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The Improving Access to Psychological
Therapies (IAPT) programme is the largest
investment ever made in primary care
mental health.1 One of its intentions is to
improve access to talking therapies to a
wider population including vulnerable
groups such as young people, older adults,
and members of ethnic minority
communities.2

An article in this month’s Journal3

reports observational data derived from
the evaluations of two IAPT
demonstration sites and an evaluation of
psychoeducational sessions elsewhere. It
compares the characteristics of patients
who self-refer to IAPT with those referred
from primary care, although no outcome
data are provided. The authors pose the
question whether a self-referral system
helps improve access to psychological
therapies. They conclude that such a
system ‘could work out extremely well
and improve access for those who have
not been able to get access before as well
as those who have never thought of
counselling’. Is this conclusion really
justified?
There is no doubt that many people with

high levels of mental distress are
disadvantaged either due to problems of
access or that their care does not meet
their needs.4 Successful psycho-
educational workshops have been
reported to attract a wide range of self-
referred clients, including members of
ethnic minority groups, with anxiety and
depression scores well above average,
implying appropriate referral.5 Psycho-
education workshops, however are not
IAPT.
Another article6 reported no difference in

symptom severity between self-referrers
and GP referrals to a pilot IAPT
demonstration site. In addition, those who
referred themselves to the IAPT service
were more closely matched to the ethnic
mix of the community.
In this month’s article, Brown et al3

acknowledge the importance of
‘gatekeeping’ a self-referral system and
suggest the use of a self-diagnostic
assessment instrument to screen self-

referrals. However, they accept that one of
the possible disadvantages of self-referral
could be that those with relatively minor
symptoms may come forward and
overload the system. They also point out
the danger that a predominance of
articulate middle-class clients may enter
the system. These are both serious
considerations.
The traditional notion of ‘gatekeeping’ by

GPs has been challenged by an increasing
political focus on access to services with
concomitant reduced continuity and
fragmentation of GP care.7

Relationships between doctors and
patients are central to both good care and
good ‘gatekeeping’ — the skills required
for the latter are the essential diagnostic
ones necessary for correct and timely
diagnosis with appropriate referral and
subsequent management — in short, the
skills to manage a biopsychosocial
agenda. In addition, the identification of
psychiatric and physical comorbidity (for
example, thyroid disease with somatic
symptoms mimicking anxiety) with a risk
assessment and the subsequent
coordination of care are highly likely to
improve outcomes. This should also be
both collaborative and comprehensive.
One immediate concern is that current

depression and anxiety self-assessment
tools are not validated for the purpose of
lay self-diagnosis in the context of self-
referral for psychological therapies. ‘Low
intensity’ IAPT therapists are trained to
deliver defined psychological treatment
packages and monitor response to and
outcomes of treatment, including risk
assessment. However, they are not trained
in the diagnostic skills to elicit or manage a
biopsychosocial agenda nor are they
trained in the skills required for the
exclusion of significant commonly
associated comorbid conditions, such as
social phobia and various personality
disorders with anxiety and panic.8 Indeed
IAPT therapists themselves report
difficulties in managing risk and complexity
as well as role confusion and difficulties in
applying academic skills training to the real
life world of clinical practice.9

Therefore, circumventing the current GP
‘gatekeeper’ system by encouraging client
self-referral to IAPT therapists is likely to
put them and their clients into increasingly
difficult situations; ones for which they
have not been trained.
The current NICE guidelines for the

management of depression are based on a
‘stepped care’ model and correct
diagnosis is crucial to deliver evidence-
based psychological treatments. Extensive
literature highlights the complexity of
mental health diagnosis and the impact of
a wide range of factors such as sex, social,
and economic, as well as co-existing
physical illness.
Communication skills are central to

diagnosis and GPs have had good training
in this area and are well placed to diagnose
mental health problems and share
decisions with patients about treatment
options. In addition, GPs also have the
necessary skills to not only manage
complexity but also to understand the
impact of a mental health problem on the
rest of the family. Generalist care requires
nothing less: the notion of replacing a
holistic assessment by a GP with a self-
assessment questionnaire/self-referral
system to a low intensity IAPT therapist,
who may have received only 3 months
training before delivering their first
interventions, is absurd. Not only does
such a self-referral system imply that the
diagnosis of depression and/or anxiety will
be made by the IAPT therapist at the point
of referral (with the aid of a ‘gatekeeping’
questionnaire) but this also runs contrary to
some of the principles of the current NICE
guidelines.10

The other argument in favour of self-
referral proposed by Brown et al is about
improving access to psychological
services by those who are traditionally
more difficult to engage in services, such
as members of the different minority ethnic
communities. Such groups also include the
younger and the older person with
medically unexplained symptoms.
However, IAPT therapists are not
specifically trained in managing the
complex problems of any of these groups
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either.1 Indeed young people are more
likely to seek help for psychological
problems from an informal source, such as
an educational professional, than from a
formal healthcare source.11 In addition,
cultural competency skills are particularly
important when working through the
complex psychological problems that may
be experienced by members of an ethnic
minority community. Finally, self-referral
can also reinforce the notion that
depression and other mental health
difficulties can only be treated by
professional intervention rather than ‘self-
help’ using family and community
resources.
There are a number of other models to

improve access being evaluated apart from
self-referral; such as, the multifaceted
model based on the three interlinked
components of community engagement,
primary care development, and sensitised
psychosocial interventions.12

Illich13 in the classic Medical Nemesis,
wrote about demand being created in
response to the provision of services. Self-
referral to a ‘free at the point of access’
IAPT service fulfils many of the criteria
which will generate a growing demand
from the ‘worried well’ and the articulate
middle class as IAPT is rolled out.
One of the key reasons for the existence

of ‘gatekeeping’ in any healthcare system
is to underpin demand and risk
management. General practice is
predicated on this and has a wide variety
of demand management systems in place;
for example, in the control of antibiotic
prescribing, through making appointments,
and secondary care referrals. Without a
demand management system in place,
such as that provided by the GP referral
scheme, the IAPT programme, although

‘bold and potentially of great importance to
patients and their GPs’,1 risks being
overwhelmed by large numbers of
‘inappropriate cases’ managed and treated
by relatively junior therapists.
The quality of care for patients in general

practice is determined by essentials such
as the good coordination and collaboration
of primary healthcare team members with
good communication between them, as
well as being able to meet the challenges
of accurate diagnosis of index and
comorbid conditions within a holistic
framework. Self-referral to IAPT therapists
can disrupt these key processes by
undermining the demand management or
‘gatekeeping’ systems of general practice
leading to the further fragmentation of
care.
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