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SUMMARY. Developments over the past few
years necessitate a reappraisal of the way in
which clinical psychologists can best contribute
to primary care. Up until now, psychologists have
concentrated on those problems which are their
concern within psychiatric hospitals. In addition,
they have largely adopted a specialist model of
service which may not be in the best interests
either of primary care or of clinical psychology.
If their manner of working is to change, it will be
important for psychologists to overcome the de-
veloping stereotype of their role. This might
involve explicitly negotiating project-orientated
commitments which respond to particular priori-
ties in different settings.

THE suggestion that clinical psychologists have a role
in primary health care was first published over a

decade ago. ' By 1977, it was estimated that one in seven
clinical psychologists were working with general prac-
titioners.2 Such liaison is now probably routine among
the services offered by clinical psychologists. However,
psychologists' numbers have not grown in line with this
expansion in their role, increasing at no more than
about 10 per cent annually over recent years, from a
level of only 850 in 1978.3 Meanwhile our understanding
of the definition, natural history and treatment of
psychological problems in primary care has changed
over the decade, and retrospective reports and longitu-
dinal studies of the work of psychologists in primary
care have accumulated. It is time to connect and review
all these developments as a basis for updating the case
for psychological involvement in primary care.

What are psychological problems?

An answer to this question is basic to any cooperation
between psychologists and general practitioners or other
primary care workers. Sometimes a seemingly clear
statement about numbers of attenders at general prac-
tice surgeries who have psychological problems is just
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an account of early figures for the prevalence of minor
psychiatric disorders.4 Psychiatric and psychological are
not equivalent terms. In one survey, a psychologist sat
through 366 general practice consultations.5 He and the
doctors separately rated the relevance of psychological
factors to the presenting problem on a four-point scale.
The psychologist rated psychological factors as 'quite'
or 'highly' relevant in 12 per cent of the cases, general
practitioners in 18 per cent, but the correlation between
the two sets of ratings was only 0.17. It is therefore im-
portant to agree about what are psychological problems.
To this end, Kincey issued a detailed description of

the sorts of areas with which psychologists deal.6 While
behaviour therapy for anxiety and habit disorders head-
ed the list, it went on to include problems associated
with physical illness, rehabilitation and medical treat-
ment. The Trethowan report' envisaged psychological
services in many more areas in addition to mental
handicap and mental illness-neurology, physical
handicap, general medicine, geriatrics and preventive
medicine. Yet it is noticeable that anxiety and behaviour
disorders have overwhelmingly predominated in reports
of general practice cases with which psychologists have
dealt.4' 8'-10 It seems that in primary care psychologists
have dealt with the sorts of problems which had become
their traditional concern within psychiatric hospitals. By
contrast, Bender" advocates involvement with those
patients who are not well served, for example the
elderly, so as to begin to redress the imbalance in the
NHS resources received by different groups.

Clearly, the range of psychological factors and possi-
bilities for a psychological approach is wider than the
anxiety and behavioural problems with which, it seems,
psychologists have been largely concerned. It is likely
that psychologists have not yet communicated to gen-
eral practitioners their current understanding of what
are psychological problems.

Specialist treatment of psychological problems

It is possible that this state of affairs derives from a
further problem-that is, the tendency for psychologists
to become a 'specialist' group for certain types of
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patients. This could be called an 'annexation' model,
since a well-defined group of patients is claimed for
clinical psychology. For example, Clark'° reported that
62 per cent of referrals were followed up by treatment
rather than by advice to the patient, a parent or the
general practitioner, or by referral on to other agencies;
and Johnston9 did not report seeing patients for any
purpose other than treatment.

This 'specialist' model of treatment has the primary
care team passing the responsibility for treatment over
to the specialist. Some products of this sort of relation-
ship with psychiatry are seen in the answers given by
general practitioners in a survey of attitudes to psychi-
atric practice:'2 specific complaints included dissatisfac-
tion with the way their patients were dealt with in the
psychiatric clinic, lack of rapport between themselves
and the psychiatrists, and the delay between referral and
appointment. In 1973, a report from the World Health
Organization (WHO) concluded that links between psy-
chiatry and primary care were strengthened by psychia-
trists working within the primary care settings.'3 From
the start, some of the psychologists providing a service
to general practitioners have been based in health
centres.8 9 But clinical psychologists are scarce. De-
mand for their services could rapidly outstrip supply, so
that only a fraction of the 'annexed' group of patients
would ever be dealt with, and even then after a long
wait.

Regardless of the location of treatment, the specialist
model might not maximize the contributions of the
different parties. In particular, the general practitioner
and the community nurse may have a more detailed and
intimate knowledge of the patients than a new specialist
could obtain. Wales'4 maintained that psychologists
should accept and respect the knowledge that practising
clinicians have gained by virtue of their experience of
their patients, which may make them effective therapists
in their own right. Psychologists have, of course,
learned specific treatment approaches or techniques to
supplement this knowledge. Even so, some general
practitioners incorporate these techniques into the con-
sultations. Whitfield and Winter'2 found that a sample
of general practitioners with postgraduate psychiatric
training thought it practicable to engage in psycho-
therapy in the course of their work. Another survey of
general practitioners found a proportion who used
specific behavioural techniques, such as relaxation,
desensitization and psychosexual methods;'5 and there
are general practitioners who include anxiety manage-
ment in their work.'6
The problem is that 'annexed' patients are being

referred to a specialist and receiving specialist help
without benefit of the knowledge held by other mem-
bers of the primary care team, while other patients with
psychological problems may continue to be treated
without benefit of the specialist skills. To the extent that
psychological factors may, in varying degrees, cause or
maintain a wide range of problems, referral to a psycho-

logical specialist imposes an arbitrary dichotomy
between groups of patients. McPherson and Feldman5
had no difficulty in'fobtaining a quantitative rating
from general practitioners of the importance of psycho-
logical factors in particular cases. It seems that the
division between 'medical' and 'psychological' prob-
lems is forced on general practitioners by the referral
system.
There is a further problem with the specialist role.

Marks describes how any new specialist service in the
National Health Service creates new demand, in addi-
tion to satisfying existing needs.'7 This was borne out by
McAllister and Phillip,8 who asked general practitioners
referring patients to psychologists how they would have
been dealt with otherwise: about 50 per cent of the
patients would have remained entirely under the care of
the general practitioners. At a time of financial restric-
tion, it is hard to justify the establishment of a new
specialist service in the NHS.

Treatment or support of anxiety patients

The specialist model may not, then, serve the general
practitioner or the patient well. It does not especially
serve the psychologist either. In particular, since most
patients presenting with psychological difficulties are
already being managed by the primary care team, the
specialist model prevents the psychologist from learning
from team members the skills that may be beneficial to
these patients. The ones referred to specialists tend to be
selected because of chronicity or refractoriness. How-
ever, it is on the basis of experience with such a selected
group of anxiety patients that psychologists have based
recommendations for early intervention. Kincey wrote
of 'the prophylactic value of psychological intervention
at an early stage',6 and Burns, too, stated that 'the
earlier the therapeutic involvement, the less likely the
patient's problems will become firmly entrenched'.4
There is growing evidence that 50 per cent or more of
minor psychiatric cases remit over a period of months.'8
In one study, there was no relation between remission
and provision of medical treatment.'9 These results are
consistent with the statement that most of the emotional
disorders seen in general practice are transient reactions
to life's stresses.20 Delay before involvement of special-
ists may, then, represent caution as much as inefficien-
cy. It is possible, of course, that pharmocotherapy
offers a more effective or efficient first choice for those
who do need treatment. The fundamental problem here
is that 'specialists' are generalizing from experience with
a limited population, whereas they should be basing
their statements on a knowledge of the natural history
of the disorders. Even the specialists' concept of treat-
ment itself may not be the best model for dealing with
emotional problems in primary care. Many studies have
described apparent prophylactic effects of social sup-
port in protecting against psychiatric disorder in com-
munity samples.2'24 Moreover, general practitioners
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and community nurses often describe their own work in
terms of social support rather than treatment. Further
research is needed into how support is provided and into
whether, or how, psychologists can assist. This may
be more fruitful than simply to assume that primary
care 'treats' people in the same way as does a specialist
clinic.

Evaluation of clinical psychology in primary care

Three studies have found from various measures (such
as general practitioner contacts, psychotropic drug pre-
scribing and rating scales) that general practice patients
were improved up to a year after being treated by a
psychologist.2"- The results from another study, which
used a control group, were less optimistic:28 patients
being treated by a psychologist were improved more
than controls seen only by the general practitioner but
the benefit had vanished at follow-up seven months
later; therefore the long term improvement in the un-
controlled studies may reflect, not psychological help,
but the natural history of the disorders. Nevertheless
Jannoun and colleagues29 did find that long-standing
anxiety patients were improved after treatment by a
psychologist in a health centre. France and Robson,
after reporting preliminary results of another con-
trolled study, suggested that psychologists should aim
chiefly for speedier recovery, rather than long-lasting
benefit.30
An alternative response is that psychologists in pri-

mary care may simply not be best employed in continu-
ing to deal with the problems and to use the methods
with which they have become familiar in psychiatric
hospitals. There is still too little known about how
general practitioners and others already manage these
problems in primary care. Moreover, the concentration
on these patients has been at the expense of other groups
which might be local priorities for health care, and
which might benefit from psychological help. In addi-
tion, there have been no reports of psychologists work-
ing with community nurses or health visitors. Neither
have there been many attempts to add psychological
skills to the more intimate knowledge of primary care
workers, for example by training or by providing ad-
vice, support or feedback. If published reports reflect
the concerns of psychologists working in primary care,
it can be argued that they have not yet served primary
care-or themselves-as effectively as they might.

General practitioners' opinions of psychologists

Further development of the psychologist's role in pri-
mary care will depend crucially on how the service is
viewed by general practitioners. It is not enough to
know that the general practitioner had positive attitudes
towards psychology before3' or after32 a service had
been established. In one survey33 56.7 per cent of
doctors wanted access to a clinical psychologist, but the

contribution of psychology to general practice only
ranked jointly with that of psychiatry after six other
professions, and most of the general practitioners who
were judged to be sympathetic to psychology anticipat-
ed a therapeutic role. Eastman and McPherson warned
that psychologists are establishing a stereotype, and the
irony is that by giving priority to individual therapy for
minor psychiatric problems, development of more use-
ful roles may be stifled.32 They therefore reject the
popular assumption that to continue seeing individual
referrals may allow other roles to evolve, maintaining
instead that these other roles should be anticipated on
both sides at the outset of any involvement.33

Towards the liaison

Eastman and McPherson33 commented on the 'striking
... degree of variation among . . . general practitioners
in the perceptions of psychological problems, their
practice in dealing with these and their view on the
involvement of other professions in primary care'. To
this must be added the variation in needs between
different areas. There is little case for imposing a
nationally homogeneous service on this heterogeneity of
needs and preferences; psychological involvement may
instead be a matter for negotiation in individual set-
tings. A recent report in this Journal illustrated the
process. Cormack and Sinnott34 described general prac-
titioners' concern about patients undergoing long term
benzodiazepine administration and how an approach to
the problem was decided and executed between the
psychologist and the general practitioners. To respond
in this way to the problems of particular practices
presumably increases the probability that changes in
patients' management will continue without the psy-
chologist, who would then be free to allocate his scarce
resources to other problems. Such a 'project-oriented'
approach" offers a rational solution to the problems of
clinical psychology provision to primary care.
The first stage in any local cooperation must be to

overcome the limitations in mutual understanding
which have emerged from the past 10 years. Primary
care professionals might learn more about the psycho-
logical skills which can be brought to bear on problems
of high priority apart from minor psychiatric disorder.
Psychologists could, in turn, learn more about the
nature of psychological problems in the community,
and about the skills which general practitioners and
others already bring to these problems.
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Childhood migraine and motion
sickness

The incidence of motion sickness among 222 children in
four diagnostic categories-migraine, nonmigraine
headaches, seizure disorders, and learning disabilities-
was compared. Motion sickness was found to be an
associated feature in- 45 per cent of the cases of child-
hood migraine, in contrast to a 5 to 7 per cent incidence
in the other groups. Therefore, it is suggested that
motion sickness be regarded as an additional reliable
minor criterion in the diagnosis of childhood migraine.
Hypotheses of common central and, peripheral mecha-
nisms underlying both conditions are offered.

Source: Barabas G, Matthews WS, Ferrari M. Childhood migraine
and motion sickness. Pediatrics 1983; 72: 188-190.

An endogenous digoxin-like substance
in patients with renal impairment

Digoxin concentrations were measured in serum sam-
ples from 102 patients with renal impairment who were
receiving digoxin therapy. Many patients had values
that differed widely on several currently available im-
munoassays, with differences as g,reat as 2.9 ng/ml. In
contrast, patients with normal renal function who were
receiving digoxin had few discrepant results with the
largest difference being 0.5 ng/ml. The authors also
assayed serum samples from 54 patients witJb renal
impairment not on digoxin therapy and found that more
than 60 per cent of these digoxin-free patients had false-
positive digoxin values on most assays. The data suggest
that a substance with digoxin-like immunoactivity is
present in many patients with renal insufficiency. This
substance may seriously compromise the accuracy and
interpretation of digoxin concentration measurements.

Source: Graves A, Brown B, Valdes R. An endogenous digoxin-like
substance in patients with renal impairment. Ann Intern Med 1983;
99: 604-608.
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