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Abstract
Background  GPs are on the front line for the identification and management of chronic depression but not much is 
known of their representations and management of chronic depression.

Objectives  To analyze GPs’ representations of chronic depression and to explore how they manage it.

Methods  Three focus groups were conducted with 22 French-speaking general practitioners in Switzerland. The 
focus groups were transcribed and coded with MaxQDA. A detailed content analysis was carried out and the results 
were synthesized into a conceptual map.

Results  GPs form representations of chronic depression at the intersection of expert and lay knowledge. When 
talking about patients suffering from chronic depression, GPs mention middle-aged women with complex 
psychosocial situations and somatic complaints. GPs’ management of chronic depression relies on the relationship 
with their patients, but also on taking care of them as a whole: psyche, body and social context. GPs often feel 
helpless and lonely when confronted with a patient with chronic depression. They insist on the importance of 
collaboration and supervision. As regards chronic depression management, GPs remain alone with patients suffering 
from complex biopsychosocial situations. In other situations, GPs seek the help of a psychiatrist, sometimes quickly, 
sometimes after a long approach. In each situation, GPs have to develop skills for translating patients’ complaints.

Conclusion  GPs endorse a role of interpreter, making the physical presentation of their patient complaints move 
towards a psychological appreciation. Our results call for a renewed interest in GPs’ role as interpreters and the means 
to achieve it.
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Background
Depression affects more than 200 million people world-
wide [1]. After a first episode of depression, half of the 
people will have a further episode, “and in 10% it will fol-
low a persistent or chronic course” [2]. However, interna-
tional classifications are not unanimous on the definition 
of chronic depression (CD), which is a clinical entity at 
the intersection of different domains of mood disorders. 
It can be understood as (a) a major depressive episode 
that lasts, (b) a set of depressive symptoms that do not 
constitute a major depressive episode but are present 
almost every day, (c) repetitive major depressive episodes 
with no real remission between episodes, or (d) a com-
bination of these elements. ICD-10 does not allow for a 
chronic course of major depressive disorder to be coded, 
while DSM-5 proposes the category of persistent depres-
sive disorder. Therefore, we decided not to treat CD as 
an existing diagnosis, but rather to investigate what CD 
means for general practitioners (GPs), how do they rec-
ognize a patient suffering from CD and how they use the 
diagnosis of CD to organize treatment and possibly col-
laborate with psychiatrists1.

In fact, as far as depression is concerned, GPs are on 
the front line. In the UK, “all patients are registered with 
their own [GP], who provides almost all initial advice and 
management for illness”, which means that identification 
and management of depression is “a common experience 
for GPs” [3]. Similarly, a Swiss study showed that 96.9% 
of them treat patients with depression [4], and Swiss GPs 
estimate that around 30% of their patients suffer from 
depression [5]. One in two depressions treated by GPs 
is severe and recurrent [5] and around 73% of patients 
with severe depressive symptoms suffer from significant 
somatic problems [6]. Concurrently, there is a lack of 
guidelines for GPs on how to take care of chronic depres-
sion. In Switzerland, psychotherapy is reimbursed by 
social insurance and can be prescribed by any GP. It is, 
however, underprescribed [5].

Our article aims at answering two research questions: 
(1) what do GPs understand by the condition of “chronic 
depression”? (2) How do they manage chronic depression 
(treatment and referral)?

Methods
Study context
In Switzerland, out of a total of 38,500 practicing physi-
cians in 2020, 20,300 practice in the ambulatory sector 
[7]. About 22% are qualified in general internal medi-
cine, 4% are medical practitioners with a European title 
in general medicine, and 10% are psychiatrists [7]. Phy-
sicians with degrees in general internal medicine and 

1  In Switzerland, psychiatrists are also trained in psychotherapy, so they 
have the dual title of psychiatrist-psychotherapist.

medical practitioners are considered as GPs. The ambu-
latory system is liberal with remuneration based on the 
time devoted to the patient. Physicians can practice in an 
individual practice or in a group practice. GPs working in 
these settings usually practice independently and not as 
employees, while GPs practicing in outpatient clinics are 
generally employees. In private individual practices, the 
GP practices alone with minimal support staff and mini-
mal technical resources. Technical and staff resources 
can vary considerably between group practices, depend-
ing on the number and specialization of physicians work-
ing together. Switzerland clearly lacks GPs in both urban 
and rural areas. The care of vulnerable populations is not 
a question of geographical area but linked more to the 
ability of doctors to take charge of complex situations.

Population and sampling
Twenty-two participants were recruited by means of a 
mailing list of the GPs’ from the Vaud Society of Medi-
cine, as well as through personal contacts (AL and CF 
during march 2017). Candidates answered voluntarily to 
the email they received or to the personal solicitation. AL 
was the person of contact for GPs interested in partici-
pating and responsible for the recruitment process. There 
was no refusal by personal contact. We used a purposeful 
variation sampling method, assuring diversity, consider-
ing age, gender, practice area and additional training in 
psychosocial and psychosomatic medicine (open to all 
MD in Switzerland) 2. Possibly GPs with this additional 
training have more experience in mental health. A con-
sent form explaining the process of the study, the pro-
cessing of the data, the remuneration, the rights and 
obligations as well as the qualities of the research staff 
was signed by every GP before their participation to the 
focus groups.

Data collection
We conducted three focus groups with GPs in French-
speaking Switzerland with respectively four, seven 
and eleven participants. Focus groups were conducted 
between January and March 2017 according to an inter-
view guide (Table 1). Focus groups were led by a trained 
female sociologist (AL, PhD), along with two female 
undergraduate students in medicine (CF) and psychology 
(MH). One of the students (CF) co-animated the focus 
groups, while the other (MH) took notes to help the 
transcription. Focus groups took place in an outpatient 
clinic, in the city center of Lausanne, and their length was 
about one hour and a half each, without repetition. Since 
international classifications such as ICD-10 and DSM-5 

2  In Switzerland, GPs have the opportunity to follow an additional training 
in psychosomatic and psychosocial medicine, which is recognised by the 
professional association.
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do not share a common definition of chronic depres-
sion, focus groups appeared as more suited to capture 
a common definition of chronic depression emerging 
from participants’ private definitions, to enlarge partici-
pants’ profiles and to enrich answer contents. Given the 
diversity of definitions, we decided to anchor the dis-
cussions in the practical experience of the participants 
and started by asking GPs to individually write a clinical 
vignette describing the case of one of their patients suf-
fering from CD. On the basis of these vignettes, we asked 
them to single out the characteristics of patients with CD. 
We then asked how they treat these patients and coordi-
nate with psychiatrists3. Focus groups were audio-taped 
and transcribed verbatim by a professional. Socio-demo-
graphic and professional data such as gender, age, coun-
try of graduation, years since graduation, type of practice 
(individual/group/outpatient clinic), years since practice 
opening, localization (urban/semi-urban/rural) as well as 
whether they were specialized in family medicine or in 
psychosomatic medicine were collected.

Data analysis
Our theoretical framework was a grounded theory 
approach. The main research areas were defined by our 
research questions (representations of CD, management 
of CD, collaboration with psychiatrists). Codes were 
derived from the data through inductive open coding, 
in geronds or action verbs [8, 9]. The first focus group 
was coded individually by each member of the research 
team. After this was completed, the team established a 
joint draft of the coding list. The following focus groups 
were coded by three researchers – a sociologist (AL), a 

3  Due to space limitations, we have decided not to address the issue of coor-
dination and collaboration between GPs and psychiatrists in this article.

GP (DW) and a medical student (CF) – with the soft-
ware MaxQDA. Each focus group was coded by two cod-
ers, who then proceeded to intercoding agreement. The 
potential disagreements were flagged by a “memo” and 
discussed in the team until an agreement was reached. 
Discussions also took place after coding the three focus 
groups, to proceed to the last agreements and delete or 
group together some of the sub-codes (axial coding, elab-
oration of categories and properties). At the end of the 
process, the new codes appeared to be slight variations of 
existing codes. Therefore, we considered that data satura-
tion was sufficient. From the coded material, a detailed 
content analysis was carried out by the research group 
and a conceptual map was designed to synthesize our 
results. A session was organized for presentation of first 
results where the participants were invited.

Results
The participants were fourteen men and eight women, 
aged between 30 and 72 years old, with a mean age of 
51.8 years. They were experienced with a mean time 
since graduation of 25.0 years and since practice opening 
of 14.8 years. They worked either in an individual private 
practice (n = 10), a collective private practice (n = 7) or an 
outpatient clinic (n = 5), located in urban (n = 14), semi-
urban (n = 6) or rural area (n = 2). About a half of them 
(n = 9) received a training in psychosocial and psychoso-
matic medicine. (Table 2)

We present our results in three sections: characteris-
tics of the patients treated by GPs, treatment and type of 
referral to psychiatrists.

Characteristics of patients with chronic depression treated 
at the general practice
From the majority of GPs’ point of view, CD is not a pre-
cise diagnostic entity but a diagnostic nebula, consisting 
mainly of somatic complaints and complex psychosocial 
difficulties. It is similar to – and sometimes merges with 
– medically unexplained symptoms. Often, the patients 
themselves do not recognize the existence of a psycho-
logical problem.

When asked about the characteristics of patients with 
CD, GPs mainly talked about middle-aged women (45–
65 years old). Their psychosocial situation is complex and 
characterized by precarious employment (nightshifts or 
irregular hours of work, work environment “at risk for 
anxiety and depression”); financial difficulties (debts, 
social insurance pension); isolation and loneliness; rela-
tionship problems with the family (drug or alcohol con-
sumption, conflicts, domestic violence, divorce) but also 
at work (mobbing, dismissal); childhood trauma (mis-
treatment, sexual abuse) and, often, a history of migra-
tion, sometimes traumatic.

Table 1  Interview guide
To begin this focus group, we suggest that you take a couple of 
minutes to think about a situation of chronic depression in your 
practice that you would like to describe, and write it down.
1. Referring to the clinical situation you have just written, what do 
you think characterizes chronic depression in general practice?
2. How do you deal with a chronically depressed patient?
a. What type of support do you offer?
b. Why would you offer this type of support?
c. What difficulties do you encounter?
d. How do you feel about these patients?

3. In the case of chronic depression, how do you see the role of the 
psychiatrist?
a. Thinking about clinical situations that you know, can you tell us why 
and how you decide whether or not to call on a psychiatrist?
b. How would your action be different and/or complementary to that 
of the psychiatrist in these situations?
c. What should/could be done to make the collaboration between fam-
ily physicians and psychiatrists go better?

4. Has your representation of depression changed over the years?
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Somatic complaints are at the forefront of CD in gen-
eral practice. Some GPs used the word “polyplaintive” to 
describe their patients with CD, stating that they always 
come at the GP’s with new physical complaints. Some 
GPs made the hypothesis that the somatic complaints 
were linked to the difficulty of thematizing the emotional 
problem: “I think that these people, the chronification 
– we’re talking about chronicity – it’s more like people 
we’re having trouble approaching. The people we could 
talk to about the problems, the real problems they have, 
either us or the psychiatrist, they will find solutions and 
I think we can no longer talk about CD” (FG2-GP8). 
According to some GPs, somatic complaints are due to 
the fact that “there’s something depressive about it, but 
it’s not said because there are no words to say it” (FG1-
GP7), therefore it is expressed through “extreme pains 
(…) that often make them consult urgently, see a lot of 
specialists” (FG1-GP2).

Precise diagnosis was not considered of great impor-
tance, since GPs practice a “person-centered medicine” 
which focuses on the patient’s difficulties rather than on 
a specific pathology. Their representations of CD and of 
their patients mixed expert and lay knowledge. Some of 
them used the concept of “masked depression”, while oth-
ers expressed the idea that patients with CD indulge in 
their suffering: “I have a lot of patients where (…) it seems 

that CD becomes a leitmotif in fact, that it is a label that 
suits them. In fact, it’s an operating mode” (FG3-GP2).

Treatment of patients with chronic depression by general 
practitioners
Some patients are quickly referred to a psychiatrist, while 
others are treated in the long-term by GPs. For the lat-
ter, GPs mobilize a number of tools and resources. At the 
heart of their management of CD lies the relationship 
between their patients and themselves. GPs mentioned 
many times the importance of the bond, of trust and con-
fidence. Some of them insisted that it is necessary to get 
away from the idea they have to do something, in order to 
actually meet the person. With experience, they learn to 
“prescribe themselves” as doctors, and one GP joked that 
their two main tools are “the stethoscope and the tissues”.

Some GPs emphasize the necessity of setting a frame-
work for the consultation and seeing the patient regularly. 
For most patients, they try to elaborate on the somatic 
complaints, and for some, they prepare them for psycho-
therapy. Most participants insisted on the importance of 
global care in general practice, that is, to take care of the 
psyche as well as the body, but also to take care of the 
patient as a whole, taking into consideration the patient’s 
context. Some GPs try to highlight the patient’s resources 
and to activate them. Another set of tools mentioned by 

Table 2  Participants socio-demographic characteristics and professional data
FG No Age range Gender

M/F
Country of 
graduation

Years since 
graduation

Specialist 
in Family 
Medicine

Specialist 
in Psycho-
somatic 
Medicine

Type of 
practice

Years since 
practice 
opening

Localisa-
tion

1 40–44 M Switzerland 19 Yes Yes Group (2–5) 10 Urban

1 50–54 F Switzerland 26 Yes Yes Outpatient 16 Urban

1 55–59 F Switzerland 32 Yes Yes Individual 17 Semi-urban

1 45–49 M Switzerland 20 Yes Yes Group (2–5) 11 Rural

2 55–59 M Switzerland 34 Yes No Individual 24 Urban

2 55–59 M Switzerland 32 Yes No Group (> 5) 25 Urban

2 35–39 M Spain 6 Yes No Outpatient. - Urban

2 65–69 M Switzerland 40 Yes No Individual 26 Urban

2 35–39 M Portugal 13 No No Outpatient - Urban

2 30–34 F Switzerland 7 No No Outpatient - Urban

2 50–54 M Switzerland 26 Yes Yes Group (2–5) 16 Semi-urban

3 40–44 F Switzerland 15 Yes Yes Group (2–5) 4 Urban

3 70–74 M Syria 47 Yes No Individual 27 Urban

3 60–64 F Switzerland 36 Yes No Group (2–5) 25 Semi-urban

3 55–59 F Switzerland 27 Yes Yes Individual 11 Semi-urban

3 40–44 F Switzerland 19 Yes Yes Individual 10 Urban

3 30–34 F Switzerland 6 No No Outpatient. - Urban

3 45–49 M Switzerland 20 Yes No Individual 9 Urban

3 65–69 M Switzerland 39 Yes Yes Individual 32 Rural

3 45–49 M Switzerland 8 Yes In training Group (2–5) 1 Semi-urban

3 70–74 M Switzerland 46 Yes Yes Individual 40 Semi-urban

3 60–64 M Switzerland 31 No No Individual 21 Urban
Note Specialist in Psychosomatic Medicine = Member of the Swiss Association in Psychosomatic and Psychosocial Medicine; Outpatient = Public outpatient clinic
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GPs are the prescriptions, such as sick-leaves, antide-
pressants or even complementary therapies (massages, 
sophrology, meditation, art or music therapy). Many GPs 
have received additional training (psychosomatic medi-
cine, hypnosis, CBT, brief psychodynamic therapy) and 
use the acquired knowledge to help patients with CD.

GPs often feel helpless and lonely when confronted 
with a patient with CD:

Maybe the feeling of helplessness is also that feeling 
a bit distressing, when you think that these people, 
in the end we are really settled in chronicity, these 
people are clinging to us (…). We have to offer them 
this setting, this continuity, on the long-term, and 
sometimes we have the impression that nothing is 
moving, we don’t move forward. We know it is part 
of the game but despite everything, we are sometimes 
overtaken by this feeling of emptiness or lack of effec-
tiveness. (FG1-GP7)

To face these feelings, most GPs insist on collaborating – 
in order to not be alone with the patient – and on taking 
care of themselves: “Our tools, at that moment, is to not 
get depressed ourselves, to hold up, so it is the supervi-
sions, the intervisions, things like that” (FG1-GP2). GPs 
insisted on the importance of working with the health-
care network: “the tool is the network (…). I find that it’s 
very difficult to manage, but it’s still what makes it pos-
sible to hold up, because it’s really often that you have to 
hold for a long time, and alone it’s very ambitious!” (FG2-
GP7). More generally, GPs expressed the need to “take 
care of the caregiver” in order to “avoid the compassion 

fatigue that exists in relation to these patients who are 
polyplaintive, who may not be very compliant with the 
treatment and who are not very positive” (FG2-GP3). 
Some GPs even linked up the caregiver’s condition with 
the patient’s: “the Balint groups are very useful. Because 
we can talk about it, and then we get better, we approach 
the patient differently, and the patient often gets bet-
ter after we talk in the Balint group” (FG2-GP7). Finally, 
most GPs mentioned that treating CD becomes less 
difficult with experience and training, also because it 
gets easier to feel at ease with the idea that “it is ok” to 
“merely” take care of the patient if it is not possible to 
cure him/her.

[Figure 1. Three pathways for the patient with chronic 
depression in family practice] Three types of referral from 
general practitioners to psychiatrists.

Regarding referral, most GPs consider three types of 
patients with CD (Fig. 1). The first type is called the “good 
patient for the psychiatrist” by some GPs. This type of 
patients are described as having good insight, being of 
the “intellectual type” and having a capacity to talk about 
their emotions. Such patients can be referred directly to a 
psychiatrist, either because they come to the GP with this 
request, or because the GP does not have enough time 
to see them regularly and suggests seeing a psychiatrist. 
According to GPs, these patients are the ones who accept 
the referral more easily (FG1):

GP7: I have the feeling that we have to select the 
patients, and send the “good cases” – in quotation 
marks – to the psychiatrist. (…)
Interviewer: What characterizes the “good cases” 
for the psychiatrist?

Fig. 1  Three pathways for the patient with chronic depression in family practice
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GP7: For me, they are people who are able to read 
their emotions, to elaborate, to connect things, it’s 
the intellectual profile, if you wish. I would tend to 
refer these patients to the psychiatrist.
GP2: That is, they will accept to go easily, too! (…) 
Because others can be offered to go, but they may not 
understand.

The second type concerns patients who need to be pre-
pared by the GPs before they can be referred. GPs’ work 
is to help them put words on their emotions and link 
them with their physical pains. Temporality is a major 
component of the evolution: “it takes years before, grad-
ually, the emotional material emerges, and then we can 
start to bring things out, through the relationship” (FG1-
GP7) says one GP, adding that there are cases “where we 
feel them ripe, like a ripe fruit, to make an introspective 
approach. At that point, I have the impression that when 
they are really interested in digging, in entering psycho-
therapy, (…) you have to seize that moment to guide 
them to the psychiatrist”.

Finally, the third type of patients present their depres-
sion mainly through somatic complaints, which they can-
not relate to depression or emotions. This type of patients 
is the one GPs talked the most about, since these are 
usually not referred to a psychiatrist and are long-term 
patients in the GPs’ consultation. However, they might 
benefit from the psychiatrist in different ways. First, when 
conflicts arise with insurances while they are on a sick 
leave or have been getting a benefit from health insur-
ance for a long time. In this case, psychiatrists join in the 
patient’s treatment for strategic reasons, since GPs have 
noticed that psychiatrists’ expertise is better recognized 
by insurances than GPs’. Psychiatrists’ specific expertise 
is also required when GPs struggle with patient’s medi-
cation. Another situation in which these patients end 
up being treated by a psychiatrist is when they attempt 
to commit suicide – or threaten to – and are admitted 
in a psychiatric hospital. Finally, in some situations the 
patients benefit from the psychiatrist in an indirect way, 
when GPs ask for a supervision, usually when they have 
difficulties treating the patient and feel helpless.

Discussion
Summary
Our study aimed to analyze GPs’ representations and 
management of chronic depression. To this end, we car-
ried out a detailed content analysis of data collected via 
three focus groups bringing together 22 GPs. Our study 
found that: (1) GPs form representations of chronic 
depression at the intersection of expert and lay knowl-
edge; (2) GPs’ management of chronic depression relies 
on the relationship with their patients as well as on tak-
ing care of themselves, and; (3) whether GPs manage 

chronic depression alone or whether they seek the help 
of a psychiatrist, they have to develop skills in translating 
patients’ complaints. Results were synthesized into a con-
ceptual map displaying 3 types of referral to the psychia-
trist. We further discuss the findings below.

Context with other literature
Diagnosis of chronic depression by GPs as process and 
pattern
Diagnosis is both a category – “a list of disease” – and a 
process – “the thing that the physician does: the conclu-
sion reached, or the act of coming to that conclusion” 
[10]. The role of diagnosis is to organize illness, by “iden-
tifying treatment options, predicting outcomes, and pro-
viding an explanatory framework” [11]. By describing the 
3 different pathways of care GPs emphasize the proces-
sual dimension of diagnosis. However, CD is not a cate-
gorial diagnosis per se. For our research participants, CD 
is a clinical entity at the intersection not only of different 
domains of mood disorders but also of physical and psy-
chosocial disorders. Our research shows that GPs form 
their own representations of CD – and of patients suffer-
ing from CD – in order to be able to identify it and orga-
nize its treatment. These representations intervene in the 
process of “pattern recognition”, which consists in “rapid 
non-analytical matching of clinical presentation with a 
pattern previously formed of constructs of clinical signs 
and symptoms (or pattern) in memory”, the retrieval of 
this pattern being “triggered by recognition of key fea-
tures within the case” [12].

Patients’ (un)speakable emotions and ability to grasp cues 
and concerns
In our study, one key feature is the patient’s (in)ability to 
talk about their emotions or psychological distress. The 
role of human speech is important in its ability to express 
one’s inner world [13]. The speech activity seeks to cap-
ture what is happening in the patient’s intimate realm 
when it manifests itself as a somatic complaint. This 
intimate realm colors the patient’s speech and GPs are 
sensitive to it. GPs probably recognize in their patient’s 
speech, more or less consciously, that these are points 
of contact between the patient’s explicit discourse and 
what they cannot yet say. In GPs representations, these 
points of contact must be grasped at the good moment 
and open the way to psychotherapy. This feature seems 
to belong more to the ‘gut feeling’ than to objective cri-
teria of depression [14]. Consistent with our findings, the 
importance of the conversation between the GP and the 
patient to break the cycle of failure to achieve remission 
and address the possibility of psychological interventions 
in the treatment of depression has been recently high-
lighted in a systematic review and thematic synthesis of 
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the experiences of treatment-resistant mental health con-
dition in primary care [15].

Research participants value the long-term relation-
ship that gradually allows the psychological work of their 
patients. The relationship is made of “stethoscope and 
tissues”: tissues as an indicator of their quality of pres-
ence and ability to touch something emotional in their 
patients, stethoscope as a reminder to take care of the 
somatic complaint. This GP emotional literacy is based 
both on their awareness of what is going on, on commu-
nication competencies to underline cues and concerns 
from the patient, on and their ability to translate it into 
words. This is the work of the interpreter who makes the 
physical presentation move towards a psychic apprecia-
tion [13, 16, 17].

GPs’ psychotherapic work: translating somatic complaints 
into words and emotions
This question concerns the status of psychotherapy in 
general medicine that Enid Balint started to explore when 
she set for “enabling doctors to recognize and understand 
their patients’ complaints (…) in terms of personal con-
flicts and problems, and then to use this understanding 
so that it should have a therapeutic effect” [18]. Psycho-
therapeutic interventions in primary care are effective, 
but are uncommonly delivered by GPs [19]. However, 
GPs in our study unequivocally stated that, as interpret-
ers, they fostered a psychological work in their patients. 
Our results call for a renewed interest in GPs’ role as 
interpreters and the means to achieve it.

Referral to the psychotherapist rests on the GP’s capac-
ity to utter the right words, and foster the emergence of 
words on the intimate realm in their patients. However, 
when confronted with a patient who uses somatic symp-
toms to express the CD they suffer from, GPs can also 
be struck by speech impotence. Without the capacity of 
translation, GPs can struggle to share the diagnosis with 
their patient. Our findings are in line with a previous 
study exploring the decision process to refer to specialists 
in tertiary healthcare in Switzerland [20]. Tzartzas et al. 
[20] showed that GPs in training at an outpatient clinic 
refer their patients to various specialists for problems 
that cannot be explained only in biomedical terms but 
also for reasons related to emotionally charged interac-
tions and relationships with patients. Both study findings 
indicate the importance of considering these issues when 
referring to a specialist. Our study adds to Tzartzas et al. 
[20] findings in indicating the importance of a prelimi-
nary psychotherapeutic work done by GPs when consid-
ering referral to a psychiatrist. In other words, working 
through the decision to refer with the patient in the rela-
tionship seems of particular importance to GPs consider-
ing referral to the psychiatrist of a patient with chronic 
depression.

As our results suggest, tools help GPs bring their 
patient to the psychotherapist who pursues the transla-
tion endeavor, eventually offering them some sort of 
Rosetta stone4. When translation or referral to the psy-
chotherapist is not possible, GPs turn to the psychiatrist 
as supervisor, or towards taking care instead of curing. 
Recent studies also indicate that GPs may turn towards 
social prescription [21], or lean on a theoretical explana-
tion to withstand the situation [22].

Strengths and limitations
The main strength of the study is the inclusion of both 
younger GPs working in outpatient clinics and more 
experienced GPs working in their private practices, 
allowing the interaction between two generations of GPs 
and to provide a large description of patients with CD 
and the management of CD. Furthermore, at the analy-
sis level, the research team included a sociologist, a GP, 
and a psychiatrist ensuring that the topics covered in the 
interviews were considered from perspectives relevant 
to the objective of the study. Unfortunately, our study 
is limited in generalizability by the specificities of the 
Swiss medical system. As GPs are paid according to the 
time devoted to the patient, they may take more time for 
the conversation with CD patients to discuss the under-
standing and management of CD and time may foster an 
enhanced translation of issues particular to CD. Transla-
tion, and their related skills, takes time.

Implications for research and practice
As regards clinical care, our results converge on the 
idea of the need to translate patients’ complaints. GPs 
are encouraged to develop tools helping them with the 
translation process, alongside their relational skills and 
attitudes. Results of the study indicated that in parallel 
with tools stemming from the usual framework of gen-
eral practice, taking care of themselves and sharing with 
colleagues (supervisions, Balint groups) were particularly 
helpful when treating patients with CD. Supervisions and 
intervisions were important to GPs, because they got to 
feel their patients’ loneliness and distress to the point of 
experiencing it. It is therefore important to be able to 
speak about it in Balint groups: discussing a difficult situ-
ation helps GPs change their attitude and find an appro-
priate way to continue to care for their patient.

As regards research implications, collaborating with 
a sociologist promoted the focus on the actual clinical 
experiences and processes for the diagnosis and care of 
CD.

4  The Rosetta Stone is what helped scholars crack the code of hieroglyphics, 
the ancient Egyptian writing system.
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Conclusion
The question of translation in general medicine under-
lines the hermeneutical dimension of this profession, 
which should always balance the algorithmic thinking. 
Clinical situations where translation seems impossible 
and which constitute a hermeneutical void deserve full 
attention to foster patients’ access to the full span of CD 
care.
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