. Thirdly, the therapist did carry out a strict

adherence to a psychotherapy manual in Art-1 that might alleviate future replication
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surveys. Instead, he showed fidelity to IBST’s premises and procedures throughout all
clinical setting requirements. So, here we faced a dilemma better explained by Alberto
Rodriguez: “In the same way that in a driving academy they teach to handle the different
aspects involved in driving (traffic rules, changing gear, turning, braking), but they do
not explain what to do if a truck comes up with another one front: accelerate? or stop ?;
It will depend on the context, and this cannot be described because the possibilities are
endless. We can conclude, then, that "manualization™ is easier for some models than for

others, creating bias in research results ” [150].

In terms of the strengths of our studies, we would like to emphasise, first, that they were
conducted in real clinical practices with all the accompanying constraints: high service
demand, work overload, restrictions on the frequency of follow-up meetings, etc. Second,
our research involved different professionals, from the different institutions shown in Art-

2. Third, these surveys received no public or private funding.

Implication for practice

Although further research with methodological improvements is required, our
preliminary findings suggest that IBST, when delivered within a CCMs model, could be
potentially useful in primary care: first, it might be an effective and efficient treatment
for public mental health practice, comparable to well-established treatments

like CBT. Second, IBST, when applied within a multimodal training programme (MTP),
could be adopted as part of a continuing professional-training programme for GPs to

manage mental-health patients. Nonetheless, as yet no strong claim can be stated.
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11. CONCLUSIONS AND FUTURE INVESTIGATIONS

a) General conclusions

This dissertation provides insight into the effectiveness of promising
psychotherapy treatment both for patients and GPs in primary care. In general,
IBST provides satisfactory results.

We are still far from concluding that IBST has solid empirical evidence in primary
care or in other clinical domains. We assume that this is an ongoing process, as is
the case for other psychotherapeutic models.

It has been useful to adopt a CMM framework in our interventions in primary
care.

There needs to be an improvement in the epistemological bases for IBST. Despite
the pros and cons related to the integration of theories and techniques from
different psychotherapy models, we strongly feel that IBST is a worthwhile

endeavour that deserves more clinical and research analysis.

b) Conclusions regarding IBST for patients

Our study provides preliminary data suggesting that IBST might be an effective
and efficient treatment in public mental health practice, comparable to well-
established treatments like CBT in routine clinical practice.

We still do not know which ingredients in IBST are really effective, nor under
which circumstances they operate, nor for what situations they are more or less
useful.

The clinical operational guidelines for IBST need to be developed further. There
are still no well-researched practices that could provide a sound ground for their

integration over the course of psychotherapy sessions.

C) Conclusions regarding IBST for GPs

Our encouraging data supports that MTP (with an IBST approach) might by a
useful training programme for GPs who are managing mental health patients, as

well as to manage their own work-related health problems.
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Future Investigations

We would like to mention that we are currently working on new investigations aimed at
providing more empirical data to support the effectiveness of IBST in primary care and
other clinical settings. This relates in particular to IBST in a group format, both for anxiety
disorders in primary care systems, and long-term drug addiction at outpatient addiction

centres.

Finally, we hope this dissertation in some way boosts more clinical research into IBST in

different domains, as well as encouraging further peer collaboration.
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Resumen

Este estudio estaba dirigido a determinar
en una muestra de Médicos de Atencion Pri-
maria (MAP) (a) su actual nivel de burnout,
satisfaccion profesional, bienestar psicolo-
gico y actitudes hacia la salud mental; (b) la
influencia del burnout, satisfaccion profesio-
nal y algunas variables socio-demograficas
sobre el bienestar psicologico. Se desarrollo
un estudio observacional-transversal con 38
MAPs. Se administraron cuestionarios para
evaluar el burnout, satisfaccion profesional,
actitudes hacia la salud mental y una entre-
vista psiquiatrica para evaluar el bienestar
psicologico. Algunos indicadores administra-
tivos y de gestion sanitaria fueron también
considerados. Los niveles de burnout (me-
dian= 38, IQR= 29, 54) y satisfaccion laboral
(median= 75.5, IQR= 73, 79) fueron modera-
dos. Sélo el 5.26% de los MAPs informé de un
alto burnout. La ansiedad, |a depresion y las
preocupaciones somdaticas fueron los sinto-
mas psiquiatricos predominantes. EL 55.26%
presentaron sintomas de moderados a extre-
madamente severos en al menos un sintoma
psiquiatrico. Los modelos regresion logistica
reflejaron como el burnout desarrollaba un
papel clave sobre los sintomas psiquiatri-
cos. Los MAPs presentaron unos resultados
heterogéneos en los diferentes parametros
de salud laboral analizados y altos niveles
de sintomas psiquiatricos. Concluimos que
existes una necesidad de proteger y mejorar

la salud laboral y el bienestar psicolégico de
los MAPs.

Palabras clave: médicos de atencion prima-
ria; burnout; satisfaccion laboral; bienestar
psicologico.

Informaciones Psiquiatricas

Abstract

This study was aimed at determining in a
sample of in a sample of General practitio-
ners (GPs) (a) their current level of burnout,
professional  satisfaction, psychological
well-being and the attitudes towards mental
health; (b) the influence of burnout, profes-
sional satisfaction and some socio-demogra-
phic variables on the level of psychological
well-being. A transversal observational study
with 38 GPs was carried out. Self-report mea-
sures were administered to assess burnout,
professional satisfaction, attitudes toward
mental health and a psychiatric interview to
evaluate psychological well-being. Some ad-
ministrative and health care management in-
dicators were also considered. Burnout (me-
dian= 38, IQR = 29, 54), and job satisfaction
levels were moderate (median = 75.5, IQR =
73, 79). Only 5.26% of GPs reported a high
burnout. Anxiety, depression and somatic
concerns were the predominant psychiatric
symptoms. Focusing only on these worrying
cases, a 55.26% of GPs presented from mo-
derate to extremely severe symptoms in at
least one psychiatric symptom. Regression
models reflected like burnout played a key
role work on psychiatric symptoms. GPs pre-
sented heterogeneous (generally modera-
te) levels across the different work-related
health parameters analyzed and high levels
of psychiatric symptoms. We conclude that
there’s a need to protect and improve GPs’
work-related health and psychological well-
being.

Key words: general practitioners; burnout;
job satisfaction; psychological well-being.
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Introduccion

El burnout, la satisfaccion laboral y el
bienestar psicolégico son tres factores rela-
cionados de salud laboral primordiales que
requieren ser valorados y controlados en
cualquier ambiente laboral, y por lo tanto en
los servicios de atencion primaria. En primer
lugar, la satisfaccion laboral es considerada
como un elemento a tener en cuenta a la
hora de valorar la calidad de gestion asis-
tencial en atencion primaria, contribuyendo
su estudio a la identificacion de posibles
oportunidades de mejora que aumenten la
calidad de los servicios ofrecidos.?? Cuando
la satisfaccion de las necesidades y motiva-
ciones personales es desatendida, puede fa-
cilmente acontecer el sindrome de burnout,
caracterizado por la sensacion de desape-
go, la despersonalizacion y la inadecuacion
profesional, con la consiguiente pérdida de
calidad asistencial.** Apoyar a los médicos
en la reduccion de su estrés laboral y en el
aumento de su motivacion y productividad
conduce a mejores resultados en areas tales
como una mayor satisfaccion de los pacien-
tes, un mejor cumplimiento del tratamiento,
mejoras en la morbilidad y la mortalidad y un
descenso tanto en la probabilidad de hospi-
talizacion como del periodo de ingreso, que
a su vez afecta a los costes de asistencia.?!
Por lo tanto, intervenir sobre el nivel de bur-
nout, satisfaccion laboral y bienestar psico-
loégico de los MAPs puede mejorar la calidad
del servico que estan ofreciendo.

Comparado con otros paises europeos, en
Espafa existe poca literatura cientifica sobre
la extesion y evolucion del burnout, satis-
faccion laboral y bienestar psicologico de los
MAPs. Se sugirié que el grado de satisfaccion
laboral de los MAP era intermedio antes de
la crisis econdomica®, pero en consecuencia,
ésta puede haber alterado no sélo el nivel
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de satisfaccion laboral, sin6 también el de
factores relacionados como el burnout. En un
estudio prospectivo realizado entre 2005 y
2007, se observo un aumento significativo
de la prevalencia de burnout, estimandose
una incidencia de burnout de 1 / 113.5 MAPs
anual.’ Finalmente, en relacion al bienes-
tar psicologico, usando cuestionarios auto-
admistrados, en 2006 se estimd una preva-
lencia de morbilidad psiquiatrica del 25,7%
entre los MAPs y pediatras’, mientras que en
poblacion general, en el afio 2014 se esti-
mo que el 8,5% de la poblacion de 15 afios
o mas tenia riesgo de sufrir algin trastorno
mental, el 6,5% de los hombres y el 10,5%
de las mujeres.’

Los datos epidemiologicos previamen-
te expuestos podrian ser obsoletos dada la
influencia que nuevos factores podrian ha-
ber ejercido. En primer lugar, la cartera de
servicios de los MAP ha aumentado?®, incre-
mentandose la presion para atender un ma-
yor nimero de pacientes con mas complejas
y variadas patologias, entre ellas de salud
mental. Hemos que tener en cuenta que la
atencion primaria de salud es la via de ac-
ceso al sistema de salud mental para el 70%
de la poblacion.' En Espafia, al compararse
con el periodo previo a la crisis economica
de 2006, una investigacion de 2010 revelo
aumentos sustanciales y significativos de
la proporcion de pacientes con alteracio-
nes del animo (19.4% en depresion mayor),
ansiedad (8.4% en trastorno de ansiedad
generalizada), somatomorfas (7.3%) y tras-
tornos relacionados con el consumo de al-
cohol (4.6% en trastorno por dependencia
al alcohol) entre aquellos que visitaban los
servicios de atencion primaria.’? Tanto en
las reuniones de coordinacion como en en-
cuestas cualitativas de los centros de aten-
cion primaria, nuestros MAPs nos revelaron
que, junto con los pacientes con trastornos

Informaciones Psiquiatricas
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musculo-esqueléticos, los pacientes con pa-
tologias mentales son el grupo de pacientes
que mas han contribuido al empeoramiento
de su nivel de burnout, satisfaccion laboral y
bienestar psicologico.

En segundo lugar, el impacto directo de
la crisis economica espafiola (la cual se ha
mantenido desde 2008) tanto sobre el esta-
do de salud de la poblacion com el sistema
de salud espanol. Esta ha tenido un impac-
to sobre el gasto sanitario, la cobertura del
sistema, la capacidad del sistema para res-
ponder a las necesidades de la poblacion y
patrones de uso versus los servios sanitarios
privados.® La actual situacion econémica ha
contribuido a un aumento de la presion asis-
tencial en atencion primaria; solo en Cata-
luna, pese a la variabilidad de datos entre
las fuentes, las plazas de MAPs se han visto
reducido alrededor de 1000 durante los alti-
mos cuatro afos.?’

En tercer lugar, hemos de mencionar el de-
pliegue del Programa de Suport de Salut Men-
tal a lAtencio Primaria (llamado PSP), basa-
do en el Collaborative Care Model que aboga
tanto por la atencion especializada como la
formacion de los equipos de atencion prima-
ria. En 2012 el PSP atendio a 3.363 perso-
nas, siendo un 45% tratados por trastornos
de adaptacion, un 35% por problemas de la
vida cotidiana que crean tension y el males-
tar, un 15% por trastornos depresivos y un
5% por un trastorno mental grave.®® EL PSP
ha contribuido a una reduccién en el ndme-
ro de nuevos casos que finalmente llegan a
los servicios especializados de salud mental,
ya que aunque la tasa de prevalencia aten-
dida en la red de salud mental (casos con
trastornos mentales tratados por afo) se ha
mostrado estable desde el afio 2008 (2008:
2,18 vs. 2012: 2,5), la tasa de incidencia
dada (nuevos casos con trastorno mental
por ano) disminuyé del 1,24 en 2008 al 0,85
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en 2012. Asi pues, observamos como el PSP
esta teniendo un claro efecto beneficioso
tanto para los MAP como para la red de salud
mental. No obstante, quizas los servicios sa-
lud mental especializados como el nuestro se
han visto mas beneficiados de este programa
ante esta reduccion de tasas de incidencia,
no habiéndose reportado (aparentemente)
también en atencion primaria. .

Dada la influencia que pudiera haber ejer-
cido los factores previamente citados, los
objetivos del presente estudio fueron deter-
minar en una muestra de MAPs (a) su ni-
vel actual de burnout, satisfaccion laboral y
bienestar psicologico y actitudes respecto la
salud mental; (b) la influencia del burnout,
satisfaccion laboral y algunas variables so-
cio-demograficas y de gestion sanitaria so-
bre el nivel de bienestar psicologico.

Método

Realizamos un estudio observacional
transversal, con analisis de regresion logis-
tica. Los registros psicométricos de los MAPs
tuvieron lugar en enero de 2016.

Criterios de inclusidon

Los participantes tenian que ser MAPs tra-
bajando en entidades publicas de atencion
primaria. Ademas, estas unidades debian de
pertenecer al sector asistencial que da co-
bertura nuestro centro de salud mental am-
bulario (CSMA).

Participantes y estrategia de
reclutamiento

Todos los MAPs involucrados con el Pro-
grama de Suport de Salut Mental a [Atencio
Primaria (PSP) de nuestro sector fueron invi-
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tados a participar en el estudio. Pertenecen
a cuatro unidades de atencion primaria, cu-
briendo una poblacion de aproximadamente
95.313 habitantes en 2016.

Después de realizarse una sesion clinica
sobre la gestion de los pacientes psiquiatri-
cos en atencion primaria dirigida a los MAPs,
se presentaron los objetivos y la metodologia
de nuestro estudio, ofreciéndose la posibili-
dad de involucrarse. Posteriormente, a todos
aquellos MAPs que finalmente aceptaron se
les entregd los cuestionarios psicométricos.
Ademas, se les programé una entrevista cli-
nica (siendo el mismo para todos) con un
evaluador independiente (un psiquiatra que
estaba efectuando el MIR), para evaluar su
bienestar psicologico. Este evaluador era
ciego respecto a los objetivos del estudio y
estaba entrenado en la administracion del
Brief Psychiatric Rating Scale (BPRS) por
parte de un psiquiatra senior. Ademas de la
aplicacion del BPRS a todos los MAPs, este
evaluador recopild todos los cuestionarios
previamente rellenados por los MAPS al fina-
lizar las entrevistas. Todas las entrevistas del
evaluador independiente se realizaron dentro
de un periodo maximo de 15 dias.

Instrumentos

En primer lugar, las siguientes variables
administrativas y sanitarias facilitadas por la
autoridad sanitaria catalana (Institut Catala
de la Salut (ICS)) fueron registradas como in-
dicadores objetivos de carga laboral:

(a) Total de visitas efectuadas anualmente
por cada MAP para todo tipo de patologias;
(b) Total de visitas efectuadas anualmente
por cada MAP ligadas a salud mental; (c) Ac-
cesibilidad: porcentaje de visitas requeridas
para las 48h siguientes que han sido satis-
fechas por cada profesional anualmente. En
todos los tres casos se obvid los datos de pa-
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cientes envuletos en programas de atencion
domiciliaria, pacientes cronicos complejos y
pacientes con enfermedades cronicas avan-
zadas.

En Segundo lugar, los siguientes intrumen-
tos fueron administrados a cada participante:
(a) Cuestionario socio-demografico disefiado
ad-hoc para este estudio. Tiene items rela-
cionados con informacion personal, social y
laboral.

(b) Version extendida del Cuestionario Font-
Roja de Satisfaccion Laboral. Este cuestio-
nario ha sido ampliamente utilizado en mu-
chos estudios espanoles, presentando unas
adecuadas propiedades psicométricas (alpha
Cronbach 0.791).'® Tiene 26 items en escala
likert [1-5]. Contiene 9 dimensiones: satisfac-
cion por el trabajo; tension relacionada con el
trabajo; competencia profesional; presion en
el trabajo; promocion profesional; relacion in-
terpersonal con los superiores; relacion inter-
personal con los companeros; caracteristicas
extrinsecas de estatus; monotonia laboral.

(c) Maslach burnout Inventory (MBI). MBI
es el instrumento mas utilizado para medir
burnout. La adaptacion espanola ha demos-
trado ser fiable y valida.' Tiene 26 items que
capturan tres dimesiones del burnout: ago-
tamiento emocional o emotional exhaustion
(EE), despersonalizacion o depersonalization
(DP), y realizacion personal o personal ac-
complishment (PA). La puntuacion Total MBI
se obtuvo como: [EE+DP+LPA]. The LPA (falta
de realizcion personal o lack of personal ac-
complishment) se calculéo como: [LPA = 48 -
PA]. Utilizamos los puntos de corte propues-
tos por Doulougeri, Georganta y Montgomery
para el MBI: Puntuaciones EE > 27 son con-
sideradas como alta, 19-26 como media, <18
como baja; Puntuaciones DP >10 como alta,
6-9 como media, <5 comos baja; Puntuacio-
nes PA >40 comos alta, 34-39 como media,
<33 como baja; Puntuaciones Total MBI con
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percentil >75 como alta, 25-75 como media,
<25 como bagja.
(d) Struening And Cohen’s Opinion About Men-
tal Illness Questionnaire (Cuestionario de Opi-
nion sobre Enfermedad Mental, OMI). Adapta-
do para su uso en Espafia por Ylla y Guimén
con adecuadas propiedades picométricas.?®
Tiene 63 items, de los cuales se infieren 5
dimensiones: negativismo o negativism; so-
cial/interpersonal etiology o etiologia social/
interpersonal; autoritarismo o authoritaria-
nism; restrictividad social o restrictiveness;
prejuicio o prejudice.

2. Medidas psicométricas hetero-aplicadas:
- Brief Psychiatric Rating Scale (BPRS). Esta
entrevista semi-estructurada es una de las
escalas mas antiguas y ampliamente utiliza-
das por los clinicos y los investigadores para
medir los sintomas psiquiatricos. Entre las
diferentes versiones disponibles, en Espana
se valido dentro de The Positive and Negative
Syndrome Scale (PANSS).?° Los 18 items son
calificados por un clinico entrenado en base
al comportamiento observado y del habla. El
intérvalo de tiempo considerado es la sema-
na anterior a la calificacion. La presencia y
gravedad de los sintomas psiquiatricos se ca-
lifican en una escala de likert que varia de 1
(no informado) a 7 (muy grave); por lo tan-
to, las puntuaciones posibles varian de 18 a
126 indicando las mas bajas psicopatologia
menos grave. Entre los disponibles, se usa-
ron los puntos de corte para la puntuacion
total propuestos por Leucht y colegas por su
solidez, a pesar de ser s6lo generalizables a
los pacientes con esquizofrenia y almenos
sintomas positivos moderados: 31 como le-
vemente enfermo; 41 como moderadamente
enfermo; 53 como muy enfermo. En cualquier
caso, el BPRS puede ser una herramienta atil
para determinar la presencia de un trastor-
no mental, pero insuficiente si se aplica en
solitario.

Informaciones Psiquiatricas

Consideraciones éticas
y de financiacion

El protocolo de investigacion fue aprobado
por el Comité de Etica en Investigacion Cli-
nica (CEIC) de la Unidad de Soporte a la In-
vestigacion regional del Institut Universitari
d'Investigacio en Atencio Primaria (IDIAP),
siguiendo la ley contenida en la Declaracion
de Helsinki y en la ley nacional de protec-
cion de datos personales.

Analisis estadistico

Las caracteristicas de la muestra se descri-
bieron calculando medianas y rangos inter-
cuartiles (IQR) para variables numeéricas y
frecuencias absolutas y relativas (%) para
variables binarias y categoricas

Para evaluar el efecto del burnout, la sa-
tisfaccion laboral y las variables socio-de-
mograficas sobre el bienestar psicologico, se
ajustaron cuatro modelos de regresion logis-
tica sobre los sintomas del BPRS mas preva-
lentes. En cada modelo, la presentacion de
-0 no- de cualquier grado de sintomas fue
explicado por el MBI total, total del Cuestio-
nario Font Roja-AP de Satisfaccion Laboral,
edad, sexo y experiencia laboral.

Las distribuciones observadas fueron ilus-
tradas usando diagramas de caja.

Todas las estadisticas se realizaron usando
el R Development Core Team software (2011).

Resultados
Valores socio-demograficos

Nuestra muestra estubo compuesta predo-
minantemente de mujeres (78.95%) de me-

diana edad (mediana= 49 afios, IQR = 42.25,
56). La mayoria curso el MIR (78.95%) y
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ostenta muchos afios de experiencia profe-
sional (17 [12.25, 28 ]). Habia una mayoria
de contratos indefinidos (65.79%) y turnos
laborales mixtos (68.42%). La mayoria habia
recibido escasa formacion en salud mental
durante el altimo afio (0 [0, 10]).

Valores administrativos
y clinicos

En relacion a los datos administrativos, la
mediana del total de visitas efectuadas anual-
mente por cada MAP para todo tipo de pato-
logias fue 4404 (IQR = 4004.25, 4816.25).
La mediana del nivel de accesibilidad fue de
91.60 (IQR = 72.88, 100). Finalmente, la me-
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diana del total de visitas efectuadas anual-
mente por cada MAP ligadas a salud mental
fue 355 (IQR = 291, 434).

En conjunto, la mediana de la satisfaccion
laboral evaluada por el Cuestionario Font Ro-
ja-AP de Satisfaccion Laboral fue 75.5 (IQR =
73, 79); las puntuaciones oscilaban entre 26
- 130 (Figura 1). En base este cuestionario,
por un lado podemos observar una moderada
satisfaccion por el trabajo (F1) y promocion
profesional (F5), pero por el otro una mode-
rada tension relacionada con el trabajo (F2) y
presion en el trabajo (F4). La relacion inter-
personal con los companeros (F7) tendia a ser
mas fluida que con con los superiores (F6).

Figura 1. Distribucion de las dimensiones de la version extendida del Cuestionario

Font-Roja de Satisfaccion Laboral
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Notas: Diagramas de caja de los resultados. Dimensiones: F1: satisfaccion por el trabajo; F2:
tension relacionada con el trabajo; F3: competencia profesional; F4: presion en el trabajo; F5:
promocion profesional; F6: relacion interpersonal con los superiores; F7: relacion interpersonal
con los compafieros; F8: caracteristicas extrinsecas de estatus; F9: monotonia laboral. Los
diagramas muestran los cuartiles y los outliers amb con un rango terérico en segundo plano.
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Figura 2. Distribucion de las dimensiones del Maslach Burnout Inventory (MBI)
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Notas: EE: Emotional exhaustion; DP: Depersonalization; PA: Personal
accomplishment.

Figura 3. Distribucion de las dimensiones del Cuestionario de Opinion sobre
Enfermedad Mental (OMI)
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Notas: Diagramas de caja de los resulados. Dimensiones: Negativism; Social/
interpersonal etiology; Authoritarianism; Restrictiveness; Prejudice.
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La mediana del nivel total de burnout cal-
culada estaba en la media, situandose en 38
(IQR = 29, 54). Solo 2 (5.26%) MAPs mos-
traron puntuaciones en total MBI en percen-
tilies >75 . A parte, todas las puntuaciones
en las 3 subescalas del 3 MBI estaban en la
media (Figura 2): emotional exhaustion (EE)
(mediana = 21.50, IQR = 13.25, 28.75); de-
personalization (DP) (mediana = 6.50, IQR =
4.25, 11.75); personal accomplishment (PA)
(mediana =38, IQR = 34, 43.75).

En relacion a las Opiniones sobre las en-
fermedades Mentales medidas por el el cues-
tionario OMI, las puntuciones variaron a lo
largo de las dimensiones del OMI (Figura 3).
Observamos puntuaciones altas en negati-
vism (mediana = 59, IQR = 55.25, 61); rango
0 - 75. Puntuaciones altas fueron tambien
detectadas en social/ interpersonal etiology
(mediana =44, IQR = 36.50, 48.27); rango
0 - 65. Punctuationes fueron medias en
Restrictiveness (mediana = 8, IQR = 6, 10);
rango 0 - 20. Puntuaciones medianas fueron
tambien observadas en prejudice (mediana =
7, IQR = 5.25, 9); rango 0 - 20. Finalmen-
te, puntuaciones bajas fueron observadas
en authoritarianism (mediana = 9, IQR = 8,
11.75); rango 0 - 35.

En los resultados de los items del BPRS
(Tabla 1) podemos observer como sélo un
10.5% de los MAPs no presentaba ningin
nivel de ansiedad, desde el punto de vis-
ta de un juicio clinico. Otros sintomas psi-
quiatricos predominantes fueron niveles le-
ves de estado de dnimo depresivo (18.4%),
preocupaciones somaticas (13.2%), hostili-
dad (15.8%) y sentimientos de culpabilidad
(10.5%). En realacion a la coomorbilidad de
sintomas, 36 (94.74%) de los MAPs presen-
taron simultaneamente mas de un sintoma
en el BPRS (en cualquier nivel del rango de
severidad). Focalizandose sé6lo en estos ca-
sos preocupantes, 21 (55.26%) MAPs sufrian
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sintomas de moderada a muy grave severi-
dad; entre ellos, solo 7 (18.42%) MAPs pre-
sentaba mas de un sintoma simultaneamen-
te. Finalmente, la puntuacion total del BPRS
(mediana = 24, IQR = 22, 27), la Subescala
Negativa (mediana = 4, IQR = 4, 4) y la Sub-
escala Positiva (mediana = 4, IQR = 4, 4)
no fueron clinicament significativas. Soélo 3
(7.89%) sujetos presentaban puntuaciones
en el total del BPRS > 31 (como levemente
enfermo), y ninguna > 41 (como moderada-
mente enfermo).
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Table 1. Brief Psychiatric Rating Scale (BPRS) (Parte 1)

Grado de Severidad

Modeada Muy

1.Preocupacion

Somatica (63 2%) (15. 8%) (13. 2%) (2. 6%) (5. 3%)

. 4 5 9 10 4 6
2.Ansiedad (10.5%) | (13.2%) | (23.7%) = (26.3%) | (10.5%) | (15.8%) 0
3.Aislamiento 36 1 1 0 0 0 0
Emocional (94.7%) = (2.6%) (2.6%)
4.Desorganizacion 37 1
Conceptual (97.4%) = (2.6%) g 9 0 9 0
5.Sentimientos 19 12 4 3 0 0 0
de culpabilidad (50.0%) @ (31.6%) | (10.5%)  (7.9%)

3 38
6.Tension (100.0%) 0 0 0 0 0 0
7.Manerismo y 38
posturas corporales (100.0%) 0 0 0 0 0 0
extranas

38

8.Grandeza (100.0%) 0 0 0 0 0 0
9.Estado animo 14 15 7 1 0 0 1
depressivo (36.8%) @ (39.5%) | (18.4%) @ (2.6%) (2.6%)
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Table 1. Brief Psychiatric Rating Scale (BPRS) (Parte 2)

Grado de Severidad

Modeada Muy

10. Hostilidad

(34 2%) (44 7%) (15. 8%) (2. 6%) {2 6%)

33 5

11. Suspicacia (86.8%) | (13.2%) 0 0 0 0 0

12. Conducta 37 1

Alucinatoria (97.4%) | (2.6%) g 0 9 @ 0

38

13. Retraso Motor (100.0%) 0 0 0 0 0 0
: 38

14. No Cooperativo (100.0%) 0 0 0 0 0 0

15. Contenido 38

inusual del (100.0%) 0 0 0 0 0 0

pensamiento %o

16. Afecto 36 2

Aplanado (94.7%) | (5.3%) 0 g 0 0 0

G 24 10 3 1
17. Excitacion (63.2%) | 26.3%) | (7.9%) | (2.6%) 0 0 0
18. Desorientacion oo 0 0 0 0 0 0
' (100.0%)
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Regresiones logisticas

Los modelos de regression logisitca sobre
los principales sintomas psiquiatricos de los
MAPs mostraron como un aumento del bur-
nout (COEF=1.10 (1.03, 1.21); p =0.019) y
experiencia profesional (COEF= 1.34 (1.08,
1.99); p =.049) estaba asociado con una ma-
yor posibilidad de sufrir depresion. A parte,
tener baja edad (COEF= 0.62 (0.35, 0.84); p

= 0.02) y burnout (COEF=0.94 (0.88, 0.99);
p =0.024) estaba asociado con una baja pro-
babilidad de sufrir hostilidad en cualquier
nivel. Finalment, presentar un elevado bur-
nout (COEF=1.08 (1.02, 1.17); p =0.026) o
baja satisfaccion laboral (COEF=0.69 (0.46,
0.90); p = 0.022) estaba asociado con ma-
yores nivels de culpabilidad. En relacion a la
ansiedad, no encontramos diferencias esta-
disticamente significativas.

Table 2.Regresiones logisticas sobre los principales sintomas psiquiatricos de los MAPs

1.Depresion
Edad 0.79 (0.56, 0.97) 0.075
Género 1.32 (0.17, 10.24) 0.785
Afos de experiencia 1.34 (1.08, 1.99) 0.049*
Burnout (total) 1.10 (1.03, 1.21) 0.019*
Satisfaccion Laboral (Total) 1.08 (0.94, 1.30) 0.307
2.Hostilidad
Edad 0.62 (0.35, 0.84) 0.02*
Género 0.29 (0.01, 4.70) 0.437
Afos de experience 1:33 (1.03; 2.05) 0.093
Burnout (total) 0.94 (0.88, 0.99) 0.024*
Satisfaccion laboral (total) 1.08 (0.85, 1.37) 0.513
3.Culpa
Edad 1.16 (0.92, 1.54) 0.245
Género Inf (0, Inf) 0.993
Afios de experiencia 1(0.80, 1,23) 0.962
Burnout (total) 1.08 (1.02, 1.17) 0.026*
Satisfaction laboral (total) 0.69 (0.46, 0.90) 0.022*

? Coeficientes y 95% intérvalos de confianza del modelo de regresiones logisticas
prediciendo los principales sintomas psiquiatricos de los MAPs.

Nota *p <.05; ** p <.001

Informaciones Psiquiatricas
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Discusion

Los MAPs presentaron resultados hete-
rogéneos una vez analizados los diferentes
parametros de salud laboral y psicolégicos,
observandose en nuestro estudio tanto for-
talezas como debilidades.

Por un lado, observamos un empeoramien-
to de la carga de trabajo de los MAPs (segun
los indicadores administrativos y sanitarios)
en comparacion con los datos observados en
las mismas unidades de atencion primaria en
los daltimos afios. Lamentablemente, estas
medidas son sélo intra-grupo ya que hasta
ahora carecen de comparacion externa. Los
recortes en el presupuesto sanitario, las di-
ficultades para reemplazar las bajas por en-
fermedad o la disminucion de las plazas de
MAP pueden haber sido algunos elementos
contribuyentes.

Asimismo, en la linea de publicaciones
previas se observaron niveles moderados de
burnout y satisfaccion; no detectamos un
empeoramiento significativo de estos dos pa-
rametros en comparacion con los senalados
antes y durante la crisis econémica espafio-
la®***, o con aquéllos aportados por estudios
internacionales.? Solo 2 (5.26%) MAPs infor-
maron una puntuacion total en el MBI > 75
(como alta), cifras menos prevalentes las ob-
servadas en otros estudios realcionados.'” Con
respecto a las opiniones y actitudes hacia las
enfermedades mentales, las puntuaciones en
OMI no reflejaron un alto prejuicio hacia ellas,
pero si mostraron carencias en el manejo cli-
nico de los pacientes psicopatologia, que es
congruente con estudios previos.? No obstan-
te, proporcionar a los MAPs mas habilidades
y entrenamiento en salud mental podria me-
jorar las altas puntuaciones detectadas en el
negativism (definido como actitud benévola,
caritativa, simplista, paternal y autoritaria) y
la interpersonal etiology of mental disorders.

CARGA ACTUAL DE LOS MEDICOS DE FAMILIA;

¢ UNA NECESIDAD DE INTERVENCION PSICOLOGICA?

Por otro lado, los resultados de la salud
mental de los MAP fueron de algiin modo po-
lémicos. Sabiamos de antemano por estudios
nacionales’”* e internacionales® que existe
entre el 25 y el 30% de la morbilidad psi-
quiatrica entre los MAPs. Por lo tanto, en
esta linea con la literatura, esperabamos una
cifra superior que en la poblacion general
pero al mismo tiempo menor que las cifras
anteriormente mencionadas después que el
estado mental fuera evaluado mas a fondo a
través de una entrevista clinica psiquiatrica.
Hasta ahora, después de revisar las principa-
les bases de datos de investigacion, todos
los estudios espanoles e internacionales so-
bre este tema sé6lo administran cuestionarios
de salud auto-administrados como el General
Health Questionnaire (GHQ), los cuales son
utiles pero clinicamente menos precisos y
profundos que las entrevistas clinicas. Nues-
tros resultados reflejan esta alta proporcion
de MAPs que presentan sintomas psiquiatri-
cos pero mucho mas de lo esperado tenien-
do en cuenta las consideraciones previas.
Teniendo en cuenta que solo los casos que
la atencion en salud mental podria ser de al-
gin modo recomendada, 21 (55.26%) MAPs
sufrian sintomas de moderado a muy grave.
En relacion a la coomorbilidad de sintomas,
36 (94.74%) MAPs presentaban mas de un
sintoma en el BPRS simultaneamente. Entre
el subgrupo con sintomas moderados a muy
graves, 7 (18.42%) MAPs presentaron mas de
un sintoma en el BPRS simultaneamente.

En cuanto al tipo de sintomas psiquiatri-
cos observados, tal y como también se sefa-
la en la literatura, la ansiedad, la depresion
y las preocupaciones somaticas fueron las
predominantes.* ELl 89.5% de los MAP sufrian
niveles de ansiedad de muy leves a graves.

Sorprendentemente, en nuestra muestra
hubo un 15.8% de prevalencia de hostili-
dad. A pesar de que estas tasas mas altas

Informaciones Psiquiatricas
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de sintomas psiquiatricos, se considera que
los MAPs tienden a ocultar sus problemas y
seguir trabajando incluso cuando estan en-
fermos.

Regresiones logisticas

Dados estos resultados en el bienestar
psicoloégico, llevamos a cabo un modelo
de regresion logistica sobre los principales
sintomas psiquiatricos. Nuestros resultados
son dificiles de comparar con anteriores da-
tos de investigacion espanoles sobre este
tema porque aqui se realizd una entrevista
psiquiatrica, informandose sobre sintomas
en lugar de ofrecerse un indice global de
morbilidad psiquiatrica.” Aqui podemos ob-
servar como el burnout, la satisfaccion labo-
ral y los factores socio-economicos ejercie-
ron diferentes efectos sobre cada sintoma
psiquiatrico. En cualquier caso, si queremos
aumentar nuestra comprension sobre el
bienestar psicologico de los MAPs, se reque-
riria de un analisis mas amplio y complejo.

Limitaciones y fortalezas
del estudio

Tenemos que reconocer una serie de im-
portantes limitaciones en nuestro estudio.
En primer lugar, el tamafio de la muestra
es modesto en comparacion con otros estu-
dios en este campo.?* Sin embargo, es una
proporcion importante del total de nuestra
poblacion de estudio, estando en todo caso
aseguranda la representatividad de este co-
lectivo. En segundo lugar, si bien es clini-
camente mejor que usar un cuestionario, la
administracion de nuestra entrevista clini-
ca podria ser un tanto controvertida en la
poblacion general. EL BPRS es una medida
solida psicométricamente, pero principal-
mente administrada en esquizofrenia. Sin
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embargo, hay evidencia cientifica que apoya
su uso para detectar otros tipos de psicopa-
tologias.” De hecho, teniendo el tiempo y
los recursos requeridos, habria sido incluso
mejor utilizar entrevistas mucho mas largas
y complejas como The Structured Clinical In-
terview for DSM-5 (SCID-5). En este contex-
to de exploracion psiquiatrica, podria haber
sido también interesante analizar dominios
mas alla de los establecidos por el BPRS,
como por ejemplo las conductas alimenta-
rias o adictivas, sintomas psiquiatricos se-
fialados por la literatura como mas frecuen-
tes que en poblacion general.” Respecto a
los datos administrativos, es dificil compa-
rar nuestros datos con las de otros centros
de salud debido a la disparidad de organiza-
cion y caracteristicas. Ademas, los propios
indicadores no estan exentos de la critica.

Sin embargo, al menos para nuestro sis-
tema de salud, podrian ser Gtiles en futuras
investigaciones. Finalmente, debemos con-
siderar que todas las comparaciones previas
y posteriores a la crisis econdomica espanola
son informales porque no fueron adminis-
tradas herramientas que pudieran controlar
la posible influencia ejercida por factores de
confusion.

Como puntos fuertes de nuestro estudio,
queremos enfatizar su validez ecologica. El
estudio se llevo a cabo en la practica clini-
ca real, con todas las restricciones que esto
acarrea: elevada peticion de servicios, so-
brecarga de trabajo, restricciones en la fre-
cuencia de las visitas de seguimiento, etc.
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Conclusiones

Dada la importancia de la salud laboral y
los resultados mixtos detectados en nues-
tra muestra, podemos concluir que existe
una necesidad de protegerla y mejorarla. La
cuestion es qué intervencion debe ser imple-
mentada, ya que todavia se requieren futuras
investigaciones que desarrollen modelos que
describan el fenomeno, identifiquen factores
relacionados y estrategias efectivas de inter-
vencion. En este contexto, esperamos pre-
sentar en un futuro proximo los resultados
de las nuevas intervenciones multimodales
que estamos llevando a cabo. Su objetivo es
facilitar a los MAPs mejores habilidades para
hacer frente a esta mayor presion de asisten-
cia con menores costes personales.
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PROTOCOLO DE INTERVENCION IBST
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Soluciones e
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